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tempting  strawberry  taste  treat 
for  your  iron-deficient  patients 


zentron  Chewable 


Iron,  Vitamin  B Complex,  and  Vitamin  C 


Combines  iron  xvith  B complex  vitamins  in  a chewable  tablet 

Additional  Information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  400t37 


Kapseals’ 


(diphenhydramine  hydrochloride) 


FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPTOMS-Antihistaminic  action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
|0  ties  requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg.  39864 


PARKE-DAVIS 


In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 


numbs  the  pain... not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’ (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-!-Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma"  Compound  & 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


SomaCompound+Codeine  j 

carisoprodol  200  mg.,  acefophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 
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J.  M.  A.  ALABAM 


For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


"...No  other  disease  has  caused 
so  much  feeling  of  inferiority”  as 
acne.'  pHisoHex  “...is  a valuable 
part  of  the  management. ..since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.”* 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.* 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.'*  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.* 

The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied;  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indust. 
Med.  30:498,  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges, 
F.  T.:  GP  14:86,  Nov,,  1956.  4.  McLean, 
I,  E.  D.;  Graham,  K,  T.,  and  East,  M.  0.; 
Practitioner  189:82,  July,  1962. 
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Butazolidirf 

Butazolidirf 

alka 


brand  of  phenylbutazone 
Tablets  of  100  mg. 

Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100 mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


It  works! 


Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


HOW 


ORANGE  FLAVORED 


FRIENDS... 


We  will  be  pleased  to  send 
professional  samples  on  request. 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
(114  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


THE  BAYER  COMPANY 

Division  of  Sterling  Drug  Inc.,  Dept.  I 12 
1450  Broadway,  New  York  18,  N.  Y. 
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ll\  don’t  sleep  well... I dream  a lot... 
wake  up  tired  and  irritable.  I don’t  have 
any  appetite  ...  I’ll  never  be  cured.  33 
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J.  M.  A.  AlAiAK 


When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

- add  ‘Deprol’  to  your  therapy 


Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol'  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  hot  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


CD-20Z2 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 

HYDROMQX 

QU  j N ETHAZON  E-TABLETS 

antihypertensive  diuretic 

HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,^’"  just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  he 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria.  i 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River.  New  York 


^methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  \with  the  prescribed  diet. 

In  obesity,  "...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent."  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
■Methedrine'  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (Ve  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
lovir  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  \«ith  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


\ r, ! 


■ I ' 1 1 1 1 ' 1 1 


ETY 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  \A/hen  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance... and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


I 

I 


Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  prevent  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  thei’e  are  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  carefully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sure. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measured  . . . just 
one  more  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 
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PSYCHIATRIC  ASPECTS  OF  MENTAL  RETARDATION 


When  parents  notice  that  their  child  is  not 
making  normal  progress  in  its  development 
and  first  suspect  mental  retardation,  they  fre- 
quently turn  to  their  family  physician  or 
pediatrician  for  help.  Partly  they  hope  for 
reassurance  that  their  child  is  normal,  that  he 
is  just  passing  through  a phase  and,  as  a 
matter  of  fact,  he  may  indeed  be  doing  just 
that.  If  mental  retardation  is  present,  how- 
ever, in  any  significant  degree,  then  reassur- 


*From  the  Department  of  Psychiatry,  Medical 
College  of  Alabama. 


ance  will  allay  their  anxiety  only  temporarily 
and  they  will  shortly  be  back  for  a reap- 
praisal. Or,  more  likely,  they  will  go  to  some 
other  physician,  again  seeking  the  truth  on 
the  one  hand  and  hoping  not  to  hear  it  on  the 
other. 

All  the  anxieties  parents  have  about  their 
normal  children  are  increased  with  a retarded 
child,  and  their  reactions  to  him  are  even 
more  likely  to  be  tinged  with  uncertainty  and 
inconsistency.  Their  natural  tendency  to  re- 
ject the  idea  of  his  handicap  may  show  itself 
in  attitudes  and  reactions  which  seem  to  re- 


PSYCHIATRIC  ASPECTS  OF  MENTAL  RETARDATION 


veal  a desire  to  reject  the  child  himself.  In 
their  feeling  of  guilt  at  havdng  such  thoughts, 
they  frequently  try  to  make  it  up  to  the  child 
by  being  over-indulgent  or  over-protective. 
Then,  frustrated  by  failure  of  the  child  to 
respond  to  this  extra  attention  and  effort, 
they  become  irritated  and  impatient,  again 
feeling  guilty  because  they  really  know  what 
they  are  expecting  of  the  child  is  unrealistic. 
Thus  the  whole  vicious  circle  starts  over 
again. 

From  the  parents’  mixed  feelings  about  his 
condition  stem  many  of  the  special  problems 
the  mentally  retarded  child  faces.  He  has  just 
as  much  need  for  affection,  acceptance,  and 
approval  as  any  other  child,  but  he  is  far  less 
sure  than  most  children  that  he  has  these 
things.  The  anxieties  and  uncertainties  of  his 
parents  communicate  themselves  to  him  and 
he  becomes  anxious  and  uncertain  too.  And 
the  more  anxious  he  gets,  the  less  likely  he  is 
to  do  well  whatever  his  parents  try  to  teach 
him.  So  his  own  reaction  contributes  increas- 
ingly to  the  vicious  circle  already  put  in  mo- 
tion by  his  parents’  two-sided  feelings. 

This  sequence  of  events,  to  some  degree 
almost  universal  in  the  lives  of  retarded  chil- 
dren and  their  parents,  may  result  in  one  or 
more  of  several  symptom  patterns  about 
which  parents  usually  turn  to  their  physi- 
cians for  help.  The  child  may  avoid  as  much 
as  he  can  situations  in  which  he  is  called  upon 
to  do  something  for  fear  of  failure  and  re- 
jection. He  may  withdraw  as  much  as  he  can 
from  real  relationships  and  try  to  make  up 
in  fantasy  what  satisfactions  he  lacks  in 
reality.  He  may  develop  techniques  for  assur- 
ing himself  that  his  parents  will  continue  to 
do  things  for  him  so,  in  remaining  a depend- 
ent infant,  he  won’t  have  to  risk  trying  to 
grow  up.  Or,  if  he  tries  something  other 
children  his  age  can  do  and  fails,  he  may 
grow  frustrated  and  angry,  perhaps  have  a 
tantrum  in  which  he  may  be  destructive  or 
try  to  inflict  physical  hurt  on  his  parents,  his 
siblings,  or  even  himself. 

That  the  mentally  retarded  child  will  have 
difficulty  in  learning  goes  almost  without 
saying.  This  is  to  be  expected.  It  isn’t  neces- 


sary, however,  for  him  to  develop  behavior 
disorders  or  neurotic  disturbances  if  his 
needs  are  understood  and  met  reasonably 
well.  I want  to  mention  several  things  which 
can  help  a physician  recognize  the  source  and 
effects  of  anxiety  in  a retarded  child  and  his 
parents  and  which  can  guide  his  thinking  in 
discussing  management  with  the  parents. 

There  is  no  absolutely  predictable  pattern 
of  development  in  a retarded  child  but  with 
frequent  and  careful  observation,  it  is  pos- 
sible to  make  an  educated  guess  as  to  when  a 
child  can  be  expected  to  walk,  to  attain  blad- 
der and  bowel  control,  to  understand  simple 
language,  to  be  able  to  feed  himself,  etc. 
Parents  who  have  such  guidelines  are  less 
anxious  than  they  would  be  otherwise  and,  as 
a result,  so  is  the  child.  Parenthetically,  it 
may  be  noted  that  our  training  as  physicians 
seldom  prepares  us  to  make  this  kind  of  pre- 
diction for  a mentally  retarded  child  and  psy- 
chological testing  may  provide  much  help  to 
the  physician  in  making  such  estimates. 

The  mentally  retarded  child  requires  much 
more  repetition  to  learn  a particular  thing 
than  does  the  normal  child.  All  normal  chil- 
dren, for  example,  play  with  words  in  order 
to  achieve  facility  in  verbal  communication. 
If  the  parents  know  that  their  retarded  child’s 
endless  repetition  of  words  is  his  attempt  to 
master  their  meaning  and  use,  they  are  less 
likely  to  become  irritable  and,  therefore,  less 
likely  to  cause  their  child  to  resort  to  a neu- 
rotic or  behavioral  disorder. 

Mentally  retarded  children  are  capable  of 
many  abstract  concepts,  such  as  beauty,  good- 
ness, badness,  approval,  disapproval,  honesty, 
and  truth,  although  sometimes  their  concepts 
are  vague  and  they  have  fewer  means  of  ex- 
pressing themselves  than  intellectually  nor- 
mal children  do.  Sometimes,  though,  a child’s 
misconduct  seems  to  indicate  that  he  really 
doesn’t  understand  such  concepts,  especially 
where  right  and  wrong  is  concerned.  One  of 
the  reasons  for  this  is  that  the  mentally  re- 
tarded child  is  often  easily  led  and  suggesti- 
ble. Partly  this  is  because  of  his  lack  of  criti- 
cal judgment,  but  not  infrequently  it  is  be- 
cause the  person  leading  him  is  offering  ac- 
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ceptance  and  approval,  something  the  re- 
tarded child  needs  and  wants.  This  need  for 
approval  and  acceptance  can  be  a force  for 
good,  assuming  the  leader’s  motives  are 
wholesome  and  the  activity  is  constructive. 
Obviously,  however,  this  suggestibility  of  the 
mentally  retarded  child  can  also  be  a force  for 
evil,  since  he  may  become  involved  in  anti- 
social activity  in  order  to  win  acceptance. 

It  is  vitally  important,  then,  that  the  men- 
tally retarded  child  have  models  on  which  to 
pattern  his  behavior,  and  that  these  models 
should  not  only  behave  in  an  exemplary  fash- 
ion but  capitalize  on  the  child’s  desire  to 
please. 

The  mentally  retarded  child  tends  to  think 
literally  and  concretely.  He  must  be  told  or 
shown  what  is  expected  of  him  in  a manner 
which  is  perfectly  clear  and  free  of  ambi- 
guity. Lack  of  clarity  or  consistency  of  ex- 
pectation can  be  perplexing  to  any  child.  It 
may  lead  to  total  bewilderment  and  confu- 
sion in  the  retarded  child  who  is  not  able  to 
grasp  many  ordinarily  easily  understood 
nuances  of  meaning.  The  parents  will  need  to 
watch  the  child  carefully  to  ascertain  what 
words  or  behavior  mean  to  him.  In  this  re- 
spect the  retarded  child  can  be  compared  to 
a person  from  a foreign  country  who  speaks 
English  well  enough  to  communicate  in  many 
ways,  but  is  unfamiliar  with  its  idioms  and 
colloquialisms.  When  conversation  is  on  an 
idiomatic  level,  such  a person  might  misin- 
terpret completely  the  meaning  of  what  is 
said  to  him.  So  may  retarded  children.  For 
example,  the  expression  “Go  jump  in  the 
lake”  might  mean  exactly  that  to  the  men- 
tally retarded  child. 

The  retarded  child  needs  more  protection 
than  the  normal  child  ordinarily  does,  but  it 
should  be  recognized  that  over-protection 
stifles  his  development  and  prevents  him 
from  gaining  experience  which  might  lead  to 
increased  capacity  for  adaptation.  Finding 
the  right  balance  is  hard  enough  with  normal 
children  and  it  is  harder  still  with  retarded 
children.  Close  supervision  is  required  until 
it  is  clear  that  the  child  recognizes  the  risks 
involved  in  whatever  he  is  doing  and  under- 


stands how  to  minimize  them.  To  teach  him 
how  to  cross  a street  safely  is  relatively  easy 
because  the  dangers  are  obvious.  To  teach 
him  to  use  the  bus  to  go  to  his  special  class  is 
more  complicated.  He  should  be  taught  very 
explicitly  the  dangers  involved  in  everyday 
living  but,  hopefully,  without  instilling  in 
him  feelings  of  inadequacy  or  fear. 

Because  of  her  suggestibility  and  her  need 
for  approval  and  affection,  the  mentally  re- 
tarded girl  may  be  especially  vulnerable  to 
sexual  exploitation.  This  is  particularly  true 
of  the  pretty  blue-eyed  blondes  with  phenyl- 
ketonuria. These  girls,  then,  will  require 
especially  patient  and  tactful  explanation  and 
instruction  to  prepare  them  to  handle  such  a 
situation  and  yet  not  make  them  unduly 
frightened. 

I have  mentioned  several  times  the  re- 
tarded child’s  special  need  for  an  atmosphere 
of  acceptance,  understanding,  and  affection 
if  he  is  to  gain  self-confidence  and  achieve  a 
sense  of  personal  worth  and  dignity.  I want 
to  emphasize  that  these  are  not  synonymous 
with  over-permissiveness.  The  retarded 
child,  like  any  other  child,  needs  structure 
and  limits.  Without  them  he  becomes  more 
anxious.  But  the  structure  and  limits — the 
ground  rules  by  which  he  is  expected  to  play 
the  game — must  be  spelled  out  repeatedly 
and  explicitly. 

Sometimes  parents  or  even  professional 
people  will  promise  something  to  a retarded 
child  in  order  to  win  his  co-operation.  It  is 
even  more  important  to  the  retarded  child 
than  to  the  normal  child  that  the  promise  be 
kept.  The  normal  child  will  frequently  be 
able  to  accept  an  explanation  why  a promise 
cannot  be  fulfilled.  Frequently  the  retarded 
child  cannot  understand  the  explanation  and 
merely  regards  himself  as  betrayed — hardly 
a way  to  gain  his  trust  and  confidence,  the 
basis  on  which  his  co-operation  really  rests. 

Over-active  behavior,  scattered  behavior, 
physical  restlessness,  and  short  attention  span 
may  be  prominent  symptoms,  especially  in 
children  whose  mental  retardation  is  on  the 
basis  of  organic  brain  damage.  Just  because 
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he  is  in  action  all  the  time  the  child  may  get 
into  difficulty  and  be  regarded  as  having  a 
behavior  disorder.  In  these  instances,  drug 
therapy  can  sometimes  be  helpful.  The 
phenothiazine  drugs,  especially  thioridazine, 
may  be  helpful  if  drowsiness  can  be  avoided. 
Certainly  it  is  undesirable  to  increase  the  re- 
tarded child’s  learning  problems  by  dulling 
already  reduced  capacity  for  learning.  Dexe- 
drine  derivatives  or  methylphenidate  may 
also  be  helpful.  Barbiturates  frequently  ag- 
gravate the  symptom  of  hyperactivity  rather 
than  reducing  it. 

I might  mention  parenthetically  that  it  is 
important  to  differentiate  mental  retardation 
from  childhood  schizophrenia,  in  which,  with- 
out mental  retardation  as  such,  the  child  may 
be  functionally  retarded,  and  from  a child 
with  normal  intelligence  generally  but  with 


specific  learning'  defects  stemming  from  or- 
ganic brain  damage. 

As  a final  note,  I would  like  to  invite  your 
attention  to  the  fact  that  we  can  consider  the 
retarded  child  as  a handicapped  child  or  as  a 
child  with  a handicap.  This  may  seem  to  be  a 
trivial  difference,  but  it  may  betray  a major 
difference  in  attitude  in  the  person  dealing 
with  him.  If  we  consider  him  a child  with  a 
handicap,  we  may  find  ourselves  more  easily 
oriented  toward  finding  what  his  potentiali- 
ties, his  strong  points,  his  healthy  points  are. 
On  the  other  hand  if  we  consider  him  as  a 
handicapped  child,  implying  totality  of  im- 
pairment, we  may  find  ourselves  relating 
more  specifically  to  the  lack  or  the  defect 
and  overlooking  those  very  things  which 
could  help  him  become  more  effectively  ad- 
justed and  happier. 


WHAT  IS  A CLINICAL  INVESTIGATOR? 

In  recent  years,  several  medical  schools  have  established  centers  for  training  clinical 
pharmacologists,  and  the  Pharmaceutical  Manufacturers  Association  and  some  of  the  lead- 
ing pharmaceutical  companies  have  made  substantial  grants  for  the  support  of  such  training 
programs.  It  is  harder  to  define  a clinical  investigator,  but  I believe  that  most  people  would 
agree  that  a clinical  investigator  is  a physician  who  has  had  some  residency  training  in  one 
of  the  clinical  specialties,  has  some  knowledge  beyond  the  undergraduate  curriculum  of  one 
or  more  of  the  basic  sciences,  and  who  seeks  in  his  research  to  explain  human  disease  with 
the  help  of  those  basic  sciences.  Harry  F.  Dowling,  M.  D.  in  J.A.M.A.,  187:3  (Jan.  18)  1964. 
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Clinical  cytogenetics  is  the  study  of  the 
association  between  the  patient’s  clinical  find- 
ings and  chromosomal  abnormalities  in  his 
cell  nuclei.  In  1956’  the  chromosome  number 
of  man  was  established  as  46,  and  in  1959-  the 
first  abnormal  human  chromosome  comple- 
ment was  described.  This  first  human  chro- 
mosomal aberration  was  found  in  a mongo- 
loid  child  whose  cells  had  an  extra  small 
chromosome.  This  finding  has  been  consist- 
ently present  in  those  patients  with  Down’s 
syndrome  (mongolism).  Chromosomal  aber- 
rations not  only  include  extra  chromosomes, 
but  patients  have  now  been  found  whose  cells 
lack  certain  chromosomes  and  others  whose 
cells  have  abnormally  large  or  small  chromo- 
somes. 

In  the  five  years  since  the  beginning  of  the 
field  of  clinical  cytogenetics,  a number  of  dif- 
ferent chromosome  abnormalities  has  been 
described.  A few  chromosomal  syndromes 
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have  now  been  identified.  Mental  retardation 
is  a feature  in  each  of  the  established  syn- 
dromes. 

In  order  to  illustrate  some  of  the  chromo- 
somal findings  it  would  perhaps  be  wise  to 
look  at  the  normal  human  chromosome  com- 
plement before  talking  about  abnormal  chro- 
mosomes. Each  species  has  a certain  constant 
number  of  chromosomes  as  well  as  a constant 
amount  of  deoxyribonucleic  acid  (DNA) 
which  is  contained  in  the  chromosomes  and  is 
responsible  for  the  transmission  of  charac- 
teristics from  one  generation  to  the  next. 
Contained  on  each  set  of  human  chromosomes 
is  an  estimated  10,000-50,000  genes.  Some 
familial  diseases,  such  as  phenylketonuria, 
cystic  fibrosis,  and  congenital  adrenal  hyper- 
plasia, can  be  attributed  to  a single  gene 
which,  of  course,  cannot  be  visualized  in  the 
microscope.  An  extra  chromosome,  which 
conceivably  could  contain  hundreds  or  even 
thousands  of  genes,  can,  however,  be  seen  by 
the  present  techniques.  Other  diseases  are 
undoubtedly  due  to  several  genes  or  so-called 
multifactorial  inheritance.  The  position  of 
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any  specific  human  gene  or  hereditary  factor 
on  a chromosome  has  not  been  determined 
although  genes  for  color  blindness,  agam- 
maglobulinemia, and  hemophilia  A have 
been  located  on  the  X chromosome.  The  nor- 
mal human  male  has  two  sex  chromosomes, 
one  X and  one  Y,  and  22  pairs  of  other  chro- 
mosomes known  as  the  autosomes.  The  nor- 
mal human  female  has  two  X chromosomes 
as  her  sex  chromosomes  and  the  22  pairs  of 
autosomes.  The  autosomes,  identical  in  both 
male  and  female,  are  arranged  for  study  in 
pairs  according  to  length,  location  of  the 
centromere,  and  certain  special  character- 
istics such  as  the  presence  of  satellites.^  The 
arrangement  of  the  chromosomes  from  a sin- 
gle cell  nucleus  is  called  a karyotype. 

In  the  formation  of  the  normal  ovum  or 
sperm  during  meiosis  the  chromosome  num- 
ber of  46  in  the  primordial  cell  is  reduced  to 
23  in  the  mature  germ  cell.  Each  zygote  is 
formed  by  the  union  of  the  sperm  with  the 
ovum,  each  of  which,  if  normal,  had  23  chro- 
mosomes originally.  After  the  initial  cell  is 
formed,  many  cell  divisions  are  necessary  by 
the  end  of  the  first  trimester  before  the  body 
contains  a trillion  cells  which  have  differen- 
tiated to  make  up  the  various  organ  systems. 
During  this  period  of  embryological  develop- 
ment, it  is  necessary  before  any  cell  division 
for  the  DNA  to  replicate  and  thus  form  new 
chromosomes  for  the  daughter  cells.  Unequal 
chromosome  separation  during  meiosis  or 
mitosis  can  lead  to  cell  lines  containing  ab- 
normal chromosomes. 

Chromosomal  aberrations  such  as  extra 
chromosomes,  morphological  changes  in  chro- 
mosomes, or  missing  chromosomes  have  been 
estimated  to  occur  as  often  as  one  in  100  in 
newborn  children.^  Generally  whenever 
there  is  a variation  from  normal  of  the 
amount  of  chromatin  material  in  the  karyo- 
type there  is  associated  mental  retardation. 
Since  the  field  of  clinical  cytogenetics  is  new, 
then  the  exact  significance  of  chromosome 
studies  in  the  classification  of  syndromes  with 
a feature  of  mental  retardation  is  not  known. 
At  this  point,  though,  many  questions  con- 


cerning the  chromosomal  abnormalities  have 
been  raised,  and  some  have  been  answered 
by  such  studies. 

The  first  group  of  established  syndromes  to 
be  discussed  are  caused  by  abnormalities  in 
the  autosomes.  In  Down’s  syndrome  the  vast 
majority  have  an  extra  small  chromosome,  a 
no.  21.  This  occurs  in  one  of  every  600  chil- 
dren born  and  apparently  is  not  related  to 
race  or  economic  conditions.  This  is  ex- 
plained on  the  basis  of  the  formation  of 
either  an  ovum  or  a sperm  with  an  extra  no. 
21  chromosome  which  results  in  three  no.  21 
chromosomes  in  the  karyotype  (21-trisomy) 
on  fertilization.  It  was  soon  realized  that  a 
small  per  cent  of  patients  with  the  clinical 
manifestations  of  Down’s  had  the  normal 
number  of  46  chromosomes.''^  This  finding, 
though,  could  be  explained  in  that  two  chro- 
mosomes had  become  attached  to  one  another 
to  form  an  abnormally  large  translocated 
chromosome  A parent  of  such  a child  has 
been  shown  in  several  cases  to  be  the  carrier 
of  this  abnormal  chromosome;  whereas,  in  the 
21-trisomy  cases  the  parents  are  found  to 
have  normal  chromosomes.  In  those  cases  in 
which  the  abnormal  translocated  chromosome 
can  be  detected,  the  chances  for  a repeat  in 
the  family  is  very  high;  whereas,  in  the  com- 
mon type  the  chances  are  not  nearly  so  high. 
Some  mongoloid  children  have  now  been 
found  to  be  mosaic,  that  is,  they  have  a mix- 
ture of  different  cells,  some  normal  and  some 
trisomy  for  no.  21  chromosome.'’  The  level 
of  mental  development  varies  widely  in  these 
children,  and  presently  there  is  no  definite 
way  in  predicting  this  development.  A higher 
mentality  can  be  expected  in  those  children 
who  have  part  of  their  cells  normal  and  only 
part  containing  the  extra  chromosome  than 
can  be  expected  in  those  who  have  an  extra 
chromosome  in  all  their  cells. 

Another  autosomal  syndrome  is  the  17-18 
trisomy  which  was  first  described  by  Ed- 
wards et  al.  in  I960."  To  date  about  40  of 
these  patients  have  been  reported.  The  clini- 
cal findings  are  rather  specific,  namely,  se- 
vere mental  retardation  as  well  as  retardation 
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in  growth  and  development,  low-set  mal- 
formed ears,  micrognathia,  congenital  heart 
disease,  and  flexion  deformities  of  the  hands 
and  feet.  The  extra  chromosome  is  accounted 
for  in  a similar  manner  to  the  extra  one  in 
Down’s  syndrome  in  that  either  the  ovum  or 
sperm  contained  an  extra  chromosome  in  the 
17-18  group.  Life  expectancy  in  these  chil- 
dren is  on  the  average  about  three  months. 

The  other  established  autosomal  syndrome 
is  the  13-15  trisomy  syndrome.'*  The  clinical 
findings  include  severe  mental  retardation 
and  marked  retardation  in  growth  and  de- 
velopment, low-set  malformed  ears,  micro- 
gnathia, cleft  lip  and  palate,  and  congenital 
heart  disease.  Life  expectancy  is  a matter  of 
months. 

While  other  autosomal  abnormalities  have 
been  described  in  various  clinical  situations, 
no  definite  correlations  can  be  made  at  this 
time  except  that  an  abnormally  small  chro- 
mosome has  been  found  now  in  the  majority 
of  chronic  granulocytic  leukemia  patients 
studied. 

We  turn  now  to  abnormalities  in  the  sex 
chromosomes.  These  patients  make  up  a 
significant  number  of  the  patients  we  see  in 
our  research  laboratory.  Both  patients  with 
Turner’s  syndrome  (gonadal  dysgenesis)  and 
Klinefelter’s  syndrome  were  shown  to  have 
specific  chromosomal  abnormalities  soon 
after  Lejeune  showed  the  presence  of  an 
extra  chromosome  in  a mongoloid  child.  The 
use  of  the  sex  chromatin  determinations''  in 
these  patients  has  provided  a means  for 
screening.  The  Barr  body  is  recognized  as  a 
distinct  chromatin  body  closely  adherent  to 
the  inner  surface  of  the  nuclear  membrane  in 
a high  per  cent  of  normal  female  cells,  but 
it  is  not  found  in  normal  male  cells.  The 
number  of  sex  chromatin  bodies  in  a cell  is 
one  less  than  the  number  of  X chromosomes; 
therefore,  the  normal  human  female  (XX)  is 
sex  chromatin  positive  and  the  normal  human 
male  (XY)  is  negative. 

In  Turner’s  syndrome  the  most  common 
karyotype  finding  is  a 45  chromosome  num- 
ber with  the  second  X chromosome  missing. 


The  sex  chromatin  is  negative  in  these  pheno- 
typic females.  The  clinical  findings  are 
webbed  neck,  cubitus  valgus,  short  stature, 
and  streak-like  gonads.  Many  of  these  indi- 
viduals have  subnormal  intelligence,  but  the 
degree  or  frequency  of  mental  retardation  is 
markedly  less  than  in  patients  with  the  auto- 
somal syndromes. 

Some  phenotypic  females  have  also  been 
found  to  have  karyotypes  with  three,  four, 
and  five  X chromosomes  instead  of  the  nor- 
mal two  Xs.  The  clinical  findings  are  not 
specific,  but  studies  thus  far  show  that  they 
are  apt  to  be  in  mental  institutions. 

In  the  male  with  Klinefelter’s  syndrome, 
the  most  common  karyotype  is  one  which  has 
47  chromosomes;  the  extra  one  is  an  X,  thus 
an  XXY  sex  chromosome  pattern.  The  sex 
chromatin  is  positive  in  these  cases.  A sig- 
nificant number  of  these  patients  are  men- 
tally retarded.  Phenotypic  males  have  been 
found  with  as  many  as  three  extra  X chro- 
mosomes. Several  conclusions  are  that  as  the 
number  of  X chromosomes  increase,  the 
eunuchoid  body  proportions  are  more  exag- 
gerated and  mental  retardation  becomes  more 
severe. 

At  the  present  time  karyotype  interpreta- 
tion is  time-consuming  and  tedious,  and  such 
techniques  must  be  kept  on  a research  basis. 
Chromosome  studies  in  clinical  medicine  are 
proving  of  value  from  several  aspects,  that  is, 
diagnosis,  prognosis,  and  genetic  counseling. 
The  basic  questions  being  raised  in  conjunc- 
tion with  chromosome  functions  remain  prob- 
ably the  most  important  aspect  of  clinical 
cytogenetics.  It  would  appear  now  that  re- 
search should  aim  at  the  correlation  of  clini- 
cal findings,  chromosome  studies,  and  bio- 
chemical investigations.  DNA  on  the  chro- 
mosomes is  known  now  to  direct  the  synthe- 
sis of  protein  and  enzymes  by  the  cell;  there- 
fore, the  actual  results  of  the  defects  in  the 
gene  rest  in  the  proteins  produced.  By  under- 
standing these  mechanisms,  enzyme  excesses, 
deficiencies,  or  modifications  might  success- 
fully be  dealt  with  in  the  not  too  distant  fu- 
ture. This  is  particularly  important  in  that 
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chromosomal  aberrations  are  almost  always 
associated  with  mental  retardation. 
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Ionization  Of  No  Benefit 
To  Respiratory  Allergies 

Atmospheric  ionization  is  of  no  value  in 
treating  asthma,  hay  fever  or  pulmonary 
emphysema,  according  to  a report  in  the 
current  (June)  Archives  of  Environmental 
Health,  published  by  the  American  Medical 
Association. 

A study  reported  by  Drs.  George  I.  Blum- 
stein,  Jay  Spiegelman  and  Philip  Kimbel, 
Philadelphia,  contradicted  reports  during  the 
past  few  years  that  an  increased  concentra- 
tion of  negative  ions  has  a beneficial  effect 
on  some  diseases  while  an  excess  of  positive 
ions  has  an  adverse  effect  on  diseases.  An 
ion  is  an  electrically  charged  atom  or  group 
of  atoms. 

The  researchers  selected  for  study  26  pa- 
tients who  were  “weather  sensitive”  in  that 
their  condition  worsened  during  or  just  be- 
fore changes  in  the  weather.  Twelve  had  hay 
fever,  10  had  asthma,  and  four  pulmonary 
emphysema. 


Each  patient  received  five  consecutive 
daily  treatments  of  30-minute  exposure  to  a 
concentration  of  negative  ions,  positive  ions, 
or  placebo  therapy.  The  order  of  treatments 
was  selected  by  a technician  without  the 
knowledge  of  the  physician  or  patient.  Lung 
function  tests  v/ere  performed  before  and  af- 
ter each  treatment. 

The  study  failed  to  show  “any  significant 
effects”  when  judged  by  subjective  appraisal 
or  objective  lung  function  tests,  the  authors 
concluded. 

“Under  the  condition  of  this  experiment 
atmospheric  ionization  was  of  no  value  in  the 
treatment  of  allergic  diseases  of  the  respira- 
tory tract,”  they  said.  “Until  evidence  to  the 
contrary  is  forthcoming,  ionization  should  not 
be  recommended  as  a therapeutic  adjuvant  in 
the  treatment  of  these  diseases.” 

The  authors  are  affiliated  with  the  Albert 
Einstein  Medical  Center. 
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COMPLEX 

CLOSED 

FRACTURE 


H.  Earle  Conwell,  M.  D.,  F.  A.  C.  S. 
Conwell  Orthopaedic  Clinic 
Birmingham,  Alabama 


For  many  years,  I have  emphasizedi"-'^  that 
the  terms  of  simple  and  compound  fracture 
are  mis-nomers  and  not  by  any  means  always 
descriptive  of  the  pathology  present,  especial- 
ly the  so-called  simple  fracture. 

A simple  fracture,  so-called,  can  have  the 
most  complicated  pathology  to  the  surround- 
ing tissues  and  many  times  is  more  com- 
plicated than  the  so-called  compound  frac- 
ture. 

I insist  that  the  simple  and  compound  frac- 
ture terminology  be  changed  to  (a)  closed 
fracture  (and  in  many  instances  complex 
closed  fracture)  and  (b)  open  fracture. 

Too  frequently  following  a traumatic  con- 
dition to  the  body  producing  fracture  of  same 


Dr.  Conwell  is  Associate  Professor  Emeritus, 
Orthopaedic  Surgery,  University  of  Alabama  Medi- 
cal College,  a Life  Counsellor,  Medical  Associa- 
tion of  the  State  of  Alabama,  and  Chief,  Conwell 
Orthopaedic  Clinic. 


without  any  breaking  of  the  skin  in  and 
about  the  site  of  the  fracture,  it  has  been 
diagnosed  as  a simple  fracture,  but  this  does 
not  describe  the  severity  of  the  injuries  to 
the  fracture  as  well  as  to  the  surrounding 
tissues.  Such  terminology  in  such  type  ac- 
cident does  not  outline  by  any  means,  in 
thousands  of  cases,  the  marked  injury  to  the 
soft  tissues  as  well  as  the  marked  intramuscu- 
lar hemorrhage  and  does  not  outline  the 
severe  trauma  to  the  hlood  vessels  or  the 
loss  of  sensation  of  the  parts  of  the  tissues  in- 
volved, distal  or  proximal  to  the  fracture. 
Neither  does  such  term  state  the  marked  de- 
formity of  the  limb  and  displacement  of  the 
fragments  in  many  cases;  but  if  all  these 
exist  and  the  skin  is  still  not  lacerated  or  no 
open  wound  is  present,  it  is  called  a simple 
fracture.  This  is,  indeed,  most  non-descrip- 
tive. 

Therefore,  a simple  fracture,  so-called,  can 
have  any  other  pathological  findings  than  a 
simple  condition.  A so-called  simple  fracture 
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can  indeed  be  much  more  complicated  and 
complex  than  any  compound  fracture  and  it 
is  important  that  we  classify  such  fractures  as 
complex  closed  fractures. 

The  emergency  department  of  the  average 
hospital  in  their  out-clinic  or  admitting  re- 
port seldom  describes  the  severe  trauma  to 
the  allied  soft  tissues  complicating  the  so- 
called  simple  fracture.  Therefore,  realizing 
that  the  term  simple  fracture  generally  is 
thoroughly  inadequate  to  describe  the  trauma 
received  in  such  fractures,  I suggest  changing 
the  term  of  these  fractures  to  complex  closed 
fractures. 

A complex  closed  fracture  is  a fracture 
which  has  received  severe  trauma  to  either  or 
all  of  the  surrounding  soft  structures,  i.e., 
skin  (without  open  wound),  muscles,  blood 
vessels  and  nerves.  The  bony  fragments  fre- 
quently are  displaced  to  a marked  degree. 

The  complex  closed  fracture  should  be 
further  described  as  to  the  type  of  bony  in- 
jury. For  example:  complex  closed  fracture 
(transverse,  comminuted,  spiral,  or  oblique, 
as  the  case  may  be) . 

“Complex,”  as  defined  by  “Webster’s  New 
International  Dictionary,”  unabridged,  is  as 
follows:  (1)  an  assemblage  of  related  things, 
(2)  a whole  made  up  of  complicated  or  inter- 
related parts. 


I make  an  appeal  that  this  fracture  defi- 
nition be  used  by  the  members  of  the  medical 
profession.  Besides  expressing  more  ade- 
quately the  pathologic  findings  in  such  type 
fracture,  it  will  mean  improved  records  for 
the  hospitals  and  convey  a better  description 
of  the  fracture  to  the  insurance  companies, 
compensation  boards,  legal  profession,  (elimi- 
nating the  too  often  question,  “Doctor,  this 
was  just  a simple  fracture,  was  it  not?”),  all 
thereby  being  of  much  help  to  the  patient, 
the  physician,  and  every  one  concerned. 
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Sditorials 


Guest  Editorial 


Samuel  Eichold,  M.  D. 
Mobile,  Alabama 


For  the  physician,  the  concept  of  a never 
ending  program  of  education  is  quite  basic. 
The  image  of  a physician  is  always  embel- 
lished by  the  books  which  surround  him, 
when  he  is  viewed  from  near  or  far,  in  the 
past  or  present.  To  further  serve  the  needs 
of  the  State  of  Alabama  and  the  adjacent 
area,  our  University  of  Alabama  has  set  forth 
a program  that  is  known  as  the  CONTINU- 
ING MEDICAL  EDUCATION  PROGRAM. 
This  is  a far  reaching  move.  It  will  be  felt  in 
arithmetic  progression  as  the  years  roll  on. 
The  benefits  of  such  a program  will  be  ap- 
preciated by  the  practicing  physician,  and 
greater  still  will  be  the  reward  for  the  popu- 
lace at  large.  Dean  S.  Richardson  Hill  de- 
serves accolades  from  the  profession  and  the 
populace  for  envisioning  and  formulating  this 
program. 

A unique  aspect  of  the  program  being  de- 
veloped is  study  of  one  single  disease  and  its 
many  ramifications.  At  Camp  Seale  Harris, 
during  the  two  weeks  of  camping  for  juvenile 
diabetics,  a ten  day  period  is  set  aside  for  a 
course  of  study  of  Diabetes  Mellitus.  The  90 
odd  campers  are  closely  followed  with  four 
fractional  urinalyses  and  multiple  micro- 
blood sugar  determinations  and  carefully  ad- 
justed for  full  24  hour  chemical  control.  Not 
only  is  the  insulin  carefully  prescribed  at 


daily  sessions  but  the  administration  and 
measurement  of  the  insulin  is  critically  ob- 
served for  proper  site  of  injection  as  well  as 
the  measurement  of  the  single  or  multiple 
types  of  insulins  to  be  injected.  A full  camp- 
ing program  provides  the  exercise  for  the 
juvenile  diabetic.  During  this  time,  on  the 
spot  checks  for  hypoglycemia  or  its  counter- 
part are  studied  and  appropriately  managed. 
No  less  attention  is  paid  to  the  formulation  of 
a Calculated  Intake  of  Food  for  each  camper. 
The  campers  are  individually  and  collectively 
taught  the  measurement  of  food  in  household 
manner  which  makes  possible  the  closer  at- 
tainment of  the  desired  control  of  the  dia- 
betic state  in  Camp  and  at  home. 

Those  engaged  in  anticipating  our  needs  for 
the  future  consider  the  exploding  population, 
the  extension  of  the  life  span  of  the  individ- 
uals, and  the  overall  desire  to  improve  health 
as  indicative  of  need  for  more  physicians  to 
be  produced.  Though  these  prophetic  star 
gazers  have  many  facts  to  prove  this,  we  can 
hope  that  further  dramatic  developments  in 
medical  diagnostics  and  therapeutics  will 
make  it  possible  for  fewer  physicians  to  man- 
age successfully  more  individuals.  This  may 
alleviate  an  immediate  need  for  the  expan- 
sion of  the  existing  schools  and  hospitals  with 
better  utilization  of  that  which  is  now  avail- 

1 1 


JULY  1964— VOL.  34,  NO.  I 


EDITORIAL  SECTION 


able.  Most  important  in  this  off-center  think- 
ing is  the  necessity  for  CONTINUING  MEDI- 
CAL EDUCATION  to  ready  the  graduate  and 
practicing  physician  to  utilize  best  the  avail- 
able resources  in  the  accomplishment  of  his 
dedicated  purpose. 

The  practicing  physician  looks  to  the  Medi- 
cal School  as  the  ivory  tower  from  which  new 
knowledge  is  disseminated  and  can  be  relied 
upon.  The  educational  program  from  our 
Medical  College  of  Alabama,  labeled  CON- 
TINUING MEDICAL  EDUCATION,  is  sorely 
needed  and  long  awaited.  Though  the  Hip- 
pocratic Oath  is  a pagan  phrase,  it  stipulates 
a fundamental  precept  of  the  physician  to 
continue  to  study  and  to  pass  on  his  knowl- 
edge to  his  offsprings  and  brothers.  So  the 
science,  more  than  the  art,  is  a never  ending 
exercise  in  which  the  Medical  College  of  Ala- 
bama is  acting  as  the  coach  in  a real  game  in 
which  bodily  contact  is  unavoidable! 

Wide  acceptance  of  the  CONTINUING 
MEDICAL  EDUCATIONAL  program  is  en- 
visioned. The  participation  of  many  mem- 
bers of  the  Medical  Association  of  the  State 
of  Alabama  in  the  several  programs  arranged 
for  1964  is  predicted.  The  Study  of  Diabetes 
and  Management  of  the  Diabetic  at  Camp 
Seale  Harris  seems  most  inviting. 


The  Department  of  Continuing  Education 
of  the  Medical  College  of  Alabama  and  the 
Alabama  Diabetes  Association  announce  a 
10-day  course,  August  13-22,  1964,  in  the  Man- 
agement of  Labile  Diabetes  as  conducted  in 
practices  at  Camp  Seale  Harris,  Scoutshire 
Woods,  Citronelle,  Alabama,  in  the  intensive 
care  of  90-odd  campers  with  diabetes,  aged 
8 through  14.  Registrants  will  reside  at  the 
Camp  and  will  participate  in  its  medical  pro- 
gram covering  all  phases  of  diabetes  care. 

The  diabetes  program  of  each  camper  is 
followed  daily  with  four  fractional  urinalyses 
and  appropriate  micro-blood  sugars,  so  as  to 
permit  revision  of  the  insulin  program  in 
order  to  establish  or  closely  approximate  full 
control  during  the  session  at  Camp.  Insulin 
writing  is  carried  out  at  a 2-hour  session  from 
10  A.  M.  to  12  noon  daily  when  each  camper’s 


record  is  reviewed  and  his  insulin  dose  or- 
dered for  the  following  24  hours.  As  the 
course  progresses  particular  campers  will  be 
assigned  to  registrants  who  will  conduct 
under  guidance  the  insulin  program  of  these 
campers. 

First-hand  experience  will  be  obtained  in 
such  phases  of  diabetes  care  as  technique  of 
insulin  administration,  recognition  and  man- 
agement of  insulin  reactions,  and  adjustment 
of  insulin  dose  and  diet  for  inter-current  ill- 
ness and  spot-check  glycosuria,  by  registrants 
acting  as  advisors  to  the  nursing  and  counsel- 
lor staff  in  their  supervision  of  campers  in 
cabins  and  tent  units  and  at  activities. 

Each  camper  is  placed  upon  prescribed  and 
measured  diet  prepared  and  served  cafeteria 
style  under  the  direction  of  dietitians  from 
the  Alabama  Dietetic  Association.  All  camp- 
ers are  taught  diet  calculation  and  the  actual 
fulfillment  of  the  prescribed  and  calculated 
diet  at  each  meal.  Course  registrants  obtain  a 
unique  opportunity  to  become  fully  familiar 
with  diets  for  diabetes. 

Teaching  sessions  for  the  campers  and  dis- 
cussion sessions  for  the  registrants  will  be 
held  each  afternoon.  Additional  features  will 
be  a session  on  urinary  tract  infections  by  Dr. 
Buris  Boshell,  the  eye  in  diabetes  by  Dr. 
Lubechek  and  the  pregnant  diabetic  by  Dr. 
Barnett;  all  on  the  faculty  of  the  Medical 
College  of  Alabama. 

Registration  fee  is  $50.00  plus  per  diem 
meal  cost. 

Address  inquiries  to  Miss  Jeanette  Over- 
street,  Executive  Secretary,  Camp  Seale 
Harris,  1555  Spring  Hill  Avenue,  Mobile,  Ala- 
bama. 

Faculty: 

Leon  S.  Smelo,  M.  D.,  FACP,  Director 
Assistant  Professor  of  Medicine,  Medical 
College  of  Alabama. 

Samuel  Eichold,  M.  D.,  Co-Director 
Director,  Camp  Seale  Harris 

James  Barrett,  M.  D.,  Physician,  Camp 
Seale  Harris,  Retiring  Chief  Resident  in 
Medicine,  University  Hospital,  Birming- 
ham, Alabama. 
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The  Inaugural  Meeting  of  the  Board  of 
Trustees  of  the  Association  was  held  May  31, 
1964  in  the  Board  Room  of  the  Association 
Building.  The  attendance  was  excellent. 
Two  members  who  had  asked  to  be  excused 
stated  they  would  be  present  at  the  next 
meeting.  The  attendance  requirement  of 
three  unexcused  absences  constituting  cause 
for  replacement  on  the  Board  is  the  first  re- 
quired attendance  that  has  been  instituted  in 
our  committee  structure.  It  hardly  seems 
that  it  will  be  necessary  to  invoke  this  by 
the  interest  shown  at  this  first  meeting  which 
only  lasted  a little  over  two  hours.  (See 
article  on  Page  17).  The  membership  of  the 
Board  is  of  top-notch  quality.  It  is  a grand 
feeling  to  know  that  there  are  such  upstand- 
ing men  in  the  profession  in  this  State  who 


are  willing  to  take  the  responsibility  for  such 
leadership  as  the  Board  offers. 

Several  distinguished  visitors  were  present 
at  this  first  meeting  and  gave  invaluable  help. 
Dr.  J.  Paul  Jones,  chairman  of  the  Board  of 
Censors,  Dr.  Luther  Hill,  chairman  of  the 
Subcommittee  of  the  Board  of  Censors  for 
Association  Affairs,  Mr.  Bernard  Sykes,  as- 
sistant attorney  general,  who  is  attorney  for 
the  Board  of  Censors,  and  Mr.  Richard  M. 
Nelson,  field  representative  of  the  American 
Medical  Association  for  the  Southeast  Area. 
Mr.  Nelson  had  been  invited  by  the  President 
to  attend  this  first  Board  meeting  several 
weeks  previously.  He  felt  that  he  could 
squeeze  the  trip  in  by  flying  from  Virginia  to 
Alabama  then  back  to  North  Carolina  for  a 
Monday  appointment.  He  described  the  func- 
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tion  of  the  AMA  Field  Service  Division  and 
also  made  a few  remarks  about  the  King- 
Anderson  Bill  and  the  Appalachian  Program. 

Members  of  the  Board  of  Censors  and  the 
attorney,  Mr.  Sykes,  all  felt  that  the  Board  of 
Trustees  and  the  Board  of  Censors  should 
work  closely  together,  and  of  course  that  is 
the  intent  in  setting  up  the  Board  of  Trustees. 
Mr.  Sykes  informally  had  previously  desig- 
nated the  Board  of  Trustees  as  a subcommit- 
tee of  the  Board  of  Censors,  and  it  can  well 
be  just  that,  getting  its  authority  from  the 
Board  of  Censors.  The  officers  of  the  Asso- 
ciation can  then  act  with  the  authority  of  the 
Board  of  Censors.  For  instance  the  secretary- 
treasurer  will  have  the  necessary  authority  in 
management  of  the  Central  Office  and  the 
business  of  the  Association  since  the  Board 
of  Censors  places  him  in  position  to  do  so. 
By  designating  the  duties  performed  by  the 
Board  of  Trustees,  the  Board  of  Censors  does 
not  relinquish  any  of  its  authority,  but  is 
relieved  of  much  detailed  work  that  can  be 
delegated  to  the  Board  of  Trustees. 

The  Board  of  Trustees  has  been  broken 
down  into  six  subcommittees,  (see  article  on 
Page  17).  These  subcommittees  will  manage 
the  affairs  of  the  Association.  The  consolida- 
tion of  the  efforts  of  these  subcommittees 
will  constitute  the  report  of  the  Board  of 
Trustees  to  the  Board  of  Censors  twice  a year 
in  October  and  February. 

At  present  there  appears  no  need  for  a 
change  in  the  Constitution.  There  are  several 


changes  that  are- to  be  recommended  in  the 
Ordinances  at  the  next  annual  meeting.  But 
these  have  mainly  to  do  with  the  number  and 
size  of  the  present  committees. 

The  Committees  of  the  Association  are  be- 
ing asked  to  meet  at  least  twice  a year.  Meet- 
ings were  held  as  follows;  June  28,  10:00 
A.  M.,  Committee  on  Medical  Education  and 
Hospitals;  July  1,  2:00  P.  M.,  Committee  on 
Aging  and  the  Indigent.  Other  meetings  are 
scheduled  as  follows:  July  19,  10:00  A.  M., 
Committee  on  Public  Relations  and  Commit- 
tee on  Legislation;  July  26,  10:00  A.  M.,  Com- 
mittee on  Allied  Medical  Services,  and  Ma- 
ternal and  Child  Health;  July  26,  2:00  P.  M., 
Committee  on  Rural  Health  of  Alabama  and 
Committee  on  Constitution  and  By-Laws, 
(See  article  on  Page  17).  Each  chairman  is 
asked  to  dictate  the  report  of  his  Committee 
on  the  dictating  machine  before  he  leaves 
the  building.  In  this  way  the  words  of  the 
chairman  will  be  accurately  recorded. 

The  efficiency  of  the  Organization  is  in- 
creasing and  the  representation  of  the  mem- 
bership is  broadened  by  bringing  the  Board 
of  Trustees  into  being. 


E.  B.  Glenn,  M.  D. 
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Alabama  High  School  Girl  Wins 
Trip  To  AMA  Annual  Convention 


An  18-year-old  Alabama  girl,  Miss  Gail 
Maxine  Houston,  a senior  at  Sylacauga  High 
School  and  a resident  of  Goodwater,  was 
an  honored  guest  at  the  AMA  113th  Annual 
Convention  in  San  Francisco,  June  21-25,  as  a 
result  of  her  winning  one  of  the  AMA’s  two 
top  awards  at  the  15th  National  Science  Fair- 
International  in  Baltimore,  Md.,  May  6-9. 
She  is  pictured  here  with  Dr.  Edward  R. 
Annis,  Miami,  Fla.,  past  president  AMA,  and 
her  co-winner,  Gregory  S.  Lumbra  of  Bloom- 
ington, Ind. 

Her  exhibit,  selected  by  a panel  of  AMA 
judges  from  a field  of  over  400  entries  from 


the  U.  S.,  South  America,  Asia,  and  Europe, 
was  on  “Rous  Sarcoma — Preparation  of  Heat- 
Killed  Vaccine  and  Antiserum.”  Doctor  An- 
nis presented  her  with  a citation  and  the  in- 
vitation to  the  Convention  at  the  Health 
Awards  Banquet,  co-hosted  by  the  AMA,  the 
American  Dental  Association,  the  American 
Pharmaceutical  Association,  and  the  Ameri- 
can Veterinary  Medical  Association. 

The  AMA  has  been  participating  in  the 
National  Science  Fair,  administered  by 
Science  Service,  for  the  past  nine  years  as 
part  of  its  continuing  program  to  interest 
talented  students  in  the  study  of  medicine. 
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Medical  Progress  Assembly 

Alabama  physicians  are  invited  to  attend 
an  unusual  “Medical  Weekend  in  Birming- 
ham” September  12-15,  1964,  which  will  fea- 
ture lectures,  seminars  and  panel  discussions 
by  56  physicians  covering  a broad  range  of 
subjects. 

All  programs  will  be  at  Birmingham’s  ele- 
gant new  Parliament  House  Motor  Hotel. 
Lavish  social  functions  will  be  interspersed 
with  the  scientific  meetings.  A total  of  22 
hours  of  Category  I credit  will  be  allowed  by 
the  American  Academy  of  General  Practice 
for  the  programs. 

The  weekend  opens  September  12  with  a 
seminar  on  “Newer  Concepts  of  Female  Re- 
productive Physiology,”  featuring  addresses 
by  nine  national  leaders  in  obstetrical-gyne- 
cological education,  research,  and  practice. 
The  visiting  physicians  will  join  Birmingham 
physicians  for  panel  discussions  on  “Control 
of  Ovulation-Contraception,”  ‘‘Hormonal 
Therapy  of  Endocrine  Dysfunctions,”  and 
“Treatment  of  Infertility.” 

This  will  be  followed  September  13  by  the 
Seventh  Annual  Medical  Progress  Assembly 
of  the  Birmingham  Academy  of  Medicine 
which  opens  that  evening  with  a social  hour 
and  dinner  at  which  famed  University  of  Ala- 
bama football  Coach  Paul  (Bear)  Bryant  will 
be  kickoff  speaker. 

On  Monday  and  Tuesday  outstanding  medi- 
cal lecturers  will  discuss  such  subjects  as 
headaches,  strokes,  malabsorptive  syndromes, 
the  acutely  injured  patient,  pediatric  surgery, 
the  acute  abdomen,  monitors  in  anesthetic 
practice,  gastrointestinal  bleeding,  snakebite, 
shock,  otosclerosis,  and  many  other  topics. 

Special  entertainment  features  for  phy- 
sicians and  wives  will  include  social  hours, 
luncheons,  dinners,  dances,  tours,  and  a 
fashion  show  for  the  ladies.  Door  prizes  will 
be  awarded  and  refreshments  will  be  served 
during  intermissions. 

Complete  programs  will  be  sent  upon  re- 
quest to  Ob-Gyn  Seminar  or  Medical  Prog- 
ress Assemby,  c/o  JCMS,  901  South  18th 
Street,  Birmingham,  Alabama  35205. 


PROGRAM 

DIXIE  POSTGRADUATE  ASSEMBLY 
September  24,  25,  26,  1964 
DAUPHIN  ISLAND  (Mobile),  ALABAMA 

Thursday  Afternoon,  24  September  1964 
Snakebite 

By  Robert  P.  Knowles,  D.  V.  M.,  Research  In- 
structor, Departments  of  Biochemistry  and  Ex- 
perimental Surgery,  University  of  Miami 
School  of  Medicine,  Miami,  Florida. 

The  After  Care  of  Acute  Myocardial  Infarction 
By  C.  Thorpe  Ray,  M.  D.,  Professor  and  Chair- 
man, Department  of  Medicine,  University  of 
Missouri  Medical  Center. 

Gout 

By  William  P.  Beetham,  Jr.,  M.  D.,  Assistant 
Professor  of  Medicine,  Division  of  Rheuma- 
tology, Medical  College  of  Alabama. 

Emphysema 

By  Morton  F.  Ziskin,  M.  D.,  Professor  of  Medi- 
cine, Tulane  University  School  of  Medicine. 

Friday  Afternoon,  25  September  1964 

A New  Look  at  the  Menopause 

By  William  E.  Barfield,  M.  D.,  Associate  Clini- 
cal Professor,  Obstetrics  and  Gynecology, 
Medical  College  of  Georgia. 

The  Etiology  and  Management  of  Ureteral 
Stones 

By  Rafe  Banks,  Jr.,  M.  D.,  Instructor  of  Urolo- 
gy, Emory  University  Medical  School. 

The  Newer  Progestational  Agents 

By  Buford  Word,  M.  D.,  Assistant  Professor 
of  Obstetrics  and  Gynecology,  University  of 
Alabama. 

Panel  Discussion  on  Sterility 

By  Drs.  Barfield,  Banks  and  Word. 

Saturday  Morning,  26  September  1964 

Regional  and  Local  Anesthesia 

By  Leonard  W.  Fabian,  M.  D.,  Professor  and 
Chairman,  Department  of  Anesthesiology, 
University  of  Mississippi  School  of  Medicine. 

What  About  Proctoscopy? 

By  Newton  D.  Smith,  M.  D.,  Private  Practice, 
Ft.  Worth,  Texas. 

A Discussion — Immune  Procedures 

By  James  L.  Goddard,  M.  D.,  Assistant  Sur- 
geon General,  Chief,  Communicable  Disease 
Center,  Atlanta,  Georgia. 

Sports  Injuries  and  Physical  Fitness 

By  Thomas  O.  Schindler,  M.  D.,  Orthopedic 
Consultant,  Houston  Oilers  Professional  Foot- 
ball Team. 
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BO/I^P  Of  TRUSTEES  HOLDS  INAUGURAL  MEETING 


The  newly  appointed  Board  of  Trustees  of 
the  Medical  Association  of  the  State  of  Ala- 
bama held  its  first  meeting  on  May  31,  at  the 
Association  Building  in  Montgomery.  The 
attendance  was  excellent. 

Membership  on  the  Board  includes:  Dr.  E. 
B.  Glenn,  President,  who  serves  as  chairman; 
Dr.  James  G.  Donald,  President-Elect;  Dr. 
William  L.  Smith,  Secretary-Treasurer;  Drs. 
John  M.  Chenault,  M.  Vaun  Adams,  and  E. 
Bryce  Robinson,  Jr.,  AMA  Delegates;  Drs.  H. 
E.  Askin,  H.  J.  Campbell,  E.  L.  Strandell,  and 
G.  H.  Stokes,  Vice-Presidents;  Dr.  J.  Paul 
Jones,  Chairman  of  the  Board  of  Censors  or 
his  representative;  and  one  member  each 
from  the  Congressional  Districts  which  are 
appointed  by  the  President,  and  include  Drs. 
John  Day  Peake,  William  A.  Daniel,  Jr., 
Luther  Cooper,  Arthur  F.  Toole,  Ellis  Porch, 
Thomas  B.  Norton,  Henry  Hodo,  Jr.,  R.  M. 
Miller,  and  S.  Buford  Word. 

The  first  meeting  was  a productive  one. 
The  committee  considered  very  carefully  the 
duties  that  were  assigned  to  them  by  the 
Board  of  Censors  at  its  meeting  on  May  20, 
1964.  The  duties  of  the  Board  of  Trustees  as 


approved  by  the  Board  of  Censors  are  as 
follows: 

I.  To  the  Board  of  Trustees  shall  be  re- 
ferred without  discussion: 

All  motions,  resolutions,  or  inquiries, 
of  whatever  nature,  affecting  the  or- 
ganization, policy,  or  welfare  of  the 
Association,  or  of  any  one  or  more  of 
the  county  societies  in  affiliation 
therewith; 

All  proposed  amendments  to  the  con- 
stitution, ordinances,  or  by-laws  of  the 
Association  with  exception  of  Resolu- 
tion I which  has  already  been  referred 
to  the  Constitution  and  By-Laws  Com- 
mittee; 

The  message  of  the  president  delivered 
at  the  annual  session  and  any  recom- 
mendations he  may  submit  to  the  As- 
sociation at  any  called  session; 

All  reports  and  recommendations  of 
the  vice-presidents  submitted  to  the 
Association  at  any  annual,  or  called 
session; 

All  reports  and  recommendations  of 
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the  secretary,  the  treasurer,  and  the 
publishing  committee  submitted  to 
the  Association  at  any  regular  or  called 
session; 

All  questions  involving  the  principles 
of  ethics  to  which  the  Association  has 
declared  its  allegiances; 

The  Board  of  Trustees  of  this  Associa- 
tion shall  receive  regular  progress  re- 
ports and  recommendations  from  the 
standing  and  special  committees  of  this 
Association; 

It  shall  be  the  duty  of  the  Board  of 
Trustees  to  recommend  to  the  Board 
of  Censors  what  action  it  deems  neces- 
sary. 

II.  The  Board  of  Trustees  will  assume 
duties  of  the  Finance  Committee; 

The  Board  of  Trustees  shall  examine 
monthly  and  audit  the  accounts  of  the 
secretary  and  treasurer  and  report 
same  to  the  Association  quarterly 
through  the  Board  of  Censors; 

The  Board  of  Trustees  shall  estimate 
the  probable  financial  needs  of  the 
Association  for  the  ensuing  year  and 
shall  prepare  an  annual  budget  for  the 
ordinary  expenses  of  the  Association 
and  submit  it  to  the  Association  for 
approval  at  the  annual  meeting; 

The  Board  of  Trustees  shall  have  full 
responsibility  for  the  financing  and 
programming  of  the  annual  meeting  of 
the  Association. 

III.  The  Board  of  Trustees  shall  appoint  an 
editor  of  the  Journal  from  its  own 
membership  or  from  the  Association  at 
large. 

IV.  The  Board  of  Trustees  may  employ  an 
executive  secretary  for  the  Associa- 
tion who  need  not  be  a physician  nor 
a member  of  the  Association.  By  reso- 
lution of  the  Board,  the  Board  of 
Trustees  may  assign  to  such  employed 
officer  so  much  of  the  duties  of  the 
secretary  of  the  Association,  the  treas- 
urer of  the  Association,  the  secretary 


of  the  Board  of  Trustees,  and  the  sec- 
retaryship of  the  several  committees 
as  the  Board  may  deem  advisable  and 
beneficial  to  the  Association  and  which 
are  not  in  conflict  with  the  Constitu- 
tion and  By-Laws; 

At  the  discretion  of  the  Board  of 
Trustees  such  executive  secretary  shall 
be  reappointed  and  the  terms  and 
length  of  his  contract  determined  at 
that  time; 

The  Board  of  Trustees  shall  furnish  to 
the  executive  secretary  those  items  to 
be  included  in  the  Handbook  for  Coun- 
sellors and  Delegates  prior  to  the  first 
Monday  in  February. 

V.  It  shall  be  the  duty  of  the  Board  of 
Trustees  to  provide  necessary  office 
space,  equipment,  and  personnel  to 
conduct  the  administrative  affairs  of 
the  Association  in  a manner  that  will 
reflect  credit  to  the  Medical  Associa- 
tion of  the  State  of  Alabama. 

VI.  The  Executive  Council  of  the  Board  of 
Trustees  shall  consist  of: 

1.  The  President  of  the  Association, 
who  will  be  Chairman, 

2.  Immediate  Past-President  of  the 
Association, 

3.  The  President-Elect  of  the  Associa- 
tion, 

4.  The  Chairman  of  the  Board  of 
Censors, 

5.  The  Secretary-Treasurer  of  the  As- 
sociation; 

The  Board  of  Trustees  shall  authorize 
the  Executive  Council  to  act  for  it  on 
minor  matters  and  to  act  provisionally 
in  emergencies. 

VII.  Any  member  of  the  Board  of  Trustees 
who  misses  three  meetings  within  one 
year  without  being  excused,  shall  be 
replaced  by  another  who  will  be  ap- 
pointed by  the  Executive  Council.  The 
secretary  of  the  Board  of  Trustees 
shall  keep  attendance  records  and  re- 
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port  any  member  who  has  been  absent 
three  times  without  excuse. 

VIII.  The  Board  of  Trustees  shall  present  to 
the  Board  of  Censors  during  the  first 
two  weeks  of  October  a progress  re- 
port upon  all  the  affairs  of  the  Associa- 
tion. Further,  the  Board  of  Trustees 
shall  present  to  the  Board  of  Censors 
an  annual  report  of  the  affairs  of  the 
Association  in  April  and  prior  to  the 
opening  of  the  Annual  Session. 

IX.  The  duties  and  responsibilities  as- 
signed to  the  Board  of  Trustees  will  be 
effective  until  the  next  regular  meet- 
ing of  the  House  of  Delegates  and 
Counsellors  in  April  1965. 

X.  All  proposed  acts  and  recommenda- 
tions of  the  Board  of  Trustees  shall  be 
presented  to  the  Board  of  Censors  for 
approval  before  taking  effect. 

The  chairman  assigned  six  subcommittees 
which  consisted  of;  (1)  Annual  Meeting, 
composed  of  Drs.  Campbell,  Peake,  and  Dan- 
iel; (2)  Administration  (Central  Office)  Drs. 
Smith,  Daniel,  Hodo,  and  Miller;  (3)  Legisla- 
tion, Drs.  Strandell,  Cooper,  Chenault, 
Adams,  and  Miller;  (4)  Finance,  Drs.  Robin- 
son, Toole,  Smith,  and  Daniel,  with  the  Board 


of  Censors  Subcommittee  as  ex  officio  mem- 
bers; (5)  Committee  Reports,  Drs.  Donald, 
Porch,  Norton,  Stokes,  and  Askin;  (6)  Rules 
for  the  Board  of  Trustees,  Drs.  Word,  Glenn, 
and  Smith. 

It  is  the  feeling  of  the  Board  that  the  ma- 
jority of  the  work  can  be  done  in  subcom- 
mittees, and  it  has  been  agreed  that  sub- 
committees will  meet  prior  to  each  Board 
meeting  to  discuss  any  matters  relative  to 
that  particular  subcommittee.  Reports  will 
then  be  made  to  the  full  Board  for  approval. 

The  Board  of  Trustees  has  asked  all  Com- 
mittees of  the  Association  to  meet  at  least 
twice  annually.  Scheduled  on  July  19  are 
Committee  on  Public  Relations  and  Commit- 
tee on  Legislation  and  on  July  26,  Allied  Med- 
ical Services,  Maternal  and  Child  Health, 
Rural  Health  Council  of  Alabama,  and  Con- 
stitution and  By-Laws. 

Other  committees  met  in  June  and  the  first 
part  of  July. 

The  arrangement  of  establishing  the  Board 
of  Trustees  will  tremendously  lessen  the 
work  of  the  Board  of  Censors,  and  it  is  be- 
lieved that  this  can  be  accomplished  without 
a constitutional  change  but  merely  changes 
in  the  Ordinances  of  the  Association. 


VISIT  YOUR  ASSOCIATION  BUILDING 
19  South  Jackson  Street 
MONTGOMERY.  ALABAMA 
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THE  IMMUNIZATiON  PROJECT 

The  Alabama  Immunization  Project  is  de- 
signed to  protect  people  against  certain 
diseases  by  promoting  vaccinations  through- 
out the  state. 

The  immunization  program  is  a co-oper- 
ative effort  of  the  Alabama  Department  of 
Public  Health,  county  health  departments, 
and  county  medical  associations.  These 
groups  are  centering  their  activities  around 
obtaining  higher  levels  of  protection  against 
diphtheria,  pertussis,  tetanus,  polio,  and 
smallpox. 

Dr.  Ira  L.  Myers,  state  health  officer,  out- 
lines the  “Immunity  for  Your  Community” 
program  this  way: 

Approach — Prevention  of  disease  by 
immunization,  with  emphasis  on  children 
under  five. 

Scope — County-to-county  by  invitation  of 
the  medical  society  and  county  health  de- 
partment until  the  program  covers  every 
area  of  Alabama. 


and  Chambers — have  been  surveyed  and  fol- 
lowed-up  since  the  program  began  early  this 
year.  Project  personnel  are  completing  the 
first  phases  of  the  program  in  the  Escambia, 
Monroe,  and  Conecuh  area,  and  the  field 
agents  are  preparing  to  move  into  Pike,  Cov- 
ington, Coffee,  and  Geneva  counties. 

The  plan  has  worked  well.  In  the  first  four 
counties  covered,  each  county  health  depart- 
ment has  reported  “significant”  increases  in 
immunizations  given.  For  example,  more 
than  1,100  immunizations  against  DPT,  polio, 
and  smallpox  were  given  at  the  Uniontown 
(Perry  County)  unit  during  two  clinic  ses- 
sions following  the  survey.  (This  figure  is 
more  than  ten  times  the  “normal”  clinic 
load.)  In  Houston  County  the  Madrid  clinic 
reported  80  immunizations  given  compared 
to  the  usual  handful. 

While  immunizations  levels  were  lowest 
among  indigents  and  the  lower  socio-eco- 
nomic group,  several  private  physicians  in 
these  areas  have  also  noted  a higher  demand 
for  their  immunization  services. 


Method — (1.)  A house-to-house  system- 
atic sampling  survey  to  determine  im- 
munization levels.  (2.)  A follow-up 
campaign  to  eliminate  or  reduce  unim- 
munized and  partially  immunized  levels. 
(3.)  A continuous  program  to  maintain 
high  levels  of  immunization. 

Supervision — The  county  medical  society 
and  county  health  officer,  in  co-operation 
with  the  Alabama  Department  of  Public 
Health. 


State  health  officials  credit  much  of  this 
success  to  private  physicians,  medical  so- 
cieties, and  county  health  departments.  They 
cite  the  prominent  roles  played  by  Dr.  Ben 
R.  Byrd  and  Dr.  Samuel  W.  Windham  in  the 
first  Wiregrass  campaign.  Dr.  Byrd,  presi- 
dent of  the  Houston  County  Medical  Society, 
vigorously  supported  the  program.  Dr.  Wind- 
ham, chairman  of  the  Houston  County  Board 
of  Censors,  made  a promotional  television  ap- 
pearance with  Dr.  Sam  T.  Simpson,  county 
health  officer. 


Staff — A project  co-ordinator,  field 
agents,  statisticians,  stenographers,  a 
health  educator,  and  an  information 
specialist. 

Four  counties — Perry,  Houston,  Franklin, 


In  Franklin  County  medical  doctors  co- 
operated with  County  Health  Officer,  Dr.  R. 
E.  Harper,  in  the  first  North  Alabama  im- 
munization survey.  Dr.  J.  R.  Long,  then 
Perry  County  Health  Officer,  praised  local 
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physicians  for  their  “outstanding,  whole- 
hearted co-operation.”  Co-operation  from  pri- 
vate physicians  in  Chambers  County  was  also 
reported  by  Dr.  T.  N.  Page,  county  health 
officer. 

These  systematic  surveys  uncovered 
marked  immunization  deficiencies,  particu- 
larly among  rural  white  and  Negro  popula- 
tions. One  county  indicated  only  one  in  ten 
of  a specific  age  group  protected  against 
tetanus.  In  another  county,  only  eight  per 
cent  of  children  under  five  had  smallpox 
vaccinations.  The  survey  findings  in  every 
area  indicated  many  children  with  primary 
DPT  protection  were  neglecting  their  booster 
vaccinations. 

With  excellent,  effective  immunizations 
available,  project  personnel  wonder  why 
people  still  suffer  and  die  from  certain  com- 
municable diseases.  A prominent  Alabama 
physician  answered  this  way,  “We  have  safe, 
effective  vaccines,  and  we  know  just  when  to 
use  the  injections.  We  even  have  a painless, 
sugar-cubed  polio  vaccine — but  we  haven’t 
stopped  DPT  and  polio  or  the  threat  of  small- 
pox. Telling  the  people  what’s  on  the  medical 
menu  and  to  ‘come  and  get  it’  isn’t  enough. 
Something  must  be  done  to  arouse  susceptible 
people  out  of  a slumbering  apathy.” 

Immunization  project  personnel  are  trying 
to  do  just  that — find  and  wake  up  the  un- 
protected people  and  get  them  moving  to- 
ward their  doctor’s  office  or  a local  county 
health  department.  These  public  health 
workers  are  scanning  maps,  computing  sta- 
tistics, preparing  promotional  publicity, 
knocking  on  a multitude  of  doors  and  query- 
ing parents.  Everything  from  the  planning 
stage  to  the  grass  roots  effort  moves  toward 
one  goal — protecting  the  unprotected. 

Facing  three  traditional  enemies  of  prog- 
ress— ignorance,  apathy,  and  poverty — public 
health  workers  are  promoting  disease  pro- 
tection by  immunizations. 

Physicians  and  the  Alabama  Department  of 
Public  Health  are  alerting  Alabamians — ask- 
ing people  “not  to  wait  until  too  late  to  vac- 
cinate.” 


BUREAU  OF  LABORATORIES 

Thomas  S.  Hosty,  Ph.D.,  Director 
April  1964 


Examinations  for  intestinal  parasites 1,416 

Typhoid  cultures  (feces,  urine  and  other) 219 

Brucella  cultures 1 

Examinations  for  malaria 3 

Examinations  for  gonococci 1,750 

Serologic  tests  for  syphilis 

(blood  and  spinal  fluid) 23,325 

Darkfield  examinations 4 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 20 

Complement  fixation  tests 40 

Examinations  for  Negri  bodies 

(smears  and  animal  inoculations) 248 

Water  examinations 2,307 

Milk  and  dairy  products  examinations 3,822 

Examinations  for  tubercle  bacilli 3,843 

Miscellaneous  examinations 4,221 


Total 41,219 


^ ^ 

BUREAU  OF  PREVENTABLE  DISEASES 


W.  H.  Y.  Smith,  M,  D„  Director 
CURRENT  MORBIDITY  STATISTICS 


1964 

•E.  E. 

March 

April 

April 

Tuberculosis  

....  90 

95 

138 

Syphilis  - — - 

...125 

117 

142 

Gonorrhea 

...280 

294 

311 

Chancroid  

._.  0 

0 

4 

Typhoid  fever 

....  0 

0 

1 

Undulant  fever.. 

..  1 

1 

0 

Amebic  dysentery 

....  5 

3 

6 

Scarlet  fever  & strep,  throat 

_..  89 

38 

151 

Diphtheria  ....  

....  2 

0 

2 

Whooping  cough 

_..  15 

11 

33 

Meningitis  : 

....  7 

7 

6 

Tularemia  

....  0 

0 

1 

Tetanus  

....  0 

0 

1 

Poliomyelitis  

. 0 

0 

0 

Encephalitis  

...  0 

0 

1 

Smallpox  . 

0 

0 

0 

Measles  

225 

497 

502 

Chickenpox  

..  106 

143 

252 

Mumps  

...126 

613 

192 

Infectious  hepatitis 

....  44 

29 

37 

Typhus  fever 

0 

0 

0 

Malaria  

....  0 

0 

0 

Cancer  

.413 

884 

559 

Pellagra  

....  1 

2 

0 

Rheumatic  fever.  — 

28 

13 

16 

Rheumatic  heart 

_...  24 

31 

25 

Influenza  

.....135 

167 

935 

Pneumonia  

...285 

229 

263 

Rabies — Human  cases.. 

_..  0 

0 

0 

Pos.  animal  heads 

1 

6 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

*E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 
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DEPARTMENT  OF  HEALTH 


BUREAU  OF  LABORATORIES 

Thomas  S.  Hosty.  Ph.D.,  Director 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S..  Director 


May,  1964 

Examinations  for  intestinal  parasites 1,235 

Typhoid  cultures  (feces,  urine  and  other 221 

Brucella  cultures  0 

Examinations  for  malaria 7 

Examinations  for  gonococci  1,793 

Serologic  tests  for  syphilis 

(blood  and  spinal  fluid) 24,028 

Darkfield  examinations 3 

Agglutination  tests 4 

Examinations  for  diphtheria  bacilli  and 

Vincent’s  - 12 

Complement  fixation  tests 30 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations) 277 

Water  examinations - , _ 2,512 

Milk  and  dairy  products  examinations 4,057 

Examinations  for  tubercle  bacilli 3,753 

Miscellaneous  examinations _ 3,925 

Total  41,857 


**  ,•<  < 


BUREAU  OF  PREVENTABLE  DISEASES 

W.  H.  Y.  Smith,  M.  D„  Director 
Current  Morbidity  Statistics 


1964 


Tuberculosis  

Syphilis 

April 

95 

117 

May 

177 

135 

*E.  E. 
May 
173 
129 

Gonorrhea  

294 

361 

327 

Chancroid  ..  . 

0 

6 

1 

Typhoid  fever 

0 

1 

2 

Undulant  fever 

1 

0 

0 

Amebic  dysentery. 

3 

5 

2 

Scarlet  fever  & strep,  throat 

38 

42 

77 

Diphtheria  . 

0 

0 

1 

Whooping  cough 

11 

62 

23 

Meningitis  . . 

7 

9 

8 

Tularemia  . 

0 

0 

0 

Tetanus 

0 

1 

3 

Poliomyelitis 

0 

2 

1 

Encephalitis  

0 

0 

1 

Smallpox  .. 

0 

0 

0 

Measles  . 

497 

15.229 

478 

Chickenpox  

143 

729 

171 

Mumps  . _ 

613 

590 

30 

Infectious  hepatitis 

29 

44 

46 

Tvphus  fever 

0 

0 

0 

Malaria 

0 

0 

0 

Cancer 

884 

928 

620 

Ppllagra 

2 

5 

0 

Rheumatic  fever 

13 

34 

10 

Rheumatic  heart ...  

31 

26 

31 

Tnfliipn7a 

167 

90 

144 

Pneumonia  ..  . .. 

229 

297 

211 

Rabies — Human  cases . 

0 

0 

0 

Pos.  animal  heads 

6 

3 

0 

PROVISIONAL  BIRTH  AND  DEATH 
STATISTICS  FOR  FEBRUARY  AND 
COMPARATIVE  DATA 


Live  Births 
Deaths 

Causes  of  Death 

Number 
Registered 
During 
February  1964 

^ o o 

(0  ^ c ^ 

h ? 2 P 

Rates* 

(Annual  Basis) 

la 

a> 

1963 

1962 

Live  Births 

6.110 

3,858 

2,252 

22.6 

22.4 

24.0 

Deaths 

2,539 

1.619 

920 

9.4 

11.0 

9.6 

Fetal  Deaths 

92 

42 

50 

14.8 

17.5 

15.6 

Infant  Deaths 

under  one  month 

121 

52 

69 

19.8 

20.4 

16.5 

under  one  year 

211 

80 

131 

34.5 

40.3 

29.0 

Maternal  Deaths 

6 

1 

5 

9.7 

11.9 

9.6 

Causes  of  Death 

Tuberculosis,  001-019 

20 

10 

10 

7.4 

9.3 

5.8 

Syphilis,  020-029. 

■1 

4 

1.5 

1.9 

1.2 

Dvsentery,  045-048 ... 

0.4 

Diphtheria,  055 

Whooping  cough,  056. 

Meningococcal  infec- 

tions,  057  

2 

2 

0.7 

0.4 

Poliomvelitis,  080,  081 

1 

1 

0.4 

Measles.  085 

0.4 

0.8 

Malignant  neo- 

.. 

. 

plasms,  140-205 

275 

198 

77 

101.9 

128.0 

120.4 

Diabetes  mellitus,  206 _ 

36 

26 

10 

13.3 

17.8 

17.2 

Pellagra.  281 

V'ascular  lesions  of 

central  nervous 

system.  330-334  

368 

211 

157 

136.4 

150.0 

136.8 

Rheumatic  fever. 

400-402  

1 

1 

0.4 

0.8 

Diseases  of  the  heart. 

410-443  

890 

661 

229 

329.9 

359.9 

326.2 

Hypertension  with 

heart  disease,  440-443 

131 

61 

70 

48.6 

54.9 

60.8 

Diseases  of  the 

arteries,  450-456 

56 

29 

27 

20.8 

22.4 

23.0 

Influenza,  480-483 

8 

6 

2 

3.0 

20.9 

13.2 

Pneumonia,  all  forms. 

490-493 

95 

51 

44 

35.2 

57.2 

28.8 

Bronchitis,  500-502 ..... 

6 

6 

2.2 

3.9 

1.6 

Appendicitis,  550-553 

4 

2 

2 

1.5 

0.8 

1.2 

Intestinal  obstruction 

and  hernia,  560,  561, 

570  . 

13 

9 

4 

4.8 

7.3 

5.5 

Gastro-enteritis  and 

colitis,  under  2, 

571.0,  764  . . 

n 

3 

14 

6.3 

5.0 

5.5 

Cirrhosis  of  liver,  581 

13 

7 

6 

4.8 

6.6 

7.4 

Diseases  of  pregnancy 

and  childbirth,  640- 

689 

6 

1 

5 

9.7 

11.9 

9.6 

Congenital  malforma- 

ticfns,  750-759 

31 

24 

7 

5.1 

5.9 

4.5 

Immaturity  at  birth. 

774-776  

31 

11 

20 

5.1 

5.0 

5.4 

Accidents,  total.  800-962 

141 

86 

55 

52.3 

59.9 

53.0 

Motor  vehicle  acci- 

dents.  810-835,  960  . 

49 

42 

7 

18.2 

20.5 

24.6 

All  other  defined  causes 

359 

215 

144 

133.1 

150.4 

140.7 

Ill-defined  and  un- 

known  causes,  780- 

793.  795 

162 

56 

106 

60.0 

73.5 

43.3 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

’E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 


•Rates — Birth  and  death — per  1.000  population 
Infant  deaths — per  1.000  live  births 
Fetal  deaths — per  1.000  deliveries 
Maternal  deaths — per  10,000  deliveries 
i Deaths  from  specified  causes — per  100,000  population 
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J.  M.  A.  ALABAMA 


DEPARTMENT  OF  HEALTH 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S.,  Director 

PROVISIONAL  BIRTH  AND  DEATH 
STATISTICS  AND  COMPARATIVE  DATA, 
MARCH  1964 


Live  Births 
Deaths 

Causes  of  Death 

Number 
Registered 
During 
March  1964 

Rates* 

(Annual  Basis) 

1964 

1963 

o> 

Total 

White 

Non- 

White 

Live  Births 

5,934 

3,779 

2,155 

20.6 

22.1 

23.7 

Deaths  - -- 

2,781 

1,810 

971 

9.6 

11.6 

9.0 

Fetal  Deaths 

126 

50 

76 

20.8 

19.1 

16.3 

Infant  Deaths — 

under  one  month ..... 

121 

71 

50 

20.4 

17.7 

19.8 

under  one  year  

202 

99 

103 

34.0 

30.0 

32.3 

Maternal  Deaths 

3 

1 

2 

5.0 

10.9 

5.9 

Causes  of  Death 

Tuberculosis,  001-019  . 

25 

12 

13 

8.7 

11.2 

7.8 

Syphilis,  020-029  

5 

5 

1.7 

1.0 

1.8 

0.4 

Whooping  cough,  056 





0.4 

Meningococcal  infec- 

tions,  057  

2 

1 

1 

0.7 

0.3 

0.7 



.... 

0.3 

Measles,  085  ..  . 



2 

2 



0.7 

0.7 

Malignant  neo- 

plasms,  140-205 

368 

265 

103 

127.6 

124.0 

107  6 

Diabetes  mellitus,  260 

37 

21 

16 

12.8 

17.5 

13.0 

0.7 

Vascular  lesions  of 

central  nervous 

system,  330-334 

394 

248 

146 

136.6 

161.0 

121.3 

Rheumatic  fever. 

400-402  

1 



1 

0.3 

1.0 

0.7 

Diseases  of  the 

heart,  410-443  . 

898 

646 

252 

311.4 

351.3 

320.2 

Hypertension  with 

heart  disease,  440-443 

126 

56 

70 

43.7 

51.0 

48.7 

Diseases  of  the 

arteries,  450-456 

57 

40 

17 

19.8 

22.3 

23.6 

Influenza,  480-483 

8 

3 

5 

2,8 

48.9 

6.3 

Pneumonia,  all  forms. 

490-493  

113 

66 

47 

39.2 

74.7 

32.4 

Bronchitis,  500-502 

6 

6 



2.1 

3.5 

3.2 

Appendicitis,  550-553  ..... 

4 

4 

1.4 

0.7 

0.7 

Intestinal  obstruction 

and  hernia,  560,  561, 

570  

15 

12 

3 

5.2 

2.8 

4.6 

Gastro-enteritis  and 

colitis,  under  2, 

571,  0,  764 

8 

2 

6 

2.8 

1.7 

2.1 

Cirrhosis  of  liver.  581 

21 

17 

4 

7.3 

5.6 

3.2 

Diseases  of  pregnancy 

and  childbirth,  640- 

689  - 

3 

1 

2 

5.0 

1C.9 

5.9 

Congenital  malforma- 

tions,  750-759...-. 

26 

16 

10 

4.4 

4.1 

4.6 

Immaturity  at  birth. 

774-776  - 

34 

22 

12 

5.7 

5.5 

4.3 

Accidents,  total,  800-962 

176 

134 

42 

61.0 

70.9 

57.1 

Motor  vehicle  acci- 

dents,  810-835  , 960 

79 

64 

15 

27.4 

25.5 

24  3 

All  other  defined  causes 

394 

227 

167 

136.6 

161.7 

130.1 

Ill-defined  and  un- 

known  causes,  780- 

793,  795 

184 

65 

119 

63.8 

80.0 

37.4 

'Rates:  Birth  and  death — per  1.000  population 
Infant  deaths — per  1,000  live  births 
Fetal  deaths — per  1,000  deliveries 
Maternal  deaths — per  10,000  deliveries 
Deaths  from  specified  causes — per  100,000  population 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S„  Director 

PROVISIONAL  BIRTH  AND  DEATH 
STATISTICS  AND  COMPARATIVE  DATA, 
APRIL  1964 


Live  Births 
Deaths 

Causes  of  Death 

Number 

Registered 

Durina 

Rates* 

(Annual  Basis) 

AprU  19( 

^ o 

rg  ^ 

0 5 

H > 

Non-  ^ 
White 

9) 

1 1963 

! 1962 

1 

Live  Births  — 

5,626 

3,641 

1,985 

20.2 

19.5 

21.6 

Deaths  .. 

2,530 

1,646 

884 

9.1 

9.3 

9.6 

Fetal  Deaths 

95 

45 

50 

16.6 

21.7 

19.7 

Infant  Deaths — 

under  one  month 

no 

56 

54 

19.6 

23.7 

19.4 

under  one  year  

171 

81 

90 

30.4 

32.8 

30.4 

Maternal  Deaths  

8 

2 

6 

14.0 

5.4 

8.3 

Causes  of  Death 

Tuberculosis,  001-019 

19 

11 

8 

6.8 

9.4 

10.6 

Syphilis,  020-029 

4 

1 

3 

1.4 

1,1 

1.1 

Dysentery,  045-048 

0.4 

Whooping  cough,  056.  . 

0.4 

Meningococcal  infec- 

tions,  057 

3 

2 

1 

1.1 

0.4 

0.7 

Measles,  085 

1 

1 

0.4 

1.5 

Malignant  neo- 

plasms,  140-205  

344 

254 

90 

123.2 

103.9 

113.3 

Diabetes  mellitus,  260 

43 

24 

19 

15.4 

13.7 

15.3 

Pellagra,  281 

0.4 

0.4 

Vascular  lesions  of 

central  nervous 

system.  330-334  

333 

213 

120 

119.3 

128.1 

128.6 

Rheumatic  fever, 

400-402  

3 

1 

2 

1.1 

0.7 

Diseases  of  the 

. . -- 

Heart,  410-443  

862 

619 

243 

308.8 

323.3 

338.2 

Hypertension  with 

heart  disease.  440-443 

131 

53 

78 

46.9 

47.6 

52.5 

Diseases  of  the 

arteries.  450-456 

57 

36 

21 

20.4 

20.2 

23.7 

Influenza.  480-483 

1 

1 

0.4 

14.4 

5.1 

Pneumonia,  all  forms. 

490-493  

87 

47 

40 

31.2 

31.4 

32,1 

Bronchitis,  500-502 

3 

2 

1 

1.1 

1.8 

2.2 

Appendicitis,  550-553 

5 

3 

2 

1.8 

1.4 

1.1 

Intestinal  obstruction 

and  hernia,  560,  561, 

570  

8 

3 

5 

2.9 

4.0 

5.1 

Gastro-enteritis  and 

colitis,  under  2, 

571,  0,  764 ._  

4 

2 

2 

1.4 

1.8 

2.6 

Cirrhosis  of  liver,  581  _. 

16 

14 

2 

5.7 

4.7 

6.2 

Diseases  of  pregnancy 

and  childbirth,  640- 

689  ... 

8 

2 

6 

14.0 

5.4 

8.3 

Congenital  malforma- 

tions,  750-759 

28 

22 

6 

5.0 

5.0 

5.1 

Immaturity  at  birth. 

774-776 

37 

15 

22 

6.6 

7.0 

5.1 

Accidents,  total,  800-962 

163 

105 

58 

58.4 

64.2 

66.7 

Motor  vehicle  acci- 

dents,  810-835  , 960 

64 

50 

14 

22.9 

26.3 

30.6 

All  other  defined  causes 

351 

213 

138 

125.8 

129.9 

139.9 

Ill-defined  and  un- 

known  causes,  780- 

793,  795  

150 

56 

94 

53.7 

52.3 

41.2 

•Rates:  Birth  and  death — per  1,000  population 
Infant  deaths — per  1,000  live  births 
Fetal  deaths — per  1,000  deliveries 
Maternal  deaths — per  10,000  deliveries 
Deaths  from  specified  causes — per  100,000  population 
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The  Woman’s  Auxiliary 


Dear  Doctors: 

Like  a number  of  you,  Lowell  and  I are 
planning  and  getting  ready  for  our  trip  to 
San  Francisco  next  week.  It  is  a little  more 
complicated  than  past  trips.  Instead  of  call- 
ing Eastern  to  figure  out  the  schedule  and 
make  the  reservations,  we  are  going  in  the 
Twin  Bonanza  and  are  figuring  out  flight 
plans,  converting  nautical  miles  into  statute 
miles,  figuring  elevations,  and  wondering 
if  there  will  be  head  winds,  tail  winds,  or 
cross  winds.  It  will  make  a difference  where 
we  stop  for  coffee  and  gasoline  and  where 
we’ll  sleep  Friday  and  Saturday  nights.  We 
can’t  get  to  San  Francisco  before  Sunday  be- 
cause that’s  when  the  hotel  reservations 
start. 

San  Francisco  is  going  to  be  fun.  There 
will  be  good  food,  no  cuisine,  and  old  friends 
to  see.  The  Auxiliary  meetings  will  be  won- 
derful, just  like  an  old-fashioned  Baptist 
Revival,  and  we  will  all  come  home  inspired 
and  ready  to  make  big  plans  for  next  year. 

Lowell  won’t  admit  it  but  I think  he’s 
looking  forward  to  the  harem  he  will  acquire 
when  he  gets  out  there.  There  are  always 
some  widows,  mamas  who  came  to  look  after 
Auxiliary  business  while  Papa  stayed  home 
to  deliver  that  cherished  O.  B.  Lowell  wrote 
a column  last  fall  about  the  widows  on  the 
state  level  and  I want  to  quote  from  it. 

“Our  traveling  together  or  with  the  entire 
family  has  always  been  very  simple — to  me. 


Frances  packs  everything,  unpacks  every- 
thing, keeps  track  of  everything,  and  there  is 
actually  not  too  much  housework  for  me  to 
do.  When  I travel  by  myself,  Frances  packs 
my  clothes  and  I usually  live  out  of  a suitcase 
until  I am  ready  to  head  for  home.  At  that 
time  I usually  gather  everything  in  sight  and 
throw  it  all  into  the  suitcase  so  that  Frances 
can  do  the  unpacking  and  sorting  when  I get 
home.  I kinda  figured  that  with  the  traveling 
that  she  will  now  have  to  do  by  herself,  she 
will  get  along  fine  because  she  has  been  so 
well  trained. 

“Last  week  she  had  to  go  to  Birmingham 
and  spend  several  days  down  there  at  a board 
meeting.  As  her  husband,  I was  invited  to 
attend  a dinner  meeting  on  Thursday  night, 
so  Thursday  evening  I leisurely  drove  down 
and  went  to  the  motel  where  I had  made 
reservations  for  her  to  stay.  She  and  her 
good  friend.  Belle  Chenault  from  Decatur, 
were  in  our  room  going  over  various  items 
of  business.  Upon  my  arrival  she  said,  ‘Good. 
I’m  glad  you  got  here.’  Then  she  turned  to 
Belle  and  said,  ‘Belle,  you  won’t  have  to  stay 
now  because  Lowell  can  zip  up  my  dress.’ 
So  Belle  went  to  her  room  and  I zipped  up 
Frances’  dress  so  that  she  could  go  to  the 
dinner.  It  made  me  feel  real  important  and 
needed. 

“I  didn’t  realize  that  for  years  I had  been 
zipping  and  unzipping,  and  actually  my 
presence  had  some  value  when  Frances  gets 
ready  to  dress  or  undress.  Now  I am  wonder- 
ing how  women  all  over  the  world  manage 
to  travel  by  themselves  with  nobody  to  do 
the  zipping  or  unzipping.  Perhaps  this  is  the 
duty  of  the  bell-boys,  or  hotel  managers,  or 
lady  friends,  or  passers-by.  Don’t  see  how 
a woman  can  possibly  travel  without  her 
husband.” 

I’ll  be  so  inspired  with  Auxiliary  projects 
next  month  that  I may  not  be  able  to  tell  you 
about  the  Oriental  Fashion  Show  we  are 
going  to  see  Sunday  afternoon. 

Sincerely, 

Frances  Clemmons 

(Mrs.  Lowell  H.) 
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in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  . . . 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


* « * • • 

' M. 


Functional  diarrhea 


Drug-induced  diarrhea  Postsurgical  diarrhea 


L/oniotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conceniently  and  economically. 

T he  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms: organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  patiiilon®  sequels® 
with  Phenobai'bital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingi'edients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adjunct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications : urinary  bladder 
neck  obstruction:  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon; and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital,  as  pathilon®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon®  Sequels®  with  Phenobarbital 

Each  capsule  contains : Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


Sustained  Release  Capsules 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  saiicylism 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  occur,  but  it  responds  readily  to  ad- 

tients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  justment  of  dosage.  Precaution:  in  the 

cardiac  damage,  latent  chronic  infection  and  other  common  geriat-  should  be  taken  to  avoid  accumulation  of 

ric  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can-  salicylate  and  paba.  Contraindicated:  An 

not  contribute  to  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component, 

gastric  tolerance...  and  clinical  experience  shows  that  this  prepara-  /\/so  available:  Pabalate— when  sodium 

tion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc— 

corticosteroids  or  pyrazolone  derivatives.  Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients;  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25"/o  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 
Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®bra„d 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  Vj  oz.  and  Ve  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO, 
(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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RELIEVES  ANXIETY,  APPREHENSION  AND  TENSION... 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAN-400 

(MEPROBAMATE  400  MG.  SUSTAINEO  RELEASE] 


Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CMC-I969 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


ATTENTION  DOCTOR! 


You  can  PROTECT  YOUR  IN- 
COME-BUILD YOUR  ESTATE 
through  these  two  liberal  plans  ap- 
proved and  endorsed  by  the  Ala- 
bama Medical  Association.  Avail- 
able to  members  only  and  offering 
the  two  most  basic  types  of  insur- 
ance coverage. 


Both  At  Low  Association  Group  Rates 


RETURN  FOR  FULL  DETAILS 


I 


underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  CO. 


and 


UNITED  BENEFIT  LIFE  INSURANCE  CO. 


HOME  OFFICE— OMAHA,  NEBR. 


Administered  by  W.  T.  HALLIDAY,  JR. 

213  No.  21st  St.,  Birmingham,  Alabama 

MUTUAL  OF  OMAHA 
UNITED  OF  OMAHA 

3316  Farnam  St. 

Omaha,  Nebraska,  68131  Association  Group 

Please  send  ■full  details  about  the  Insurance  Pro- 
gram of  the  Alabama  State  Medical  Association. 

NAME  

ADDRESS  

CITY  


»»  'IP  , ,•  . r.'  ..r:;!-  . 

^ ^ _ 'I  JSI 1'^.  A ' * 

for  psychiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  □ We  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree>.hospital 

41  PEACHTREE  PLACE,  N.  E.  / TELEPHONE  873-5681  / ATLANTA  9,  GEORGIA 
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r9 

TUBERCUUN,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataW 
screening  test 
hasnever 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT  S ALL 
THERE  IS  TD  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare; 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7899-4 
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STAFF  PHYSICIANS 

needed  in  Internal  Medicine, 
General  Medicine,  and  Psychi- 
atry at  VA  Hospital,  Tuskegee, 
Alabama,  immediately.  Salaries 
up  to  $19,785,  depending  on 
qualifications.  Excellent  fringe 
benefits.  For  information  and 
applications,  write  J.  W.  Giles, 
M.  D.,  Hospital  Director. 


MURFREESBORO.  TENN. 

VACANCIES:  STAFF  PHY- 

sicians  for  1275  bed  neuropsy- 
chiatric hospital,  including  350 
general  medical  and  geriatric. 
Modern  facilities  for  diagnosis 
and  treatment  of  mental  illness. 
Salary  $11,150  to  $18,405  depend- 
ing on  qualifications;  fringe  bene- 
fits; cost  of  moving  to  Murfrees- 
boro will  be  paid  by  Veterans 
Administration;  visit  here  for 
evaluation  can  be  arranged  at  our 
expense.  Excellent  educational 
opportunities  for  students  in  this 
area.  Contact  Director,  Veterans 
Administration  Hospital,  Mur- 
freesboro, Tennessee. 


CAMP  SEALE  HARRIS 

CITRONELLE,  ALABAMA 

FOR  DIABETIC  BOYS  AND  GIRLS  AGED  8 THROUGH  14 

1964  SEASON 
AUGUST  9 THROUGH  AUGUST  22 

FULL  RECREATIONAL  PROGRAM 
DIABETES  CONTROL  EDUCATION 

Winter  Address:  Executive  Secretary,  Jeanette  Overstreet 

1555  Springhill  Avenue 
Mobile,  Alabama 

No  Child  denied  privilege  of  attending  due  to  inability  to  pay. 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltowir 

(meprobamate) 

Wallace  LABORATORIES/Cranbury,  N.  J. 


^ill  (^rest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton.  M.D.,  F.A.P.A. 
James  K,  Ward,  M.D.,  F.A.P.A. 


Location:  7000  5th  Avenue  South 

Box  2894.  Woodlawn  Station 

BIRMINGHAM,  ALABAMA  35212 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  192  5 for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 


HILL  CREST  SANITARIUM  is  a mem- 
ber of-. 

American  Hospital  Association 
American  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 


APPALACHIAN  HALL 

ESTABLISHED  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  coma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 
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. their  feelings  of  anxiety  seemed  to  contribute  to  the  urge 
to  ov^erindulge  in  cake,  candy,  and  other  rich  food.”^ 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 

Brief  Summary  of  Principal  Side  Effects  and  Cautions 

Side  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hypertension, 
advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though  little  likelihood, 
of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms)  from  the  phenothiazine 
component  in  ‘Eskatrol’  Spansule  capsules. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Viglione,  J.P.;  Clin.  Med.  69:1157  (May)  1962. 


£SKATROLT,.den..rk 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 

7.5  mg.,  as  the  maleate. 

SPANSVLET 

brand  of  sustained  release  capsules 


Smith  Kline  & French  Laboratories 
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m long-term 
treatment 
of  your  patients 
with  coronary 
insufficiency. 


MORE  HELP  FOR  $ 
THE  STRICKEN  HEART  J 


■ PETN  (pentaerythritol  tetranitrate)  to  in* 
crease  oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 

Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
beadacbe,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 


Ml 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


\W/^VALLACE  LABORATORIES  /Cranfcur,’,  N.J. 
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Once  you  have  used  HEMA-COMBISTIX',"dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient's  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana, 


AIVIES 


for 

The  Age  of 
Anxiety 


LIBRIUM 

(chlopdiazepoxide 

HGI) 


In  prescribing:  Dosage  — Adults;  Mild  to  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
Caof/ons  — Occasional  side  effects,  often  dose-related,  are 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregular- 
ities, nausea  and  constipation.  Paradoxical  reactions  may 
occasionally  occur  in  psycniatric  patients.  Individual  mainte- 
nance dosages  should  be  determined.  Advise  patients  against 
possibly  hazardous  procedures  until  maintenance  dosage  is 
established.  Though  compatible  with  most  drugs,  use  care  in 
combining  with  other  psychotropics,  particularly  MAO  inhibi- 
tors or  phenothiazines;  warn  patients  of  possible  combined 
effects  with  alcohol.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supp//ec/— Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of 
50  and  500. 


Roche  Laboratories,  Division  of  Hoffmann- La  Roche  Inc., 
Nutley,  N.J.  07110 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a contraindication. 


Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 


Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  WARNING— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  Information 
available  upon  request. 
Eli  Lilly  and  Company, 
Indianapolis  6,  Indiana. 


AMYTAL^ 

AMOBARBITAL  ^ 


pollens  in  the  grass. ..alas 


Kap-.Rols^ 


(diphenhydramine  hydrochloride) 


FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPTOMS-Antihistaminic  action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
0 ties  requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  {diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg  39864 


PARKE- DAVIS 


PA^.£  cwiFATfr.  mn 


New — Moore’s 

Give  and  Take 

The  development  of  tissue  transplantation 

This  is  the  fascinating  story  of  "new  tissues  for  old" — 
its  relatively  brief  hut  eventful  history,  the  present 
status  of  the  "art,”  and  the  promise  of  the  future.  Dr. 
Moore  carries  you  along  the  devious  trail  of  transplan- 
tation progress  where  you’ll  follow  developments  in 
autografts,  homografts  and  heterografts — observe  the 
intricacies  involved  in  probing  antigens,  antibodies  and 
immunity — learn  of  the  early  organ  grafts  with  no  sup- 
pression of  immune  reaction,  then  of  the  era  of  whole 
body  irradiation  and  its  eventual  abandonment,  and 
finally  of  today’s  successes  with  immuno-suppressant 
drugs.  The  heart  of  the  text  deals  with  the  important 
events  and  patients  in  the  250-odd  kidney  transplants 
performed  in  the  last  decade.  Five  detailed  and  exciting 
case  histories  delineate  turning  points  in  transplanta- 
tion progress.  Intriguing  topics,  comments  and  anec- 
dotes crowd  the  pages  of  this  fascinating  hook.  You’ll 
find  such  subjects  as:  the  recognition  Ity  the  immune 


system  of  its  own  proteins  as  harmless  - the  mechanism  of 
immunologic  memory — a tale  of  Mood  chimerisrn — the 
dilemma  of  tissue  and  organ  donation,  both  ethical  and 
legal.  Dr.  .Moore  concludes  with  a succinct  discussion 
of  where  transplantation  is  warranted  or  needed. 

By  Fr\ncis  D.  Moork,  M.D.,  Monely  ProfewHor  of  Surgery,  Marvartl 
Medi<*al  School;  Surgeoii-in-Chief,  Peter  Bent  Brigham  IIoHpital, 
BoHton,  MaseachuHetts.  182  pagea,  x illiiHtratetl.  About 

$6.00.  Ready! 


New  (8th)  Edition — Nelson’s  Texthooli  of  M^ediatvics 

Gives  you  an  effective  answer  for  every  pediatric  problem 


Dr.  Nelson  and  81  eminent  contributors  cover  the  entire 
field  of  pediatrics  in  this  New  (8th)  Iidition.  They  dis- 
cuss every  aspect  of  child  care,  from  the  prenatal  period 
through  adolescence.  They  tell  you  how  to  keep  the 
well  child  healthy,  as  well  as  how  to  diagnose  and  treat 
the  myriad  diseases  of  infancy  and  childhood.  Disorders 
and  malformations  of  each  body  system  are  covered  in 
detail.  All  the  childhood  disea.ses  are  explicitly  de- 
scribed, with  authoritative  discussions  of  etiology, 
epidemiologv,  pathogenesis,  immunity,  clinical  mani- 
festations, diagnosis,  prognosis,  prevention  and  treat- 
ment. This  up-to-date  revision  is  studded  with  newly 
developed  diagnostic  procedures,  as  well  as  both  new 
and  standard  methods  of  prevention  and  treatment. 
You’ll  find  information  on  the  problems  involved  in  the 


battered-child  syndrome — on  newly  discovered  inborn 
errors  of  metabtdism — on  netv  theories  of  psychologic  de- 
velopment. Many  chajiters  and  sections  are  entirely 
new — Pseudomonas  and  Other  Oram-Negative  Bacilli  — 
Anonymous  Mycobacterial  Infections — Intestinal  Malab- 
sorption— \I  aurdenburg  s Syndrome — Interstitial  Pul- 
monary Fibrosis.  Others  are  so  extensively  revised  as 
to  constitute  virtiiallv  new  material.  Here  is  a hook 
useful  to  any  physician  who  ever  treats  infants  or 
children. 

by  K,  Nklson.  M.I).,  I). Sc.,  l*rofcHKor  t»f  Petliatrirs, 

'l'em[»le  l^nivernity  School  of  Me<li<*inc:  Merliral  Director  of  St. 
(^briHtopher*K  IloHpital  for  Cbibiren.  With  HI  (ItHtinguiHhetl  con- 
IributorH.  About  16t^0  |>ageH.  I"  x 10''.  with  t7l  figiircH.  Abr>ut  $18.00. 

.Veil-  (Sfh)  Edition — Just  Heady! 


New— Elliott’s  Clittival  Neiti*0doffff 

Gives  specific  help  on  neurologic  diagnosis  and  treatment 


Here  is  a concise  new  work  seasoned  with  clinical  in- 
sight. The  author  skillfully  jiresents  crisp  accounts  of 
individual  neurological  disea.ses  (both  common  and 
uncommon)  plus  principles  and  practice  involved  in 
neurological  diagnosis.  He  provides  pertinent  anatomi- 
cal, physiological,  and  neurochemical  background  ma- 
terial, focusing  on  practical  application.  Important 
diagnostic  features  of  each  disease  di.scussed  are  stressed 
and  the  diagnostic  significance  of  individual  symptoms 
and  signs  are  clearly  spelled  out.  Among  the  many 
features  of  this  new  text  you’ll  find:  Helpful  informa- 
tion on  differential  diagnosis  of  diseases  exhibiting 
such  common  symptoms  as  headache,  pain  in  the  face. 


sciatica,  vertigo,  coma,  seizures,  peripheral  neuritis,  etc. — 
Sjiecific  treatment  outlined  in  detail — .\ciite  and  chronic 
organic  psychoses  analysed  in  terms  of  neurophysiology. 
New  material  brings  you  up-to-the-minute  on:  the 
reciprocal  relationship  between  brain  function  and  serum 
electrolytes — the  effects  of  brain  lesions  on  the  electro- 
cardiogram— the  use  of  echoencephalography  and  brain- 
scanning  in  diagnosis.  Any  physician  desiring  latest 
help  in  diagnosis  and  treatment  of  neurological  diseases 
will  find  Clinical  Neurology  eminently  useful. 

By  Fkajik  a.  Elliott,  F.R.C.P.,  Chief  of  Neurolosy.  The 

Pennsylvania  Hospital;  Professor  of  Clinical  Neurology,  University 
of  Pennsylvania  Schf>oI  of  Medicine.  About  672  pages.  x 9^", 

with  about  179  illustrations.  .About  $12.00.  IWeti'^Just  Ready! 


W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.,  Pa.  19105 
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nTz 


nasal  spray 


antihistaminic  decongestant 


HINTHROP  ijewjtoKs 
Nnrwt.N  r 

Omwn  9f  $<e<liii|  0>u|  hie 


helps  hay  fever 
patients  forget 
the ''season” 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%  — 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [Tjhenfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Z]ephiran®  Cl 
1:5000  (antibacterial  wettingagent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nT2^  Neo*Synephrine  (brand  of  phenylephrine).  Thenfadil  (brand  of  then* 
yidiamine)  and  Zephiran  (brand  of  benzalkonium  as  chloride,  refined),  trade* 
marks  reg.  U.S.  Pat.  Off.  i«6»* 


nTz”  Nasal  spray 


Wmffyrop 


Winthrop  Laboratories 
New  York  18,  N.Y. 
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ARTHRALGEN” 


helps  free 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  neces-, 
sitate  sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg.i 

Prednisone 1 mg.-; 

The  basic  Arthralgen  formulation  plus  predni- ■ 
sone  is  indicated  for  patients  who  require  steroids.^- 
Prednisone  has  three  advantages  over  cortisone, 
hydrocortisone,  and  ACTH.  They  are:  (1)  lack  of 
sodium  retention,  (2)  absence  of  increased  potas-'* 
sium  excretion,  and  (3)  the  unlikelihood  of  steroid-' ' 
induced  hypertension.*  k 

BRIEF  SUMMARY  ! ■ 

Arthralgen  and  Arthralgen-PR  are  indicated  ini-, 
the  management  of  rheumatoid  arthritis,  acute 
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uty  arthritis,  rheumatoid  spondylitis,  osteoar- 
'itis,  bursitis,  fibrositis,  and  neuritis.  Arthralgen 
ay  be  used  for  analgesia  in  colds,  flu,  and 
rious  myalgias. 

pSAGE:  One  or  two  tablets  four  times  a day. 
4er  remission  of  symptoms,  dosage  should  be 
duced  to  the  minimum  maintenance  level. 

DE  EFFECTS;  Nausea,  Gl  upset,  or  mild  salicy- 
;m  may  rarelyoccur.  Symptomsof  hypercorticoid- 
m dictate  reduction  of  dosage  of  Arthralgen-PR. 

RECAUTION;  Reduction  in  dosage  of  Arthral- 
Bn-PR  given  overa  long  period  should  be  gradual, 
ever  abrupt. 

ONTRAINDICATIONS;  Hypersensitivity  to  any 
igredient. 

.s  with  any  drug  containing  prednisone,  Arthral- 
en-PR  is  contraindicated,  or  should  be  adminis- 


tered only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY;  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al;  J.A.M.A.,  165;225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


9® 

broAcI 


‘CORTISPORIN 

POLYMYXIN  B-NEOMYCIN-GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


mMiMl 


!■ 


a new  vanishing  cream  base 


1/2  oz. 

‘CORTISPORIN’l 

POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE 

OINTMENT 


a special  low  melting  point  base 

anti-inflammatory 
bactericidal 


antipruritic 
rarely  sensitizing 

CREAM— /ng^redienfs;  Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT— /npredienfs;  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  % oz.  and  Vs  oz. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown* 

(meprobamate) 

CM-  2026  WALLACE  LABORATORIES/Cranbury,  N.  J. 
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a 15  mm,  Hg,  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 

HYDROMQX 

QU  j N ETH  AZON  E-JABLETS 

antihypertensive  diuretic 

HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,^’"  just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  aeeordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria.  i 


«i 

1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  /.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28,  1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 

eS79-4 


THORAZINE* 


»^o,CHLORPROMAZINE 


one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 

Because  it  has  up  to  372  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding. . .all  providing  rapid,  higher  and  sustained  in  v/Voactivity  with 
as  much  as  2 days’  extra  activity. 

declomyciN 

DEMETHYLCHLORTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 
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Trouble  is  I don’t  see  any  way  out. 
I’m  at  a dead  end  in  this  job  and  with 
the  kids  and  all  I can’t  start  over  now 
learning  another. 5 J 


RECOGNIZE 
THIS  PATIENT? 
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When  you  recognize  depression  and  anxiety 
traceabie  to  an  emotionaiiy  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Depror 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  n retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  -f-  benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  it  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol'  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  v/ith  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  resp’ratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


CO-1983 
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thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traffic  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  aii’  and  thi'own  for  a 
loss— back  outside.  This  "curtain  of  air,”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . still  another  step  demonstrating  the  care 
that  goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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A NEW  HYPOTENSIVE  DRUG  COMBINATION 


(guanethidine-hydrochlorothiazide) 


F.  BERNARD  SCHULTZ,  M.  D.,  F.  A.  C.  C. 
Auburn,  Alabama 


Although  guanethidine  and  hydrochloro- 
thiazide may  no  longer  be  considered  new 
agents  in  antihypertensive  therapy,  their 
combination  in  a single  tablet  may,  in  a sense, 
be  considered  new.  The  combination  tablet 
has  provided,  in  addition  to  effective  thera- 
peutic activity,  a much-needed  simplicity  of 
administration  in  antihypertensive  therapy. 
A report  of  a comparative  study  of  this  new 
combination  preparation  appears  below. 

One  might  question  the  need  for  combin- 
ing two  tried  hypotensive  drugs  which  have 
proved  themselves  separately.  However,  as 
the  investigator  mentioned  in  an  earlier 
study  in  1961:  “The  basic  problem  in  the 
treatment  of  hypertension  is  to  establish  a 
satisfactory  adjustment  between  the  patient’s 
pressure,  his  medication,  and  the  environ- 
ment in  which  the  patient  must  function. 

Complete  control  of  blood  pressure  is  im- 
practical if  the  achievement  incapacitates  the 
patient.  By  the  same  token,  if  the  patient 
mistakenly  takes  the  wrong  medication  be- 


cause of  the  variety  of  different  tablets  he 
must  remember  to  take,  poor  therapeutic 
control  or  the  possibility  of  dire  consequences 
as  a result  of  the  error  could  be  an  inevitable 
result.  On  the  other  hand,  when  a patient  is 
instructed  to  take  one,  two,  or  three  tablets 
of  the  same  medication,  more  accurate  con- 
trol of  his  progress  can  be  maintained  by  the 
physician  and  the  patient  can  follow  his 
dosage  regimen  more  easily  and  simply. 

To  simplify  and  ease  this  medical  and 
patient  problem  and  reduce  to  a minimum 
the  previously  mentioned  dire  possibilities, 
10  mg.  of  guanethidine  (Ismelin®  CIBA)  and 
25  mg.  of  hydrochlorothiazide  (Esidrix® 
CIBA)  were  combined  in  one  tablet  by  the 
manufacturer. 

The  pharmacology  of  guanethidine  was 
first  described  by  Maxwell  et  al.-  Since  that 
time,  many  investigators,  too  numerous  to 
mention,  have  shown  clinically  that  guanethi- 
dine is  an  effective,  potent,  hypotensive  agent 


A NEW  HYPOTENSIVE  DRUG  COMBINATION 


TABLE  I 
(Initial  Findings) 


1 Patient  No. 

01 

tuC 

< 

X 

0) 

w 

Weight 

Supine 
! B.  P. 

! 

Supine 

Pulse 

Standing 
B.  P. 

Standing 

Pulse 

All  patients  with  the  exception 
of  No.  21  and  23  were  started  on 
one  tablet  after  breakfast. 

1 

43 

F 

1271/2 

182/120 

84 

160/120 

96 

2 

65 

F 

117 

146/104 

84 

174/102 

96 

3 

60 

M 

185 

160/94 

60 

146/94 

72 

4 

43 

M 

227 

168/118 

84 

170/124 

96 

5 

62 

M 

163 

150/108 

66 

140/110 

84 

6 

50 

F 

193 

174/110 

78 

156/112 

78 

7 

73 

M 

162 1/2 

192/94 

60 

178/88 

68 

8 

54 

M 

191 

160/108 

84 

164/98 

96 

9 

38 

M 

204 

168/98 

74 

150/96 

78 

10 

48 

F 

1251/4 

160/100 

64 

140/102 

68 

11 

70 

F 

169 

220/160 

72 

210/160 

84 

12 

61 

F 

2331/2 

218/110 

60 

192/120 

60 

13 

64 

F 

202 

208/106 

60 

168/118 

74 

14 

72 

F 

165 1/2 

168/104 

66 

162/112 

78 

15 

63 

F 

2071/2 

146/94 

72 

128/106 

78 

16 

66 

F 

1091/2 

162/68 

72 

124/70 

72 

17 

65 

F 

150 

184/98 

84 

172/96 

78 

18 

48 

F 

205 

164/102 

84 

142/92 

96 

19 

61 

F 

206 1/2 

148/108 

66 

124/100 

78 

20 

42 

F 

137 

178/120 

90 

160/124 

96 

21 

39 

F 

145 

210/150 

78 

198/142 

102- 

—started  on  three  tablets  daily 

22 

67 

M 

125 

160/80 

60 

140/90 

66 

23 

38 

F 

1821/2 

206/128 

84 

192/124 

90- 

—started  on  two  tablets  daily 

24 

35 

M 

204 

174/76 

74 

160/106 

84 

25 

57 

M 

204 

224/104 

78 

204/88 

102 

26 

47 

F 

243 

164/102 

84 

140/92 

102 

which  demonstrates  little  or  no  toxicity  or 
tolerance. 

Esidrix®  is  a 6 chloro-7-sulfamyl  1-3,  4- 
dyhydro  124-benzo  thiadiazine-1,  1-dioxide. 
Pharmacologically  it  has  been  shown  that 
this  drug  provides  a dual  effect — (a)  a re- 
duction in  blood  pressure,  and  (b)  an  in- 
crease in  renal  blood  flow.^ 

Reason  for  Study  and  Patient  Selection 

The  specific  purpose  of  this  study  was  to 
evaluate  a combination  of  both  drugs  in  a 
single  tablet  as  compared  to  individual 
tablets  of  Ismelin®  and  Esidrix®. 


Twenty-six  patients  with  arterial  hyper- 
tension were  selected  and  observed  who  had 
been  and  were  being  treated  with  Ismelin® 
and  Esidrix®  (as  separate  tablets).  There 
were  nine  males  and  17  females  ranging  in 
age  from  35  to  73.  Table  I depicts  the  age, 
weight,  sex  distribution,  and  the  severity  of 
hypertension.  Table  II  shows  the  results  and 
dosages  after  one  month  of  medication.  Table 
III  shows  established  maintenance  dosages 
and  the  results  at  the  completion  of  the 
study. 

All  patients,  with  the  exception  of  numbers 
21  and  23,  were  started  on  one  combination 
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A NEW  HYPOTENSIVE  DRUG  COMBINATION 


TABLE  II 


Patient  No. 

X 

01 

m 

Weight 
after  1 mo. 

Supine  B.  P. 
after  1 mo. 

! ; 

j Supine  pulse 
after  1 mo. 

Standing  B.  P. 
after  1 mo. 

' 1 

Standing  pulse 
after  1 mo. 

Ismelin-Esidrix 
dosage  after  one 
month 

Daily  Dosage 

1 

F 

127 1/2 

132/100 

84 

126/104 

84 

— one  tablet 

2 

F 

116 

142/98 

90 

136/108 

102 

— one  tablet 

3 

M 

179 

172/98 

60 

164/100 

66 

— one  tablet 

4 

M 

2271/2 

162/112 

84 

190/120 

96 

— two  tablets 

5 

M 

162 

174/112 

66 

140/108 

74 

one  tablet 

6 

F 

194 

186/110 

72 

182/120 

84 

— two  tablets 

7 

M 

160 

156/74 

66 

128/80 

78 

— one  tablet 

8 

M 

192 

180/90 

88 

168/96 

96 

— two  tablets 

9 

M 

205 

160/94 

84 

150/102 

90 

— one  tablet 

10 

F 

125 

162/88 

60 

156/98 

74 

— one  tablet 

11 

F 

166 

198/112 

72 

194/118 

72 

— two  tablets 

12 

F 

227 

146/102 

78 

132/98 

90 

— one  tablet 

13 

F 

198 

168/108 

66 

132/100 

78 

— one  tablet 

14 

F 

161 1/2 

172/92 

60 

146/98 

84 

— one-half  tablet 

15 

F 

207 

150/94 

72 

130/100 

78 

— one  tablet 

16 

F 

no 

190/92 

66 

182/96 

72 

— two  tablets 

17 

F 

1471/2 

150/88 

78 

132/88 

84 

— one  tablet 

18 

F 

207 

176/104 

78 

142/108 

90 

— one  tablet 

19 

F 

2001/4 

140/98 

60 

124/100 

78 

one  tablet 

20 

F 

137% 

178/118 

96 

152/110 

90 

two  tablets 

21 

F 

144 

196/118 

72 

176/140 

96 

— two  tablets 

22 

M 

120 

140/78 

84 

124/92 

96 

— -one  tablet 

23 

F 

185 

194/118 

84 

182/130 

96 

three  tablets 

24 

M 

2011/2 

188/132 

60 

174/132 

78 

— ^three  tablets 

25 

M 

197 

180/78 

54 

180/82 

60 

two  tablets 

26 

F 

2431/2 

158/110 

78 

124/104 

84 

one  tablet 

tablet  after  breakfast.  Patient  numbers  21 
and  23  were  started  on  two  tablets  a day  be- 
cause of  their  high  level  of  hypertension  and 
mental  state. 

Following  subsequent  examination  of  all 
the  patients,  dosages  were  either  increased 
or  decreased  according  to  their  progress  or 
lack  of  progress.  Patients  were  checked  in 
both  the  supine  and  standing  positions.  The 
general  examination  trend  demonstrated  a 
drop  in  the  systolic  pressure  and  increase  in 
the  diastolic  pressure  from  supine  to  the 
standing  position  together  with  an  increase 
in  the  pulse  rate. 


Discussion 

As  may  be  seen  in  Table  III  the  results  ob- 
tained from  the  combination  of  Ismelin® 
and  Esidrix®  were  exceptionally  good.  The 
direct  action  of  Esidrix®  was  excellent  and 
reached  its  maximum  effect  on  or  about  the 
second  day  after  initial  treatment.  There- 
after, patients  maintained  a normal  urinary 
output  with  neither  signs  nor  symptoms  of 
serious  electrolyte  loss. 

None  of  the  patients  in  this  group  showed 
any  marked  tolerance  or  resistance  to  either 
drug. 
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A NEW  HYPOTENSIVE  DRUG  COMBINATION 


TABLE  III 


6 


Patient  Ni 

X 

o 

cn 

Weight 

Supine 
B.  P. 

Supine 

Pulse 

Standing 
B.  P. 

Standing 

Pulse 

1 

F 

126 1/2 

156/108 

72 

132/110 

84 

— one  tablet 

2 

F 

114 

140/98 

78 

134/106 

84 

— one  tablet 

3 

M 

175 

148/86 

60 

136/88 

74 

— one  tablet 

4 

M 

227 

154/100 

86 

150/112 

96 

— two  tablets 

5 

M 

163 

160/110 

78 

152/112 

84 

— one  tablet 

6 

F 

193 

194/120 

72 

182/128 

84 

— three  tablets 

7 

M 

161 

160/86 

60 

158/84 

66 

— one  tablet 

8 

M 

184 

164/94 

74 

140/94 

78 

— two  tablets 

9 

M 

2021/2 

138/88 

78 

136/88 

78 

— one  tablet 

10 

F 

124 

158/88 

66 

144/94 

78 

— one  tablet 

11 

F 

1621/2 

160/108 

68 

158/110 

78 

— three  tablets 

12 

F 

228 

150/106 

66 

144/104 

72 

— two  tablets 

13 

F 

198 

168/108 

66 

132/100 

78 

— one  tablet 

14 

F 

1641/2 

144/82 

66 

144/98 

78 

— one-half  tablet 

15 

F 

2081/2 

142/86 

72 

132/84 

80 

— one  tablet 

16 

F 

109 

180/90 

60 

160/82 

74 

— two  tablets 

17 

F 

152 

150/90 

66 

130/86 

84 

— one  tablet 

18 

F 

207 

176/104 

78 

142/108 

90 

— one  tablet 

19 

F 

203 

140/96 

60 

136/98 

78 

— one  tablet 

20 

F 

137 

182/114 

84 

156/100 

92 

— one  tablet 

21 

F 

147 

178/132 

72 

162/120 

84 

— three  tablets 

22 

M 

118 

132/74 

52 

126/76 

60 

— one  tablet 

23 

F 

187 

162/100 

96 

142/108 

108 

— two  tablets 

24 

M 

1981/2 

164/108 

60 

160/110 

74 

— three  tablets 

25 

M 

204 

190/90 

64 

176/80 

72 

— two  tablets 

26 

F 

2461/2 

160/104 

78 

144/100 

84 

— one  tablet 

All  patients,  with  the  exception  of  No.  21 
and  23,  initially  received  one  tablet  a day. 
Since  their  initial  hypertensive  levels  were 
210/150  and  206/128  in  the  supine  position 
respectively,  it  was  felt  that  in  order  to 
bring  them  to  a fairly  well  controlled  level, 
a dosage  of  three  tablets  daily  was  necessary. 
Although  there  was  a short  period  where 
patient  No.  21  was  placed  on  two  tablets  a 
day,  it  became  necessary  to  return  to  a dos- 
age of  three  tablets  a day  because  of  her  hy- 
pertensive state.  As  of  this  writing,  she  has 
had  no  further  complaints  and  is  being  well 
maintained  on  this  dosage. 


If  one  were  to  examine  our  patient  records, 
a question  could  be  raised  as  to  why  patients 
number  11,  12,  13  and  25  were  not  started  on 
as  high  a dosage  as  the  above  two.  Since 
these  patients  did  not  show  any  of  the  signs 
of  apprehension  or  complain  of  severe  head- 
aches which  Numbers  21  and  23  did,  we  did 
not  feel  it  was  necessary. 

It  can  be  noted  that  a number  of  these 
cases  with  quite  high  systolic  and  diastolic 
levels  were  controlled  on  one  tablet  daily. 
However,  in  other  instances,  there  were 
patients  who  required  an  increased  dosage 
level  in  order  to  be  maintained. 
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A NEW  HYPOTENSIVE  DRUG  COMBINATION 


This  brings  us  to  the  inevitable  conclusion 
that  in  the  treatment  of  hypertension  or,  for 
that  matter,  any  disease  state,  if  one  wishes 
to  treat  patients  with  any  success,  one  must 
treat  them  individually.  In  this  investigator’s 
opinion,  it  is  better  gradually  to  increase 
dosages  rather  than  start  at  high  dosages 
and  work  one’s  way  down.  In  this  manner, 
side  effects  are  more  readily  discernible  and 
better  results  are  obtained. 

Side  effects  such  as  nasal  stuffiness,  nausea, 
diarrhea,  and  impotence  noted  by  other  in- 
vestigators with  these  drugs  were  noticeably 
lacking  in  this  study.  Moreover,  it  might  be 
appropriate  to  mention  that  in  previous 
studies  and  in  a long-term  study  of  Ismelin® 
no  serious  side  effects  have  ever  been  en- 
countered by  this  investigator.^ 

Summary 

Twenty-six  patients  were  treated  for  a 
period  of  three  months  with  a combination  of 
Ismelin®  and  Esidrix®  tablets.  This  new  com- 
bination tablet  was  found  to  be  well  tolerated 


and  gave  good  to  excellent  results  with  ad- 
justed dosages.  The  combination  proved  as 
effective  as  both  agents  given  separately. 
There  were  no  side  effects  of  any  conse- 
quence. 

We  would  recommend  the  use  of  this 
combination  either  alone  or  as  a mainte- 
nance dose  in  hypertensive  patients,  with 
the  proviso,  of  course,  as  with  all  medication, 
the  patient  remains  under  his  physician’s 
continuous  observation  and  care. 
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JOHN  YOUNG  BASSETT--  - The  Alabama  Student 

EMMETT  B.  CARMICHAEL 


The  subject  of  this  biographical  sketch  was 
the  inspiration  for  an  essay  by  Dr.  William 
Osier* *  which  almost  immortalized  Dr.  John 
Y.  Bassett.  Osier  (1896)  was  not  only  im- 
pressed favorably  with  Bassett’s  style  of  writ- 
ing but  also  by  the  fact  that  he  left  a grow- 
ing practice  of  medicine  in  a frontier  town 
to  do  postgraduate  study  in  Europe  with  the 
leading  physicians  and  surgeons.  The  custom 


Dr.  Carmichael  is  Assistant  Dean,  University  of 
Alabama  Medical  Center,  Birmingham,  Alabama. 

*Dr.  William  Osier  received  his  Baronetcy  in  1911. 


of  doing  postgraduate  study  in  Great  Britain, 
France,  and  Germany  became  quite  the 
thing  to  do  during  the  last  quarter  of  the 
19th  century  and  the  first  few  years  in  this 
century. 

The  Bassett  family  immigrated  to  this 
country  in  the  18th  century.  Isaac  Bassett, 
the  father  of  John  Young,  married  Naniela 
Davidson,  daughter  of  General  William  Lee 
Davidson  who  fell  at  Catawba  Ford  in  the 
Battle  of  Cowpens,  South  Carolina.  Isaac 
and  his  wife  settled  in  Baltimore  and  began 
their  married  life  when  Napoleon  was  ravag- 
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ing  most  of  Europe.  Five  children  were  born 
to  this  union:  Henry  Willis,  William,  John 
Young,  Frank,  and  Margaret.  The  two  older 
boys,  Henry  Willis  and  William,  were  both 
impatient  for  life.  Henry  Willis  was  anxious 
for  adventure  and  signed  on  a ship  when  17 
and  made  a voyage  around  the  world.  Wil- 
liam was  for  adventure  wherever  he  found 
it,  on  sea  or  shore,  but  his  passion  was  for 
books.  When  he  was  not  roistering  and  rov- 
ing, he  was  absorbed  in  books,  history,  poetry, 
science,  and,  later  on,  political  economy.  Wil- 
liam was  against  organized  authority,  what- 
ever it  was. 

The  third  son,  John  Young,  was  of  a dif- 
ferent temperament  from  his  two  older 
brothers.  He  was  quiet,  more  studious, 
graver,  more  sober,  and  much  gentler  with 
his  mother  than  the  older  brothers.  John 
stayed  at  home  and  from  early  childhood  he 
expressed  a desire  to  become  a musician. 

John’s  father,  Isaac,  died  in  his  early  forties 
in  Baltimore.  He  had  not  accumulated  a 
great  deal  of  wealth  so  the  boys  helped  sup- 
port the  family.  At  fifteen,  John  apprenticed 
himself  to  Samuel  Sweetwater,  a druggist  in 
Baltimore,  and  for  five  years  worked  by  day 
but  read  and  studied  at  night.  After  five 
years  of  apprenticeship  he  continued  another 
year  on  a salary.  The  next  year,  he  along 
with  a Dr.  Hammond  opened  a drug  store  in 
Baltimore.  Later  on  he  became  the  sole 
proprietor  and  sold  the  store  so  that  he 
could  begin  the  study  of  medicine. 

Washington  Medical  College  (Reorganized 
in  1867  and  merged  with  the  College  of  Phy- 
sicians and  Surgeons  of  Baltimore  in  1877 
and  became  part  of  the  University  of  Mary- 
land in  1878)  was  founded  in  1827  and  John 
Young  Bassett  received  his  diploma  in  1828. 

He  came  to  Alabama  just  a few  years  after 
she  joined  the  Union  and  opened  his  office 
in  Huntsville.  He  brought  his  younger 
brother,  Frank,  with  him  and  they  opened 
up  a drug  store.  Frank  was  the  apothecary 
while  John  combined  the  practice  of  medi- 
cine with  the  selling  of  drugs.  Frank  met 


with  an  accident  while  hunting,  and  lost  his 
life  from  tetanus  induced  by  the  bursting  of 
his  gun.  The  drug  store  passed  into  other 
hands  and  Dr.  Bassett  became  one  of  the 
regular  physicians  of  Huntsville.  At  that 
time,  Huntsville  was  one  of  the  most  refined 
communities  in  the  South.  Many  of  its  citi- 
zens were  wealthy  planters  whose  plantations 
were  located  in  Louisiana  and  Mississippi  as 
well  as  in  Alabama.  They  elected  to  live  in 
Huntsville  because  of  its  beautiful  climate 
and  because  of  the  educational  advantages 
offered  by  the  schools.  Many  of  the  boys  at- 
tended Harvard,  Yale,  Princeton,  and  the 
University  of  Virginia. 

Dr.  Bassett’s  practice  grew  as  he  was  a 
tireless  worker.  However,  he  did  find  time 
to  meet  the  young  ladies  of  the  community 
and  in  1831  he  married  Isophoena  Thompson, 
daughter  of  Dr.  Asa  Thompson,  wealthy 
country  doctor  and  planter. 

In  1835,  with  his  practice  increasing  and 
his  desire  to  excel  in  the  treatment  of  his 
patients,  he  made  plans  to  go  to  Europe  to 
study  and  practice  in  the  leading  clinics  and 
hospitals  in  England,  Scotland,  France,  and 
Germany.  His  friends  questioned  the  wisdom 
of  his  leaving  his  wife,  his  small  sons,  and  his 
practice  which  had  been  growing  very  well. 

In  spite  of  the  disadvantages  he  went 
ahead  with  his  plans  to  go  to  Europe. 
He  left  Huntsville  on  horseback  by  way  of 
Nashville  for  the  state  of  Illinois  where  he 
visited  at  Edwardsville  and  Vandalia.  His 
letter  of  October  15,  1835  was  written  on  the 
steamboat  “Chancellor”  on  the  Mississippi 
River.  He  stopped  over  in  Louisville  and 
Cincinnati  where  he  heard  Dr.  Daniel  Drake 
lecture  and  made  the  following  comment: 
“I  am  delighted  with  Dr.  Drake’s  manner  as 
a lecturer.”  He  visited  in  Philadelphia  for  a 
few  days  and  spent  ten  days  in  New  York 
City  before  sailing  on  the  “Roscoe”  on  Janu- 
ary 10,  1836  bound  for  Liverpool.  He  visited 
Manchester,  York,  Edinburgh,  Glasgow,  Bel- 
fast, and  Dublin  before  going  to  London. 
After  two  weeks  in  London  he  took  passage  to 
Paris. 
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Dr.  Bassett  attached  himself  at  once  to  the 
clinic  of  Velpeau  at  La  Charite'  and  learned 
that  there  were  many  Americans  studying 
at  the  various  clinics  and  schools  in  Paris. 
He  began  dissections  at  once  and  attended 
lectures.  He  often  gave  detailed  accounts  of 
his  experiences  in  his  letters  to  his  wife  and 
in  the  one  dated  March  16,  1836,  mentioned 
his  daily  routine:  “I  get  up  in  the  morning  at 
six  o’clock  and  am  at  La  Charite'  by  seven, 
follow  Velpeau  until  eight,  see  him  operate 
and  lecture  until  after  nine,  breakfast  at  ten 
at  a cafe.  At  eleven  I am  at  the  school  of 
practical  anatomy,  where  I dissect  until  two. 
Then  I attend  a class  of  practical  surgery 
until  three,  then  hear  Broussais  and  Andral 
until  five,  then  dine.  At  seven  I attend 
Helmagrande’s  class  of  midwifery,  which 
lasts  until  nine,  then  I come  to  my  room  and 
read  or  write  until  eleven,  when  I retire.” 

Apparently,  Bassett  had  occupied  his  time 
to  good  advantage  since  in  early  July,  he  re- 
ceived from  Velpeau  the  appointment  of 
externe  at  La  Charite'.  The  duties  of  externe 
required  him  to  be  at  the  hospital  at  six 
o’clock,  answer  to  his  name,  follow  the  sur- 
geon around  a certain  number  of  beds,  attend 
to  his  prescriptions  and  dress  the  patients. 
For  this  service  he  received  no  pay.  He  wrote 
his  wife  concerning  the  appointment:  “I  was 
on  the  eve  of  starting  for  Switzerland  but 
when  the  offer  was  made  me,  I did  what  I 
have  been  doing  all  my  life,  made  another 
sacrifice  for  my  profession  and  I am  deter- 
mined to  remain  and  take  the  service.  I have 
not  been  more  gratified  since  I have  been  in 
Europe;  it  is  a real  benefit  and  came  un- 
solicited.” 

His  last  letter  was  dated  October  16,  1836 
and  mentioned  his  approaching  departure  for 
home  and  that  he  intended  to  be  back  by  the 
first  of  the  year. 

Before  Dr.  Bassett  went  to  Europe,  his 
practice  was  adequate  for  his  family  and  per- 
sonal needs  but  because  he  was  a stranger 
without  prestige  of  name  or  fortune,  he  really 
had  a rough  time.  It  seems  that  the  firm  of 
Fearn,  Erskine,  and  Russel  catered  to  the 
wealthier  families  while  Bassett  drew  his  se- 


curity support  from  the  denizens  of  the  hills 
and  hollows  of  the  surrounding  country. 
However,  after  his  training  in  Europe,  things 
changed.  People  were  inclined  to  think  that 
a man  who  had  studied  in  London  and  Paris 
knew  more  than  other  physicians  and  so  it 
was  with  Dr.  Bassett.  He  gradually  was 
brought  into  a better  class  of  practice  because 
of  “consultation,”  called  for  by  other  physi- 
cians. His  knowledge  of  anatomy  and  his 
ability  as  a surgeon  soon  gave  him  the  sur- 
gical cases  of  that  section  of  the  country  and 
he  soon  became  the  recognized  surgeon  of 
North  Alabama. 

As  he  became  more  prosperous,  his  first 
thoughts  were  for  the  comfort  of  his  wife 
and  children.  He  built  one  of  the  nicest 
homes  in  Huntsville.  The  house  is  still  in 
good  repair  and  is  the  residence  of  one  of  Dr. 
Bassett’s  great  granddaughters. 


Bassett  Home 


Later  on  he  sent  for  his  mother  and  sister, 
Margaret.  Margaret,  a maiden  lady,  appar- 
ently had  been  quite  popular  in  Baltimore 
with  the  younger  set  which  included  Edgar 
Allen  Poe  and  his  older  brother,  Henry. 
Margaret,  a woman  of  education,  dis- 
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appointed  hopes  and  endowed  with  a liberal 
share  of  bitter  sarcasm,  stirred  up  strife  in 
the  community  and  John  had  to  bear  the 
brunt  of  it  all. 

A few  weeks  before  his  mother  came  to 
Alabama,  she  received  the  news  that  her 
eldest  son,  Henry  Willis,  who  was  the  sur- 
geon on  the  U.  S.  war  ship,  “Vandalia,”  had 
been  killed  in  a duel  at  Rio  de  Janeiro.  Henry 
was  a young  lieutenant  and  fell  at  the  first 
shot  and  died  within  30  minutes. 

John  Young  was  an  unusual  character. 
Being  a Bassett,  he  was  never  content  with 
accepting  any  condition  as  he  found  it  just 
because  it  existed.  There  was  slavery,  re- 
ligion, quackery,  and  professional  stupidity. 
Sooner  or  later  he  would  ridicule  each  of 
their  weaknesses.  He  outraged  the  institution 
of  slavery.  His  friends  and  associates  felt 
that  he  did  not  have  the  proper  reverence 
for  the  church  and  religion  because  he  ques- 
tioned many  of  its  established  rights.  The 
law  because  it  was  the  law  and  the  govern- 
ment because  it  was  the  government  was  not 
enough  so  he  probed  at  them  too.  He  was  a 
pioneer  in  various  areas  and  was  well  in  ad- 
vance of  the  thought  and  medical  science  of 
his  environment. 

Dr.  Bassett  was  a man  of  his  convictions. 
He  demonstrated  this  quality  during  the 
1840’s  when  the  abolitionists  in  Scotland  and 
Ireland  joined  with  the  Presbyterian  Synod 
in  America  in  denouncing  slavery.  The  re- 
ports of  the  actions  of  the  people  from  the 
foreign  countries  and  the  local  church  group 
appeared  in  the  Huntsville  papers  beginning 
in  1846.  Dr.  Bassett  took  issue  with  the  re- 
ports and  especially  with  the  local  Presby- 
terian minister  who  seemed  to  be  a self- 
appointed  committee  of  one  to  abolish  slav- 
ery. Dr.  Bassett  authored  a series  of  articles 
for  the  local  Huntsville  papers  and  signed 
them  with  the  pen  name  or  initials  J.  G.  R. 
From  the  content  and  style  of  the  other  ar- 
ticles in  the  local  press,  it  appears  that  he  used 
other  pen  names  which  helped  him  to  keep 
the  issue  of  slavery  before  the  public.  These 
articles  appeared  in  both  THE  DEMOCRAT 
and  the  SOUTHERN  ADVOCATE,  Hunts- 


ville, Alabama  in  1848.  During  the  same 
period.  Dr.  Bassett  also  wrote  several  small 
articles  to  the  editors  of  the  paper  and  signed 
his  own  name.  It  seems  that  as  the  contro- 
versy became  quite  heated.  Reverend  C.  P. 
Wing  discovered  that  the  articles  signed 
J.  G.  R.  were  written  by  Dr.  Bassett  and  so 
stated  the  fact  in  a rebuttal  article. 

The  clippings  of  the  articles  of  the  above 
controversy  apparently  were  saved  by  Dr. 
Bassett  and  many  of  them  were  pasted  in  a 
book.  On  April  6,  1848,  Dr.  Bassett  pre- 
sented another  article  to  the  Editor  of  THE 
DEMOCRAT  but  withdrew  it  when  he  found 
that  the  Reverend  Wing  had  left  town  pre- 
cipitously without  taking  care  of  his  financial 
affairs.  The  longhand  article  appears  in  the 
clipping  book  along  with  the  explanation  that 
there  was  no  need  for  its  publication  since 
Reverend  Wing  had  departed. 

Dr.  Bassett  took  an  active  interest  in  or- 
ganizing the  Medical  Society  of  Madison 
County,  Alabama.  The  September  5,  1848, 
issue  of  the  SOUTHERN  ADVOCATE  under 
the  following  headline,  “To  the  Medical  Pro- 
fession of  Madison  County”  carried  the  call  to 
convention.  “The  practitioners  of  medicine  of 
Madison  County  who  are  graduates  of  re- 
spectable schools  and  who  have  not  habitually 
indulged  in  quackery,  are  requested  to  at- 
tend a convention  to  be  held  in  the  Federal 
Court  Room  at  Huntsville,  on  the  first  Mon- 
day in  October,  between  10  and  12  o’clock, 
for  the  purpose  of  forming  a Medical  So- 
ciety.” 

At  the  convention  on  October  2,  1848,  it  was 
unanimously  resolved  that  an  auxiliary 
County  association  be  formed.  Dr.  Bassett 
along  with  four  other  physicians  constituted 
a committee  to  make  arrangements  for  the 
formal  organization  which  was  to  be  gov- 
erned by  the  “Regulations”  and  “Code  of 
Ethics”  submitted  by  the  National  Medical 
Convention  in  May,  1848.  Dr.  Bassett  served 
as  secretary,  pro  tem  and  later  on  signed  as 
chairman  of  the  committee. 

At  the  final  organization  meeting  on  Mon- 
day, November  6,  1848,  Dr.  Bassett  was 
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elected  secretary  of  the  Medical  Association 
of  Madison  County.  Sixteen  physicians  en- 
rolled as  members  of  the  new  county  asso- 
ciation. 

Dr.  Bassett  assumed  his  obligation  to  his 
adopted  state  and  to  the  union  by  serving  as 
Surgeon  General  of  First  Division  Militia, 
state  of  Alabama  in  1842.  He  was  made  a 
Master  Mason  in  1842  and  was  a member  of 
Helione  Lodge  No.  Seven  of  Huntsville. 

It  seems  that  Bassett  wrote  only  two  papers 
and  they  were  printed  in  Fenners  Southern 
Medical  Reports.  They  are  well  written  and 
display  his  great  knowledge  and  wisdom  as  a 
dedicated  physician.  He  was  a very  discreet 
individual  even  though  he  was  considered  by 
many  to  be  controversial.  In  his  first  report 
to  the  Southern  Medical  Reports  on  the 
topography,  climate,  and  diseases  of  Madison 
County,  Alabama,  Dr.  Bassett  made  the  fol- 
lowing statement  concerning  some  members 
of  the  medical  profession  in  his  county: 
“Many  of  these  early  doctors  are  yet  living; 
I have,  therefore,  avoided  mentioning  their 
names,  for,  like  Dr.  Atkinson  of  York,  when 
I speak  of  doctors,  I proceed  warily,  skim- 
ming over  them  and  their  names,  as  if  I were 
kicking  a wasp.” 

Dr.  Claudius  H.  Mastin,  in  a letter  to  Dr. 
Osier  dated  April  13,  1896,  had  the  following 
to  say  about  Dr.  Bassett:  “Having  decided  to 
make  medicine  my  profession,  I looked 
around  for  a preceptor  who  would  work  out 
the  proper  course  for  me  to  take,  and,  after 
investigation,  I concluded  that  Dr.  John  Y. 
Bassett  was,  by  all  odds,  the  best  fitted  man 
in  that  town  (Huntsville)  to  give  me  the 
instruction  I required.  Thus  it  was  that  I en- 
tered his  office  as  a pupil  in  1846  and  re- 
mained with  him  18  months  when  he  advised 
me  to  go  to  the  University  of  Pennsylvania 
and  gave  me  a letter  of  introduction  to  his 
personal  friend.  Professor  George  B.  Wood.” 
Young  Mastin  made  the  decision  to  study 
with  Bassett  in  spite  of  the  fact  that  his  two 
brothers  had  married  daughters  of  two  of 
Dr.  Bassett’s  associates.  Dr.  Fearn  and  Dr. 
Erskine. 


Bassett  was  born  when  this  republic  was 
little  more  than  25  years  old,  when  politically 
and  socially  it  was  taking  its  first  independ- 
ent steps  as  a nation.  Napoleon  was  at  the 
height  of  his  fame  and  was  destroying  coun- 
try after  country.  No  doubt  the  turmoil  of  the 
times  helped  make  him  an  unusual  man  in 
many  ways.  With  his  drive  to  be  a better 
physician  and  surgeon,  one  wonders  how  he 
might  have  performed  in  this  century  with 
our  modern  hospitals,  equipment,  drugs,  and 
vast  amount  of  medical  literature. 

Dr.  John  Y.  Bassett  married  Miss  Isophoena 
Thompson  on  April  21,  1831.  They  had  six 
children:  Henry  Willis  (who  became  a phy- 
sician, married  Carrie  Neal);  Alice  (married 
a Mr.  Young);  Laura;  Leonora;  John  (died 
young) ; and  William.  In  1851,  Dr.  Bassett, 
who  had  contracted  tuberculosis,  went  to 
Florida  for  his  health.  He  returned  in  the  fall 
and  died  on  November  2,  1851  in  Huntsville. 

In  the  preface  to  his  book  of  biographical 
essays.  Dr.  William  Osier  made  the  following 
statement  which  will  hold  true  for  ages  to 
come,  “Pictures  such  as  these,  detached  as 
many  of  them  are  from  each  other,  have  but 
one  value  to  the  student — to  waken  that 
precious  quality  of  human  sympathy  which 
may  enable  him  to  appreciate  that  in  the 
simple  annals  of  such  a career  as  the  ‘Ala- 
bama Student’  a life  may  be  as  perfect  as  in  a 
Harvey  or  a Locke.” 

Seventy  years  ago  in  the  last  paragraph 
of  Osier’s  essay,  he  summed  up  Bassett’s  ex- 
periences and  contributions  to  humanity  and 
this  gave  him  an  opportunity  to  impart  a bit 
of  his  own  philosophy  relative  to  the  “so 
called”  old  masters  in  the  medical  sciences. 
“.  . . I began  by  saying  that  I would  tell  you 
of  a man  of  whom  you  had  never  heard,  of  a 
humble  student  from  a little  town  in  Ala- 
bama. What  of  the  men  whom  he  revered, 
and  for  whom  in  1836  he  left  wife  and  chil- 
dren? Are  they  better  known  to  us?  Today 
scarcely  one  of  those  whom  he  mentions 
touches  us  with  any  firmness  from  the  past. 
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Of  a majority  of  them  it  may  be  said,  they 
are  as  though  they  had  never  been.  Velpeau, 
Andral,  Broussais,  the  great  teachers  whom 
Bassett  followed,  are  shadowy  forms  (almost 
as  indistinct  as  the  pupil),  dragged  out  to  the 
daylight  by  some  laudator  temporis  acti,  who 


would  learn  philosophy  in  history.  To  have 
certain  ideals — this  alone  is  worth  the 
struggle.  Now  and  again  in  a generation,  one 
or  two  snatch  something  from  dull  oblivion; 
but  for  the  rest  of  us,  sixty  years — we,  too, 
are  with  Bassett  and  his  teachers,  and 


No  one  asks 

Who  or  what  we  have  been. 

More  than  he  asks  what  waves. 

In  the  moonlit  solitudes  mild 
Of  the  midmost  ocean,  have  swelled. 
Foam’d  for  a moment,  and  gone.” 
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Introduction 

Many  physical,  chemical,  and  biologic  fac- 
tors have  been  shown  to  affect  the  erythro- 
cyte sedimentation  rate.  However,  no  refer- 
ence to  nutrition  can  be  found  in  a survey 
of  leading  hematology  textbooks. Actually, 
it  is  generally  accepted,  by  act  if  not  by  word, 
that  neither  malnutrition  nor  undernutrition 
(unless  very  severe)  is  believed  to  influence 
directly  the  erythrocyte  sedimentation  rate. 

In  view  of  the  paucity  of  information,  this 
report  is  designed  to  cast  some  light  upon  pos- 
sible relationships  between  various  nutrients 
and  the  erythrocyte  sedimentation  rate. 

Review  of  the  Literature 

A more  detailed  survey  of  the  literature 
concerning  the  relationship  of  nutrition  to 
erythrocyte  sedimentation  revealed  several 
interesting  reports.  Rinehart'"''-'  has  rather 


conclusively  demonstrated  that  a mixture  of 
ascorbic  acid  and  bioflavonoids  significantly 
lowered  the  sedimentation  rate  in  both 
adults  and  children  afflicted  with  rheumatic 
fever.  The  mean  reduction  at  the  end  of  one 
month  was  approximately  50  per  cent  while 
control  patients  with  rheumatic  fever  demon- 
strated no  change  in  sedimentation.  Cass  and 
his  co-workers'"  noted  a considerable  reduc- 
tion of  the  erythrocyte  sedimentation  rate 
after  ascorbic  acid  therapy  in  elderly  arthri- 
tics,  diabetics,  and  multiple  sclerosis  patients. 

These  observations  may  be  related  to  a sup- 
pression of  inflammation  since  Menkin"  has 
reported  that  water-soluble  citrus  bioflavo- 
noids are  quite  potent  anti-inflammatory  sub- 
stances. Actually,  they  are  effective,  over  a 
larger  pH  range  than  either  cortisone  or  cor- 
ticotropin (ACTH),  in  reducing  capillary 
permeability. 

Walker  and  his  associates  of  the  South 
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African  Institute  for  Medical  Research'-  have 
noted  that,  although  high  sedimentation  rates 
are  common  among  different  regional  groups 
of  apparently  healthy  Bantu  mine  workers, 
the  values  are  reduced  to  normal  limits  after 
subjects,  without  medical  treatment,  have 
consumed  for  four  to  15  months  the  excellent 
diet  provided  in  the  mine  compounds.  They 
report  as  follows:  “Our  results  revealed  an 
equal  degree  of  abnormality  of  erythrocyte 
sedimentation  rate  among  recruits  with  and 
without  previous  periods  of  service  in  the 
mines.  This  finding  suggests  that  the  normal 
values  found  on  leaving  the  mines  rise  again 
on  returning  for  some  months  to  conditions 
of  tribal  life.  The  dramatic  and  unexpected 
changes  in  erythrocyte  sedimentation  rate 
found  in  these  outwardly  healthy  subjects  are 
not  due  to  any  medical  treatment,  and  we  are 
driven  to  ascribe  the  changes  directly,  or  in- 
directly, to  the  consumption  of  an  excellent 
diet  for  several  months.  The  workers,  rang- 
ing in  age  from  18  to  40  years,  came  from 
areas  where  the  diet  is  usually  adequate  in 
calories  and  gross  protein,  but  is  low  in 
animal  protein,  fat  and  certain  mineral  salts 
and  vitamins.  The  mine  compound  diet, 
which  may  be  eaten  to  satiety,  is  nutrition- 
ally adequate.” 

Method  of  Investigation 

Eighty-four  white  male  presumably 
healthy  junior  dental  students  participated 
in  this  study.  At  the  initial  visit  the  erythro- 
cyte sedimentation  rate,  corrected  and  un- 
corrected, was  done  by  the  Wintrobe  tech- 
nique.'’*  The  students  were  randomly  classed 
into  two  major  groups  (Table  1).  Group  I, 
consisting  of  40  students,  was  instructed  to 
take  a relatively  low-refined-carbohydrate 
(no  sugars  or  white  flour  products)  high- 
protein  diet  (increased  consumption  of  meat, 
fish,  fowl,  eggs,  nuts,  and  cheese)  for  three 
days.  Group  II  (44  students)  was  randomly 
divided.  Group  Ila  was  given  40  grams  of  a 
protein  supplement  (Table  2)  for  three 
days;  Group  Ilb  was  administered  an  identi- 
cal placebo  (methylcellulose,  40  grams 
daily)  for  the  same  time  period. 


Three  days  later  the  corrected  and  uncor- 
rected erythrocyte  sedimentation  rate  was 
ascertained  by  the  same  technician  with  the 
same  technique. 

Results 

The  participants  in  Group  I receiving  a 
relatively  low-refined-carbohydrate  high- 
protein  diet  for  three  days  did  not  demon- 
strate significant  changes  in  uncorrected 
(Table  3 and  Figure  1)  or  corrected  (Table 
4 and  Figure  2)  erythrocyte  sedimentation 
rates.  This  was  true  not  only  for  the  differ- 
ence of  the  means  but  for  the  coefficient  of 
correlation  between  the  initial  sedimentation 
rate  and  the  difference  after  the  three-day 
dietary  (Figures  1 and  2). 

Although  the  means  were  not  significantly 
different  (Table  3)  in  the  individuals  re- 


TABLE  1 


groups 

number 

of 

subjects 

treatment  regime 

I 

40 

relatively  low-refined-carbo- 

hydrate,  high-protein  diet 

Ila 

22 

protein 

lib 

22 

placebo 

TABLE  2 

Composition  of  Protein  Tablets 

Average  weight 

...760  mg. 

Protein  content 

derived  from 

soybean  protein  concentrate 

casein 

gelatin 

Essential  Amino  Acid  Content 

(per  12  tablets) 

Isoleucine  

485  mg. 

Leucine  

-.715  mg. 

Lysine  - — 

. 560  mg. 

Methionine  

-135  mg. 

Phenylalanine  - 

-450  mg. 

Ttirprininp 

350  mg. 

Tryptophane  

95  mg. 

Valine  — — 

- 460  mg. 
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Table  3 

uncorrected  erythrocyte  sedimentation  rate 

coefficient 
0 f 

correlation 
of  the 


signi f i- 

initial 

cance 

scores 

signi f icance 

initial 

final 

of  the 

versus  the 

of  the 

values 

values 

di  f fer- 

difference 

coefficient 

(mean 

(mean 

ence  of 

from  the 

of 

sample 

and 

and 

the  means 

initial 

correlation 

group 

size 

S.D.  ) 

S.D. ) 

(P) 

(r) 

(P) 

I 

40 

6.9  + 6.5 

7.4  + 6.3 

=0.500 

-0.317 

>0.050 

Ila 

22 

6.2  + 6.7 

7.1  + 5.7 

=0.500 

-0.520 

<0.050 

Ilb 

22 

7.7  + 6.3 

8.7  + 6.9 

=0.500 

-0.228 

>0.200 

uncorrectGd  sedimentation  rates 
low-ref ined-carbohydrate  diet 
(Group  l) 


+ 10  - 


difference 
of  initial 
from  final  0 - 
uncorrected 
sedimentation 
rate 


-10  - 


r = -0.317 
P >0.050 

• • 

I I • 

0 10  20 

initial  uncorrected 
sedimentation  rate 


30 


Figure  1 
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Table  4 

corrected  erythrocyte  sedimentation  rate 


initial 

final 

values 

values 

(mean 

(mean 

sample 

and 

and 

group 

size 

S.D.) 

S.D. ) 

I 

40 

9.2  + 6.1 

9.0  + 6.1 

Ila 

22 

9.2  + 6.4 

9.3  + 4.7 

Ilb 

22 

12.3  + 6.0 

12.0  + 6.1 

coefficient 
o f 


signi f i- 

correlation 
of  the 
initial 

cance 

scores 

signi f icance 

0 f the 

versus  the 

of  the 

di f fer- 

d i f ference 

coefficient 

ence  of 

from  the 

of 

the  means 

initial 

correlation 

(P) 

(r) 

(P) 

=0.500 

-0.321 

>0.050 

=0.500 

-0.698 

<0.005 

=0.500 

-0.327 

>0.100 

corrected  sedimentation  rates 
low-refined-carbohydrate  diet 
(Group  l) 


+10  - 

• 

r 

= -0.321 

>0.050 

difference 
of  initial 
from  final  0 - 

• • 

M • 

**JSiM*# 

corrected 

sedimentation 

rate 

: 

• • . 

-10  - 

• 

• 

1 1 1 

0 10  20 

initial  corrected 

sedimentation  rate 

Figure  2 
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uncorrected  sedimentation  rates 
protein  (Group  Ila)  and 
placebo  (Croup  Ilb) 

o 

Group  Ila  • 
r = -0.520;  P <0.050 

Group  lib  O 

* r = -0.228;  P >0.200 


+ 10  - 


difference 
of  initial 
from  final  0 - 
uncorrected 
sedimentation 
rate 


-10  - 


• O 


0 10 


I I 

20  30 


initial  uncorrected 
sedimentation  rate 

Figure  3 


corrected  sedimentation  rates 
protein  (Group  Ila)  and 
placebo  (Group  lib) 


+ 10  - 


d i f f erence 
of  initial 
from  final  0 - 
corrected 
sedimentation 
rate 


Group  Ila  • 
r = -0.698;  P <0.005 

Group  lib  o 
r = -0.327;  P >0.100 


Oo 


o o 


o 


o 


o 


-10  - 

I I 

0 10 


) I 

20  30 


initial  corrected 
sedimentation  rate 


Figure  4 
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ceiving  the  protein  supplement  (Group  Ila), 
an  increase  in  the  low  sedimentation  rates 
and  a reduction  of  the  high  values  were  quite 
striking.  In  the  main,  those  scores  greater 
than  ten  millimeters  per  hour  were  reduced 
and  the  rates  below  five  millimeters  per  hour 
were  increased.  The  consistency  of  this  pat- 
tern is  reflected  by  a significant  coefficient 
of  correlation  for  the  uncorrected  (r  = -0.520; 
P <0.050)  sedimentation  rates  in  Table  3 
and  Figure  3 and  the  corrected  (r  = -0.698; 
P <0.005)  sedimentation  rates  in  Table  4 
and  Figure  4. 

The  erythrocyte  sedimentation  rate  of  the 
control  group  (Ilb)  did  not  significantly 
change  following  the  three  days  of  placebo 
supplementation.  This  may  be  observed  for 
the  uncorrected  rate  in  Table  3 and  Figure  3 
and  for  the  corrected  rate  in  Table  4 and 
Figure  4. 


Discussion 

It  appears  from  the  results  of  this  study 
that  provision  of  a balanced  essential  amino 
acid  formula  (40  grams  daily)  to  a group  of 
presumably  healthy  students  produced  sig- 
nificant alterations  in  the  erythrocyte  sedi- 
mentation rate  after  three  days.  These 
changes  are  not  revealed  by  the  difference 
of  the  means  since  very  low  rates  tended  to 
increase  slightly  and  high  values  decreased. 
The  correlation  coefficient,  however,  between 
the  initial  sedimentation  rates  and  the 
changes  after  three  days  was  quite  orderly 
and  significant.  The  degree  of  significance 
was  enhanced  when  the  rate  was  corrected 
for  the  number  of  erythrocytes  (Figure  3 
and  Figure  4). 

Since  a double-blind  procedure  was  em- 
ployed and  no  significant  changes  were  ob- 
served in  the  placebo  group,  it  is  possible 
that  the  altered  sedimentation  in  the  supple- 
mented subjects  was  in  response  to  the  ad- 
ministered protein.  This  seems  likely  since 
erythrocyte  sedimentation  is  known  to  be,  in 
part,  a function  of  the  plasma  proteins.^^ 


Summary 

In  a double-blind  study  on  84  male  dental 
students,  significant  alterations  of  the  eryth- 
rocyte sedimentation  rates  were  observed  in 
the  protein-supplemented  (40  grams  per 
day)  group  after  three  days.  The  absence 
of  significant  changes  in  the  control  (placebo 
supplement)  subjects  indicates  the  possibility 
that  the  observed  decrease  in  elevated  and 
increase  in  low  erythrocyte  sedimentation 
rates  was  mediated  by  protein  supplementa- 
tion. 
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of  the  State  Medical  Journal  Advertising 
Bureau,  Inc.,  retired  effective  July  1,  1964. 
Mr.  Jackson  came  to  the  American  Medical 
Association  on  July  23,  1907.  He  has  spent  his 
entire  business  life  in  the  field  of  scientific 
medicine.  When  the  Bureau — then  known 
as  the  Cooperative  Medical  Advertising 
Bureau — was  reorganized  in  December,  1945, 
Mr.  Jackson  was  appointed  Director  by  the 
Board  of  Trustees.  In  December,  1955,  the 
Bureau  was  formally  separated  from  the 
AMA  and  Mr.  Jackson  was  elected  President 
of  the  new  corporation.  Mr.  Jackson  will 
continue  his  service  to  the  State  Journal  Ad- 
vertising Group  in  a consultant  capacity. 

It  has  been  a pleasure  knowing  Mr.  Jackson 
for  the  past  few  years. 

The  Journal  of  the  Medical  Association  of 
the  State  of  Alabama  has  received  much  help 
and  many  courtesies  from  him. 

This  Journal  wishes  Mr.  Jackson,  good 
health,  happiness,  and  a pleasant  retirement. 


PROJECT  HOPE 

Three  Montgomery  physicians  are  par- 
ticipating in  the  teaching-training  hospital 
ship  SS  HOPE  currently  winding  up  a ten- 
month  medical  mission  to  Guayaquil,  Ecua- 
dor. 

Dr.  William  A.  Daniel,  pediatrician,  and 
Dr.  H.  J.  Till,  surgeon,  will  spend  two  months 
in  the  Central  American  republic  where  they 
will  teach  medical  students  and  interns  the 
“American  way  of  medicine”  and  treat  pa- 
tients there. 

Dr.  D.  S.  Hagood  has  served  on  the  ship 
which  has  been  in  Ecuador  since  November. 
He  will  return  to  Montgomery  soon. 

Twenty  physicians  and  three  dentists  com- 
prise the  fifth  and  final  rotation  team  that 
will  join  the  ship’s  medical  staff.  The  per- 
manent Corps  of  84  physicians,  nurses,  and 
technical  personnel  are  attached  to  the  HOPE 
for  the  duration  of  a medical  mission. 

Physicians  participating  in  the  two-month 
project  in  Ecuador  serve  with  no  pay.  They 
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work' in  the  complete  hospital  on  the  ship  and 
also  work  with  local  doctors. 

The  project  is  sponsored  by  contributions 
to  the  “People-to-People  Foundation.” 

The  JOURNAL  commends  these  humani- 
tarian physicians. 


ALCOHOLISM 

At  least  one  in  every  21  adults  in  the 
United  States  is  alcoholic  by  medical  defi- 
nition, stated  Herbert  H.  Hill,  executive  di- 
rector of  Alcohol  Problems  Association  of 
Seattle,  Washington,  in  an  address  before  the 
Institute  of  Scientific  Studies  for  the  Preven- 
tion of  Alcoholism. 

Addressing  the  ninth  annual  session.  Hill, 
who  is  associate  director  of  the  Institute,  told 
some  50  students  that  “as  you  walk  down 
‘Main  Street,  U.  S.  A.’  every  twenty-first 
adult  you  meet  is  alcoholic,  statistically 
speaking.” 

Hill  divided  alcoholics  into  four  classifica- 
tions, of  which  the  first  three  have  normally 
balanced  personalities:  ( 1 ) Catastrophe 
Drinkers,  who  react  to  some  cataclysmic  ex- 
perience; (2)  Pressure  Drinkers,  who  have  a 
pre-existent  problem;  (3)  Sensitivity  Drink- 
ers, who  react  to  increased  pressures  of  life; 
and  (4)  those  who  have  personality  deficien- 
cies and  who  are  social  misfits. 

Pointing  out  the  difference  between  the 
“social  drinker”  and  the  “reward  drinker,” 
Hill  said  “the  ‘social  drinker’  is  one  who 
drinks  only  very  small  amounts,  seldom 
drinks  except  on  social  occasions  . . . and 
tolerates  well  the  mild  euphoria  and  easing  of 
tensions  associated  with  his  drinking. 

“The  ‘reward  drinker’  tends  to  keep  up 
with,  or  even  a bit  ahead  of  the  crowd  in  his 
drinking,  finds  drinking  heightens  his  pleas- 
ure at  social  events,  prefers  occasions  where 
alcoholic  refreshments  are  served,  and  enjoys 

AUGUST  1964— VOL.  34,  NO.  2 


a marked  release  from  tension  as  a result  of 
drinking,”  stated  Hill. 

Hill  said  he  became  impatient  with  some  of 
his  abstaining  friends  who  feel  that  drinking 
is  foolish  behavior  because  the  individual 
gets  “nothing  out  of  it.”  “In  the  case  of  the 
‘reward  drinker’  they  are  certainly  missing 
the  point,”  remarked  Hill.  “It  is  because  he 
is  ‘getting  something  out  of  it’  that  the  ‘re- 
ward drinker’  will  keep  on  drinking — even 
to  the  point  of  self-destruction.” 

He  said  the  tendency  has  been  to  place  dra- 
matic values  on  the  transition  from  social 
drinking  to  problem  drinking  by  talking 
about  such  symptoms  as  gulping,  hang-overs, 
and  blackouts,  when  the  simple  truth  is  the 
subtle  and  meaningful  role  of  alcohol  as  a 
“reward”  emerges  so  unobtrusively  in  the 
life  pattern  of  the  individual  as  to  leave  him 
unaware  of  its  growing  importance  to  him, 
nor  of  his  own  ability  to  cope  with  life  with- 
out it. 

“I  think  too  much  is  made  of  the  ‘escape 
value’  of  drinking  in  the  life  of  the  problem 
drinker  and  the  alcoholic,  and  too  little  is 
made  of  the  ‘reward  potential’  of  alcohol  for 
the  social  drinker,”  stated  Hill.  “I  believe  it 
would  be  more  effective  and  more  under- 
standable to  the  average  social  drinker  . . . 
if  he  were  helped  to  understand  that  alcohol- 
ism does  not  occur  because  an  individual  seeks 
dramatic  ‘escape  from  reality’  in  drunken- 
ness. 

“Rather  it  is  because  the  nature  of  alcohol 
in  its  effect  upon  the  central  nervous  system 
is  such  as  to  create  illusions  of  competence, 
security,  and  skill,  which  lead  one  in  the 
face  of  insecurity  and  tension  to  return  un- 
wittingly to  the  illusion  until  the  capacity 
for  reality  is  diminished  and  the  appeal  of 
‘escape’  is  irresistible.” 

Sponsored  by  the  National  Committee 
for  the  Prevention  of  Alcoholism,  the  Wash- 
ington Institute  began  July  27  and  was 
scheduled  to  conclude  August  6. 
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In  describing  the  recent  AMA  meeting  in 
San  Francisco  one  must  think  of  jet  planes 
for  transportation,  fabulous  sights  in  a far- 
away city,  medical  and  national  politics  at 
their  best  (or  worst),  and  of  an  organization 
that  is  streamlined  and  functions  as  demo- 
cratically as  any  legislative  body  in  this  na- 
tion can  function,  the  American  Medical 
Association. 

The  organization  of  the  AMA  is  amazing 
and  all  state  and  county  groups  would  do 
well  to  follow  its  example.  The  House  of 
Delegates  is  a unicameral  body  that  directs 
the  policy  and  speaks  for  the  Association. 
Our  own  Alabama  delegation  looks  good. 
The  job  requires  dedication  and  self-sacrifice 
as  no  other  position  of  responsibility  does. 


Close  attention  to  details,  attendance  and  at- 
tention in  reference  committee  hearings, 
buttonholing  friends  to  vote  for  legislation 
that  is  considered  proper  are  a few  of  the 
items  in  a day’s  work.  It  goes  without  saying 
that  the  Delegates  spend  many  hours  of  hard 
work  getting  the  job  done.  The  hospitality 
rooms  are  essential  places  to  carry  on  the 
contacts.  The  Southeastern  States  entertain 
at  what  amounts  to  a buffet  luncheon  at  noon 
and  a short  refreshment  hour  in  the  late 
afternoon.  The  good  will  created  by  Ala- 
bama’s three  delegates  when  they  were  hosts 
this  time  gave  them  an  entree  to  any  gather- 
ing. Dr.  Bryce  Robinson  was  elected  to  the 
Council  on  Medical  Education  last  year,  the 
trend  being  to  avoid  having  all  medical 


44 


J.  M.  A.  ALABAMA 


PRESIDENT'S  PAGE 


school  professors  controlling  medical  educa- 
tion. By  keeping  eyes  and  ears  to  the  ground 
the  Alabama  group  was  able  to  put  Bryce 
in.  He  has  been  to  all  the  meetings  for  a long 
time  and  has  a lot  of  friends  who  supported 
him.  Dr.  M.  Vaun  Adams  was  chairman  of 
the  tellers  who  counted  the  votes  in  the 
House  of  Delegates  this  year,  and  the  election 
of  the  President  was  decided  by  two  votes  in 
favor  of  Dr.  Donovan  Ward  from  Iowa.  Be- 
hind the  scenes,  keeping  the  ball  rolling,  was 
John  Chenault  with  his  charming  and  able 
wife  who  has  been  on  the  Board  of  the 
Auxiliary. 

The  State  Presidents  have  come  to  the  fore 
in  the  thinking  of  the  AMA.  Many  of  the 
State  Presidents  were  attending  the  meeting 
for  the  first  time.  Forty-seven  of  the  50  State 
Presidents  were  present  at  the  presentation 
on  Sunday  afternoon.  The  occasion  was  very 
impressive  since  it  marked  the  opening  of 
the  meeting.  The  group  filed  in  (led  by 
Alabama,  of  course)  and  sat  on  the  rostrum 
behind  the  AMA  officers  and  invited  guests. 
Following  this  the  State  Society  Presidents’ 
meeting  was  held.  Two  political  candidates 
were  heard,  one  Republican  and  one  Demo- 
crat, from  districts  in  California.  Both  were 
conservative  in  viewpoint.  A former  presi- 
dent of  the  Farm  Bureau,  and  Dean  Clarence 
Manion,  of  Notre  Dame  Law  School,  topped 
the  afternoon.  Their  theme  was  for  anything 
but  the  liberal  way  of  thinking. 


The  State  Presidents  had  lunch  as  guests 
of  the  Board  of  Trustees  prior  to  the  after- 
noon’s activities.  They  met  again  on  Tuesday 
at  lunch  to  formulate  a program  for  the  State 
Presidents  and  Presidents-elect  to  attend  the 
annual  and  the  clinical  meetings  of  the  Asso- 
ciation each  year.  The  purpose  is  to  discuss 
mutual  State  Association  problems  rather 
than  the  problems  of  the  AMA.  Much  good 
can  be  accomplished  by  bringing  these  State 
officers  together.  An  example  in  point  that 
was  brought  out  by  discussion  with  the  Presi- 
dent of  the  Texas  Association  was  the  fact 
that  their  delegates  are  elected  for  two  year 
terms.  Usually  they  are  re-elected  unless 
they  are  derelict  in  their  duty.  One  of  their 
men  has  been  serving  13  years. 

The  Medical  Association  of  the  State  of 
Alabama  needs  to  support  its  delegates  to 
the  AMA  for  all  expenses  involved;  the  Presi- 
dent and  the  President-elect  should  be  sup- 
ported in  attending  any  meeting  to  which 
they  are  invited  by  the  AMA;  and  if  the 
delegates  to  the  AMA  are  to  be  elected,  then 
based  on  their  past  performances,  they  can 
be  re-elected  as  long  as  they  want  the  job. 
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Medical  Contributions  to  Accident  Prevention* 


PAUL  V.  JOLIET.  M.  D. 
and 

A.  L.  CHAPMAN.  M.  D.f 
Washington,  D.  C. 


The  authors  emphasize  the  physician's  role  in  educating  the  public  to 
the  hazards  of  accidents  and  the  etiologic  factors  involved.  The  im- 
portance of  this  is  obvious  when  one  considers  the  over-all  loss  of  life 
because  of  accidents. 


For  some  time  the  American  Medical  Asso- 
ciation has  been  active  in  the  field  of  accident 
prevention.  As  a result,  state  and  local 
medical  societies,  as  well  as  individual  phy- 
sicians, have  become  much  more  aware  of 
the  contributions  they  can  make  to  a reduc- 
tion in  the  incidence  of  accidental  deaths  and 
injuries. 

There  are  sound  reasons  to  justify  this  in- 
creased activity. 


*Read  before  the  Section  on  Preventive  Medi- 
cine, Southern  Medical  Association,  Fifty-Sixth 
Annual  Meeting,  Miami  Beach,  Fla.,  Nov.  12-15, 
1962. 

tFrom  the  Division  of  Accident  Prevention,  Pub- 
lic Health  Service,  U.  S.  Department  of  Health, 
Education  and  Welfare,  Washington  25,  D.  C. 


(1)  Accidents  cause  more  deaths  than  the 
infectious  diseases. 

(2)  Accidents  are  the  primary  cause  of 
death  among  all  age  groups  from  ages  one 
to  thirty-six. 

(3)  National  Health  Survey  reports  show 
that  47  million  Americans  are  injured  every 
year. 

(4)  In  1910,  less  than  10%  of  the  young- 
sters between  the  ages  of  15  and  24  were 
killed  by  accidents.  This  year  more  than 
50%  of  the  deaths  in  this  age  group  will  be 
due  to  accidents. 

(5)  Today,  six  of  every  seven  man-hours 
lost  in  industry  result  from  “off-the-job”  ac- 
cidents. 
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Based  on  these  and  other  equally  revealing 
statistics,  it  may  be  seen  that; 

(1)  Accidents  are  very  costly  to  workmen 
and  their  families. 

(2)  Accidents  reduce  the  profit  of  indus- 
tries. 

(3)  Accidents  place  a heavy  burden  on 
hospitals  and  physicians. 

(4)  Accidents  increase  taxes  because  of 
mounting  welfare  burdens. 

(5)  Accidents  kill  our  children  with  merci- 
less frequency. 

(6)  Accidents  reduce  the  capacity  of  the 
nation  to  produce  goods  and  provide  services 
so  necessary  today  for  national  survival. 

(7)  Accidents  erode  the  efficiency  of  our 
armed  forces. 

Of  all  the  ills  that  beset  us,  the  accident 
is  the  most  common  and  the  most  insidious — 
the  one  about  which  we  know  the  least. 

It  is  difficult  to  understand  why  accidents 
have  not  evoked  more  of  a reaction  from 
public  health  workers  and  physicians  when 
the  health  implications  of  accidents  have 
been  so  obvious. 

It  is  true  that  accidents  have  been  thought 
of  as  unpreventable  events  about  which 
nothing  could  be  done.  But  so  were  the  in- 
fectious diseases,  once  thought  of  as 
“scourges”  and  “pestilences,”  which,  at  least 
in  the  United  States,  have  been  either  elimi- 
nated or  substantially  controlled.  And  it  was 
largely  the  medical  and  public  health  pro- 
fessions that  did  this. 

Each  day,  more  and  more  people  are  seeing 
accidents  in  their  true  light — as  sequences  of 
events  which  usually  produce  unintended  in- 
jury, death,  or  property  damage. 

The  elements  involved  in  this  sequence 
of  events  slowly  but  surely  are  being  identi- 
fied, studied,  and  investigated. 

Man,  the  most  important  element  in  the 
sequence  of  accident-producing  events,  can 
be  motivated  to  live  and  work,  and  to  drive 


and  play  in  such  a way  that  he  is  less  likely 
to  have  a disabling  or  fatal  accident. 

The  various  environments  in  which  man 
moves  about  can  be  modified  in  such  a way 
as  to  minimize  the  chances  of  serious  acci- 
dent. 

And  finally,  agents,  the  instruments  of  acci- 
dent causation,  can  be  “delethalized” — can 
be  constructed — in  such  a way  that  they  can 
be  used  with  less  chance  of  personal  injury 
and  death. 

When  accidents  are  looked  at  from  this 
epidemiologic  point  of  view,  it  becomes  ob- 
vious that  physicians  can  contribute  much 
to  their  control. 

(1)  Physicians  can  educate. 

They  can  educate  parents  about  the  dan- 
gers of  child  poisoning. 

They  can  advise  oldsters  not  to  drive  cars 
when  they  are  physically  unfit  to  do  so 
(strokes) . 

They  can  protect  patients  under  medica- 
tion from  unnecessarily  exposing  themselves 
to  accident-causing  situations  (diabetes). 

(2)  Physicians  can  set  an  example. 

They  can  install  and  use  seat  belts  in  their 
cars  and  advise  their  patients  to  use  them. 

They  can  wear  life  vests  when  boating. 

They  can  obey  local  driving  laws  and  ordi- 
nances. 

They  can  develop  escape  plans  for  their 
family  in  case  of  fire. 

They  can  obey  prescribed  safety  practices 
while  hunting. 

(3)  Physicians  can  assist  others  in  the 
community  to  make  the  community  safer. 

They  can  help  teach  ambulance  crews  how 
to  properly  handle  the  injured. 

They  can  teach  mouth-to-mouth  breathing 
to  community  groups. 

They  can  help  organize  community  re- 
sources to  insure  the  teaching  of  youngsters 
to  swim. 
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They  can  help  develop  poison  control  cen- 
ters or  improve  their  operation. 

(4)  Physicians  can  become  safety  leaders 
in  their  community. 

They  can  participate  in  the  activities  of 
the  local  safety  council,  if  one  exists,  or  help 
establish  one  if  one  is  needed. 

They  can  encourage  and  cooperate  with 
local  health  departments  in  doing  the  many 
things  that  can  be  done  to  make  safe  living 
a reality. 

The  list  of  specific  activities  that  can  be 
engaged  in  by  physicians  willing  to  serve 
their  community  better  is  very  long. 

For  further  specifics,  I would  like  to  refer  you 
to  a book  entitled  “Accident  Prevention — The  Role 
of  Physicians  and  Public  Health  Workers,”  pub- 
lished by  McGraw-Hill  Book  Company  for  the 
American  Public  Health  Association.  Of  particu- 
lar interest  to  physicians  would  be: 

The  Introduction — by  Dr.  F.  J.  L.  Blasingame, 
Executive  Vice-President  of  the  American  Medical 
Association. 

Chapter  16 — The  Physician’s  Role  by  Dr.  Carl 
Potthoff. 

Chapter  18 — Programs  for  Physicians  and  Medi- 
cal Societies  by  Dr.  William  W.  Bolton  of  the 
American  Medical  Association. 

Chapter  11 — Medical  Aspects  of  Industrial  Fleet 
Driving  by  Dr.  Harold  Brandeleone. 

It  has  been  stated  that  the  majority  of  ac- 
cidents are  precipitated  primarily  by  human 
factors.  These  are  factors  within  individuals 
which  reflect  their  physical,  emotional,  and 
physiologic  condition.  That  is  what  makes 
the  study  of  accident  prevention  so  difficult. 

A farmer,  performing  essentially  the  same 
chores  he  has  performed  for  20  years,  one 
day  has  his  hand  caught  in  a corn  picker. 

Why? 

A review  of  the  accident  situation  may  re- 
veal no  change  in  the  environment,  and  no 
defect  in  the  corn  picker. 

However,  there  may  have  been — in  fact, 
there  must  have  been  some  change  in  the 
farmer. 

Was  it  in  his  physical  condition?  Had  age 
finally  slowed  his  reflexes  so  an  act  he  had 


done  repeatedly  without  injury  over  a period 
of  many  years  was  no  longer  safe? 

Was  his  vision  at  fault? 

Or,  was  he  suffering  from  diabetes,  a cold, 
or  some  other  undiagnosed  or  untreated  in- 
firmity? 

Or  was  it  his  physiologic  function  that  was 
at  fault? 

Perhaps  a “nip”  or  two  at  lunch  time? 

Or  antihistamine  pills  because  of  his  hay 
fever? 

Or  was  he  just  tired  out  from  the  school- 
board  meeting  he  attended  the  night  before? 

Perhaps  there  really  was  nothing  wrong 
with  him  physically.  The  trouble  might  all 
“have  been  in  his  head.”  Was  he  thinking  too 
seriously  about  a recent  crop  loss?  Perhaps 
he  was  preoccupied  about  the  condition  of 
his  wife  whose  gall  bladder  had  to  come  out? 
Maybe  it  was  worry  over  the  cost  of  repair- 
ing his  car — a motor  overhaul  costs  a lot  of 
money  these  days. 

This  make-believe  story  was  told  to  give 
you  some  idea  of  the  scope  and  complexity 
of  the  problem  which  faces  research  workers 
who  at  long  last  are  seriously  attacking  the 
problem  of  accident  prevention. 

On  the  other  hand,  this  story  was  not  in- 
tended to  convey  to  you  the  idea  that  noth- 
ing can  be  done  to  solve  this  complex  prob- 
lem until  a lot  more  research  has  been  com- 
pleted. 

An  intelligent  beginning  can  be  made  by 
analyzing  the  problem — by  breaking  it  down 
into  manageable  parts. 

Once  a man  was  asked  if  he  could  swallow 
an  elephant,  his  reply  was  most  astute.  “I 
can  if  I can  cut  the  elephant  up  and  eat  it  one 
piece  at  a time.” 

So,  what  are  some  of  the  more  important 
parts  of  the  accident  elephant? 

At  least  seven  can  be  identified  and  worked 
upon  as  special  problems.  Accidents  in  or  by 
a motor  vehicle  quantitatively  and  emotion- 
ally are  of  prime  importance.  Then  come 
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falls,'  drowning,  other  transport  accidents, 
fires  and  explosions,  poisoning,  and  firearms. 

Already  the  problem  seems  less  complex. 

Time  does  not  permit  describing  all  of  the 
technics  of  accident  prevention  of  proven 
value  under  each  heading,  but  let  me  list  just 
a few  examples  under  each: 

Motor  vehicles — seat  belts,  driver  education,  im- 
plied consent  laws. 

Falls — better  supervision  of  children  and  old 
people. 

Drowning — swimming  instruction,  and  mouth- 
to-mouth  resuscitation. 

Fires — family  escape  plan,  fireproof  fabrics  and 
paints. 

Poisoning — put  medicines  out  of  reach  of  chil- 
dren, store  household  cleaning  materials  in  a safe 
place. 

Firearms — courses  in  gun  safety,  safe  storage  of 
guns  at  home. 

Finally,  let  us  talk  a moment  about  atti- 
tudes. 

In  the  long  run,  is  it  the  individual’s  atti- 
tude more  than  anything  else  which  deter- 
mines whether  or  not  he  will  exceed  his  ca- 
pacities and  run  the  risk  of  having  an  acci- 
dent? 

A reporter  for  World  Health,  in  preparing 
an  issue  on  accident  prevention,  saw  fit  to 
interview  a mountaineer,  a racing  motor- 
cyclist, a racing  motorist,  and  a woman  acro- 
bat-parachutist— all  risk  takers. 

When  asked  about  his  attitude  towards  ac- 
cidents, the  mountain  climber  said,  “It  is 
much  more  difficult  to  give  up  than  to  go  on.” 

Does  not  this  attitude  apply  to  the  driver 
who  has  driven  too  many  miles,  to  the  farmer 
who  has  worked  too  many  hours,  to  the 
doctor  who  has  made  too  many  calls? 

The  motorcycling  champion  said,  “Calcu- 
late every  move  you  make.” 

Is  not  that  equally  applicable  to  all  of  us? 
To  the  young  man  driving  a car,  to  the  old 
man  walking  downstairs,  to  the  veterinarian 
handling  an  animal  that  may  be  rabid? 


The  automobile  racing  champion  said, 
“Any  kind  of  physical  or  mental  weakness 
will  inevitably  tell.” 

His  life  depends  on  his  own  awareness  of 
this  simple  fact.  How  many  of  us  recognize 
the  same  basic  truth  as  it  applies  to  our  own 
safety — while  living  our  own  much  more 
prosaic  lives? 

Again — an  attitude  if  you  will. 

Finally,  the  woman  who  does  aerial  acro- 
batics and  parachute  drops  said  very  pun- 
gently,  “I  refuse  to  take  risks  that  involve 
pure  chance.”  I think  that  is  a real  pearl  of 
wisdom  in  accident  prevention. 

In  other  words,  like  all  of  us,  she  must 
take  risks  to  earn  a living — even  to  live  a 
normal  life,  but  she  never  trusts  her  life  to 
pure  chance.  She  observes  precautions;  she 
keeps  in  good  physical  and  mental  condition; 
and  she  evaluates  the  nature  of  the  risk  she 
is  taking. 

On  this  note  I will  conclude. 

Accidents  are  one  of  the  greatest  threats 
to  life  and  limb  today. 

Accidents  are  the  result  of  a complex  in- 
teraction between  man  and  his  environment 
that  must  be  made  the  subject  of  a much 
more  intensive  research  effort. 

However,  there  are  many  things  that  can 
be  done  today  to  educate,  to  develop  proper 
attitudes,  to  modify  the  environment,  and 
that  can  significantly  reduce  today’s  great 
accident  toll. 

Human  factors  are  of  great  importance  in 
accident  causation. 

Physicians  can  save  many  lives  and  pre- 
vent many  disabilities  by  lending  a hand  in 
accident  prevention. 

I am  confident  they  will. 

Reprinted  from  the  Southern  Medical  Journal, 
Journal  of  the  Southern  Medical  Association,  Vol- 
ume 57,  Number  4,  April  1964,  Pages  426-429, 
Copyright  1964  by  Southern  Medical  Association, 
Birmingham,  Alabama. 
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around  the  state 


Candid  Camera  at  meeting  of  the  Committee  on  Aging  and  the  Indigent,  July  1,  1964,  at  the 
Association  Building,  Montgomery,  Alabama. 
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AROUND  THE  STATE 


MEDICAL  PROGRESS  ASSEMBLY 


A speaking  faculty  of  45  distinguished 
physicians  will  present  latest  developments 
in  a broad  range  of  medical  subjects  at  the 
Seventh  Annual  Medical  Progress  Assembly 
in  Birmingham,  September  13-15. 

The  Assembly,  one  of  the  South’s  fastest- 
growing  postgraduate  medical  educational 
meetings,  will  be  held  at  the  new  Parliament 
House  Motor  Hotel.  It  is  approved  for  14 
hours  of  Category  I credit  by  the  American 
Academy  of  General  Practice. 

Special  entertainment  events  have  been 
planned  for  both  physicians  and  their  wives. 
The  program  will  open  with  a reception  and 
buffet  at  the  Parliament  House  featuring 
Coach  Paul  “Bear”  Bryant  as  after-dinner 
speaker  Sunday  evening. 

Indicative  of  the  renown  of  this  year’s  pro- 
gram speakers  are:  Dr.  Thomas  P.  Almy, 
Cornell  University  Medical  College,  New 
York — “Pathogenesis  and  Management  of 
Malabsorptive  Syndromes”;  Dr.  Arnold  P. 
Friedman,  Montefiore  Hospital,  Headache 
Unit,  New  York — “Headache”;  Dr.  Loyal 
Davis,  neurosurgeon.  Northwestern,  Chicago 
— “Changing  Concepts  of  Strokes”;  Dr.  Harry 
Seneca,  Presbyterian  Hospital,  New  York — 
“Latest  Studies  Concerning  the  Treatment  of 
Chronic  Drug  Resistant  Infections  and  the 
Relationship  between  the  Normal  Intestinal 
Flora  and  Kidney  Stones  and  Infection”;  Dr. 
Robert  B.  Wilson,  Mayo  Clinic,  Rochester, 
Minnesota — “Third  Stage  of  Labor”;  Dr.  Har- 
well Wilson,  University  of  Tennessee,  Mem- 
phis, Tennessee — “The  Acute  Abdomen”;  Dr. 
John  W.  Hillman,  Vanderbilt  University, 
Nashville,  Tennessee — “Fat  Embolism”;  Dr. 
Stuart  C.  Cullen,  University  of  California, 


San  Francisco,  California — “The  Role  of 
Monitors  in  Anesthetic  Practice”;  Dr.  Clifford 

C.  Snyder,  University  of  Miami,  Miami, 
Florida — “Snakebite”;  Dr.  Lewis  C.  Mills, 
Hahnemann  Medical  College  and  Hospital, 
Philadelphia,  Pennsylvania — “Newer  Con- 
cepts in  the  Pathogenesis  and  Treatment  of 
Shock”;  Dr.  John  B.  Bryan,  Henry  Ford  Hos- 
pital, Detroit,  Michigan — “Use  of  Agents  that 
Influence  Aldosterone  in  the  Management  of 
Edema  States”;  Dr.  John  J.  Shea,  otolaryn- 
gologist, Memphis,  Tennessee — “The  Teflon 
Piston  Operation  for  Otosclerosis”;  Dr.  Harris 

D.  Riley,  University  of  Oklahoma,  Oklahoma 
City,  Oklahoma — “Recent  Advances  in  Anti- 
biotic Therapy”;  Dr.  Raymond  Osbourn, 
Georgetown  University,  Washington,  D.  C. — 
“The  Management  of  Some  Common  Prob- 
lems in  Pediatric  Dermatology”;  Dr.  Roy 
Parker,  Duke  University,  Durham,  North 
Carolina — “Pruritus  Vulvae”;  Dr.  Ian  M. 
Thompson,  University  of  Missouri,  Columbia, 
Missouri — “Pitfalls  in  the  Management  of 
Abdominal  Masses  in  Children.” 

The  state’s  physicians  are  also  invited  to 
pre-assembly  seminars  sponsored  by  the  Ala- 
bama Diabetes  Association  (Sunday,  Sep- 
tember 13)  and  the  Alabama  Obstetrical  and 
Gynecological  Society  in  conjunction  with 
the  Birmingham  Obstetrical  and  Gynecologi- 
cal Society  (Saturday,  September  12). 

Social  activities  will  include  a dinner  and 
dance  at  Vesta  via  Country  Club,  Monday 
evening,  and  a luncheon  and  fashion  show 
for  the  doctors’  wives.  Door  prizes  will  be 
awarded  and  refreshments  will  be  served 
during  breaks  for  viewing  the  technical  ex- 
hibits. 
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BEDSOLE — Dr.  James  Goodman  Bedsole  a 
general  practitioner  in  Jackson,  Alabama 
died  on  September  15,  1963  at  the  age  of  76. 

Dr.  Bedsole  received  his  M.  D.  degree  from 
Vanderbilt  University  in  Nashville,  Tennes- 
see. He  was  graduated  with  highest  honors. 

He  served  in  the  United  States  Army  dur- 
ing World  War  I. 

Citizens  of  Jackson,  Alabama  honored  Dr. 
Bedsole  with  a “Dr.  J.  G.  Bedsole  Day”  when 
he  had  practiced  there  for  35  years. 

Dr.  Bedsole  was  a member  of  the  Clarke 
County  Medical  Society,  the  Medical  Associa- 
tion of  the  State  of  Alabama,  and  the  Ameri- 
can Medical  Association.  He  was  a Life 
Counsellor  of  the  State  Medical  Association. 
He  was  on  the  staff  of  the  Mobile  Infirmary 
and  Jackson  Hospital.  He  was  the  chairman 
of  Jackson  Hospital  Staff  when  it  was  or- 
ganized. He  was  a member  of  the  Methodist 
Church. 

Dr.  Bedsole  is  survived  by  his  wife,  Mrs. 
Bertha  G.  Bedsole;  a son,  James  G.  Bedsole, 
Jr.;  a daughter,  Mrs.  Martha  Bedsole  Good- 
loe;  and  six  grandchildren. 


CLEVELAND— Dr.  Claude  Mastin  Cleve- 
land, Sr.,  an  anesthesiologist  of  Mobile,  Ala- 
bama died  on  June  16,  1964  at  the  age  of  69. 
He  was  a native  and  lifelong  resident  of 
Mobile. 


Dr.  Cleveland  received  his  M.  D.  degree 
from  Tulane  University  in  New  Orleans, 
Louisiana  in  1921.  He  was  a member  of  the 
Medical  Society  of  Mobile  County  and  the 
Medical  Association  of  the  State  of  Alabama. 
He  was  retired  at  the  time  of  his  death. 

He  is  survived  by  his  wife,  Mrs.  Elizabeth 
Hudson  Cleveland,  two  daughters,  Mrs. 
JoAnne  Cleveland  Ladner,  Mobile;  Mrs.  Nan 
Cleveland  Netherland,  New  Orleans,  Louisi- 
ana; two  sons,  C.  M.  Cleveland,  Jr.,  and  Paul 
McGehee  Cleveland,  both  of  Mobile;  and  five 
grandchildren. 


DAVIDSON — Dr.  James  Samuel  Davidson, 
Jr.,  Clarke  County  Health  Officer  died  on 
April  16,  1964  at  the  age  of  60. 

Dr.  Davidson  received  his  B.  S.  degree 
from  Spring  Hill  College  in  Mobile,  Alabama 
and  his  M.  D.  degree  from  Tulane  University, 
New  Orleans,  Louisiana.  He  served  his  in- 
ternship at  Charity  Hospital  in  New  Orleans. 

He  was  a member  of  the  Clarke  County 
Medical  Society  and  the  Medical  Association 
of  the  State  of  Alabama. 

Dr.  Davidson  is  survived  by  his  wife  Edna; 
four  sons,  James  S.  Davidson,  III,  William  R. 
Davidson,  Edward  W.  Davidson,  and  J.  Pat- 
rick Davidson;  two  daughters,  Mrs.  Lamar 
Boone,  Jr.,  and  Mrs.  Gene  Davis;  and  five 
grandchildren. 
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GRAY — Dr.  Henry  Warren  Gray,  a general 
practitioner  of  Mobile,  Alabama  was  born 
August  8,  1873  in  Waynesboro,  Mississippi 
and  died  July  7,  1964  in  Mobile,  Alabama. 

Dr.  Gray  was  graduated  from  Louisville 
Medical  College  in  Louisville,  Kentucky  in 
1903. 

He  started  his  practice  in  Chicora,  Mis- 
sissippi and  later  moved  to  Meridian.  He 
moved  to  Mobile,  Alabama  in  1912.  Dr.  Gray 
won  distinction  during  the  influenza  epi- 
demic in  1918.  He  did  not  lose  a patient. 

He  was  a member  of  the  Medical  Society  of 
Mobile  County,  the  Medical  Association  of 
the  State  of  Alabama,  and  the  American  Med- 
ical Association. 

Dr.  Gray  retired  in  1962. 

He  is  survived  by  his  son,  Eugene  H.  Gray, 
Mobile;  five  sisters,  Mrs.  Berta  Huggins,  Mrs. 
Alice  West,  Mrs.  Mamie  Russell  and  Mrs. 
Sally  Gillis,  all  of  Waynesboro,  Mississippi, 
and  Mrs.  Bessie  Dearman  of  Meridian,  Mis- 
sissippi; and  two  brothers.  Dr.  A.  H.  Gray  of 
Kenton,  Tennessee,  and  C.  M.  Gray  of  Vicks- 
burg, Mississippi. 


McBURNEY — Dr.  Ralph  McBurney,  a for- 
mer professor  in  the  University  of  Alabama 
School  of  Medicine  and  Tuscaloosa  County 
Health  Officer  from  1955  to  1961,  died  June 
21,  1964  at  the  Veterans  Administration  Hos- 
pital in  Tuscaloosa,  Alabama  at  the  age  of  80. 

Dr.  McBurney  was  born  August  9,  1883  in 
Alexandria,  Virginia.  He  received  his  B.S. 
degree  in  chemistry  from  Virginia  Poly- 
technic Institute  in  1908  and  his  M.S.  degree 
in  1916  from  Oklahoma  Agricultural  and  Me- 
chanical College.  He  began  his  career  as  a 
chemist  for  General  Chemical  Company  of 
Baltimore  in  1909  and  served  as  an  instructor 
in  chemistry  at  Oklahoma  A & M from  1910 
until  1914. 


From  1914  until  1917  he  served  as  an  in- 
structor in  bacteriology  at  Oregon  State  Col- 
lege. He  served  as  assistant  professor  of 
bacteriology  at  the  University  of  Missouri 
and  assistant  director  of  the  Missouri  State 
Health  Laboratory  from  1919  until  1921. 

Dr.  McBurney  joined  the  staff  of  the  Uni- 
versity of  Alabama  in  1921  as  an  associate 
professor  of  bacteriology  the  second  year 
after  it  moved  to  Tuscaloosa.  While  teaching 
at  the  University  he  was  a student  from  1925 
until  1927. 

In  1928  Dr.  McBurney  was  named  professor 
and  head  of  the  University  of  Alabama  de- 
partment of  bacteriology  and  clinical  path- 
ology. 

He  received  his  M.  D.  degree  in  1929  from 
Rush  Medical  College,  University  of  Chicago, 
and  interned  at  the  TCI  Hospital  in  Fairfield. 
He  then  received  his  master  of  public  health 
degree  in  1931  from  Harvard  University. 

Dr.  McBurney  retired  from  the  University 
of  Alabama  Medical  School  staff  in  1954. 

He  was  a member  of  the  Tuscaloosa  County 
Medical  Society,  the  Medical  Association  of 
the  State  of  Alabama,  the  Society  of  Ameri- 
can Bacteriologists,  the  Society  of  Experi- 
mental Biology  and  Medicine,  the  Alabama 
Academy  of  Science,  and  the  American  Medi- 
cal Association.  He  was  a past  president  of 
the  Medical  Alumni  Association  of  Alabama. 

Dr.  McBurney  served  as  collaborator  of 
Kracke’s  Textbook  of  Clinical  Pathology,  1st 
and  2nd  editions,  and  Textbook  of  Clinical 
Pathology,  4th  and  5th  editions.  He  was 
author  of  a laboratory  manual  of  bacteriology 
and  serology  and  had  contributed  articles  to 
numerous  scientific  and  medical  journals. 

Dr.  McBurney  was  listed  in  Who’s  Who  in 
America. 

Survivors  include  his  wife;  three  sons, 
George  McBurney  of  Florence,  Dr.  Robert 
McBurney  of  Memphis,  Tennessee,  and 
Charles  McBurney  of  Sarasota,  Florida;  and 
seven  grandchildren. 
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MEIGS — Dr.  James  Hurst  Meigs,  one  of  Ala- 
bama’s leading  general  practitioners,  died  on 
May  21,  1964  in  Anniston,  Alabama,  at  the  age 
of  63. 

Dr.  Meigs  was  born  in  Albertville,  Ala- 
bama. His  father  was  a newspaper  publisher 
of  that  city,  and  his  mother,  the  late  Mrs. 
Mary  Meigs,  was  for  many  years  principal 
of  the  Woodstock  School. 

Following  his  schooling  in  Albertville,  Dr. 
Meigs  went  to  Birmingham-Southern  College, 
the  University  of  Alabama  Medical  School, 
and  was  graduated  from  Vanderbilt  Univer- 
sity Medical  School  in  1925. 

He  interned  at  Norwood  Hospital  in  Bir- 
mingham, and  his  residency  was  at  New 
York  Memorial  Hospital.  He  returned  to 
Alabama  and  started  private  practice  at  Cor- 
dova. He  later  moved  to  Bradford,  and  from 
there  to  Anniston  in  1934. 

Dr.  Meigs  continued  his  practice  in  Annis- 
ton, except  for  three  years  service  in  the  Air 
Force  where  he  was  flight  surgeon  in  the 
313th  Combat  Wing.  After  a year  in  the 
Pacific  Theater  he  was  discharged  with  the 
rank  of  Major. 

Among  his  civic  activities  during  his  30 
years  of  service  in  Anniston  were:  Boy 

Scout  Council;  charter  member  of  the 
YMCA  Board;  chief  of  staff,  Anniston  Me- 
morial Hospital;  chief  of  staff,  Stringfellow 
Memorial  Hospital;  director  of  the  Anniston 
Chamber  of  Commerce;  and  member  of  the 
Third  Army  Advisory  Committee,  American 
Legion. 

He  was  a deacon  of  the  First  Presbyterian 
Church. 

Dr.  Meigs  was  past  president  of  the  Cal- 
houn County  Medical  Society,  vice-president 
of  the  Medical  Association  of  the  State  of 
Alabama,  member  of  the  American  Medical 
Association,  and  the  Alabama  Chapter  of  the 
American  Academy  of  General  Practice. 


Dr.  Meigs  is  survived  by  his  wife,  Mrs. 
Helen  Meigs;  one  son,  James  H.  Meigs,  Jr.,  of 
Anniston;  one  daughter,  Mrs.  Herbert  H.  Hill 
of  El  Campo,  Texas;  and  four  grandsons,  Paul 
Herbert  Hill,  Jon  Meigs  Hill,  James  H.  Meigs, 
HI,  and  William  Acker  Meigs. 

Dr.  James  Hurst  Meigs  will  be  long  re- 
membered for  his  integrity  and  his  devotion 
to  the  medical  profession. 


WILLIAMS— Dr.  Keller  Bell  Williams,  a 
general  practitioner  in  Hartford,  Alabama, 
died  on  July  10  at  the  age  of  87. 

Dr.  Williams  was  a native  of  Coosa  County, 
Rockford,  Alabama. 

He  attended  the  University  of  the  South, 
Sewanee,  Tennessee  where  he  graduated 
from  medical  school  in  1907.  He  did  post- 
graduate work  at  Tulane  University,  New 
Orleans,  Louisiana. 

Dr.  Williams  was  a member  of  the  First 
Methodist  Church  in  Hartford.  He  was  a 
member  of  the  Geneva  County  Medical  So- 
ciety, the  Medical  Association  of  the  State  of 
Alabama,  and  the  American  Medical  Asso- 
ciation. 

A certificate  of  distinction  was  presented 
to  Dr.  Williams  in  1958  commemorating  50 
years  of  service  to  the  medical  profession. 

Dr.  Williams  is  survived  by  two  sons, 
Keller  B.  Williams,  Hartford,  Alabama,  and 
Dr.  Thomas  Frasier  Williams,  Arlington,  Vir- 
ginia; two  daughters,  Mrs.  Lois  W.  Carroll, 
Mobile,  Alabama,  and  Mrs.  Mellijo  McKin- 
non, Pensacola,  Florida;  two  brothers.  Mack 
Williams,  Jacksonville,  Florida,  and  Houston 
Williams,  Goodwater,  Alabama;  three  sisters, 
Mrs.  Ben  Beard,  Mrs.  Cora  Bush,  and  Mrs. 
Robbie  Williams,  Birmingham,  Alabama; 
five  grandchildren;  and  four  great-grand- 
children. 
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DEPARTMENT  OF  HEALTH 


BUREAU  OF  LABORATORIES 


BUREAU  OF  VITAL  STATISTICS 


Thomas  S.  Hosty,  Ph.D„  Director 


Ralph  W.  Roberts.  M.  S.,  Director 


June  19G4 


Examinations  for  intestinal  parasites 1,023 

Typhoid  cultures  (blood,  feces, 

urine  and  other ) - 305 

Brucella  cultures 1 

Examinations  for  malaria 9 

Examinations  for  gonococci  - 1,767 

Serologic  tests  for  syphilis  ( blood 

and  spinal  fluid) 25,733 

Darkfield  examinations  5 

Examinations  for  diphtheria  bacilli  and 

Vincent’s  . 13 

Complement  fixation  tests  62 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations ) 288 

Water  examinations 2,950 

Milk  and  dairy  products  examinations  3,634 

Examinations  for  tubercle  bacilli  3,808 

Miscellaneous  examinations 3,957 


Total  , 43,555 


M ^ .< 

BUREAU  OF  PREVENTABLE  DISEASES 
W.  H.  Y.  Smith,  M.  D„  Director 
CURRENT  MORBIDITY  STATISTICS 
1964 


•E.  E. 

May  June  June 


Tuberculosis  . 

177 

120 

161 

Syphilis  - 

135 

118 

154 

Gonorrhea  

361 

270 

310 

Chancroid  _.  . .. 

6 

0 

4 

Typhoid  fever 

1 

2 

1 

Undulant  fever 

0 

0 

1 

Amebic  dysentery 

5 

1 

3 

Scarlet  fever  & strep,  throat  

42 

77 

39 

Diphtheria 

0 

0 

1 

Whooping  cough 

62 

68 

34 

Meningitis 

9 

12 

5 

Tularemia  

0 

0 

0 

Tetanus  

1 

0 

3 

Poliomyelitis  

2 

0 

1 

Encephalitis  

0 

0 

1 

Smallpox  

0 

0 

0 

Measles  

15,229 

1,981 

354 

Chickenpox 

729 

73 

46 

Mumps  .. 

590 

54 

28 

Infectious  hepatitis 

44 

29 

27 

Typhus  fever 

0 

1 

1 

Malaria  

0 

0 

0 

Cancer  .. 

928 

1,018 

529 

Pellagra  . 

5 

2 

0 

Rheumatic  fever 

34 

17 

9 

Rheumatic  heart 

26 

27 

20 

Influenza  

90 

10 

45 

Pneumonia 

297 

226 

164 

Rabies — Human  cases 

0 

0 

0 

Pos.  animal  heads  

3 

1 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

*E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 


PROVISIONAL  BIRTH  AND  DEATH 
STATISTICS  FOR  MAY,  1964,  AND 
COMPARATIVE  DATA 


Live  Births 
Deaths 

Causes  of  Death 

Number  i 

Registered 
During 
May,  1964 
^ O 1 o 

Rates* 

(Annual  Basis) 

(O 

9) 

n 

CO 

O) 

CM 

CO 

at 

Live  Births 

5,618 

3,647 

1,971 

19.5 

18.8 

21.4 

Deaths  

2,616 

1,715 

901 

9.1 

8.7 

9.0 

Fetal  Deaths  

125 

52 

73 

21.8 

21.8 

22.9 

Infant  Deaths — 

under  one  month 

120 

66 

54 

21.4 

23.6 

21.7 

under  one  year 

168 

88 

80 

29.9 

31.8 

30.8 

Maternal  Deaths 

5 

4 

1 

8.7 

9.1 

8.0 

Causes  of  Death 

Tuberculosis,  001-019 

18 

13 

5 

6.2 

8.4 

6.3 

Syphilis,  020-029  

3 

3 

1.0 

1.4 

0.4 

Dysentery,  045-048 

1 

1 

0.3 

0.3 

Diphtheria,  055 .. 

Whooping  cough,  056 

1 

..... 



1 

0.3 

Meningococcal  infec- 

tions,  057  

2 

1 

1 

0.7 

0.7 

Poliomyelitis,  080,  081 

0 3 

Measles,  085  ... 

2 

1 

. 

1 

0.7 

0.3 

0.4 

Malignant  neo- 

plasms.  140-205 

339 

250 

89 

117.5 

123.3 

118.1 

Diabetes  mellitus,  260... 

50 

28 

22 

17.3 

11.9 

14.5 

Pellagra.  281  

0.3 

0 7 

Vascular  lesions  of 



.. 



central  nervous 

system,  330-334 

336 

204 

132 

116.5 

122.9 

128.0 

Rheumatic  fever. 

400-402  

2 

1 

1 

0.7 

0.7 

Diseases  of  the  heart. 

410-443  

906 

632 

274 

314.1 

299.6 

310.0 

Hypertension  with 

heart  disease.  440-443 

130 

47 

83 

45.1 

40.9 

53.2 

Diseases  of  the 

arteries.  450-456 

65 

47 

18 

22.5 

18.9 

27.9 

Influenza,  480-483 

4 

3 

1 

1.4 

2.8 

2.5 

Pneumonia,  all  forms. 

490-493  

60 

32 

28 

20.8 

17.1 

22.2 

Bionchitis,  500-502.... 

6 

5 

1 

2.1 

1.4 

1.8 

Appendicitis,  550-553 

1 



1 

0.3 

0.7 

0.4 

Intestinal  obstruction 

and  hernia,  560,  561, 

570  ...  . 

11 

8 

3 

3.8 

4.5 

6.3 

Gastro-enteritis  and 

colitis,  under  2. 

571.0,  764  

3 

1 

2 

1.0 

1.4 

2.5 

Cirrhosis  of  liver,  581  . 

14 

11 

3 

4.8 

3.1 

8.1 

Diseases  of  pregnancy 

and  childbirth,  640- 

689  

5 

4 

1 

8.7 

9.1 

8.0 

Congenital  malforma- 

tions,  750-759 

42 

31 

11 

7.5 

4.8 

3.5 

Immaturity  at  birth. 

774-776  

39 

20 

19 

6.9 

8.0 

6.4 

Accidents,  total.  800-962 

203 

149 

54 

70.4 

58.7 

59.6 

Motor  vehicle  acci- 

dents.  810-835  , 960 

98 

72 

26 

34.0 

26.9 

25.4 

All  other  defined 

causes  

352 1 

212 

140 

122.0 

126.8 

130.8 

Ill-defined  and  un- 

known  causes,  780- 

793,  795  

150 

58 

92 

52.0 

43.0 

31.4 

‘Rates:  Birth  and  death — per  1,000  population 
Infant  deaths — per  1,000  live  births 
Fetal  deaths — per  1,000  deliveries 
Maternal  deaths — per  10,000  deliveries 
Deaths  from  specified  causes — per  100,000  population 
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The  \Y  Oman’s  Auxiliary 


Dear  Doctors: 

It  is  a cloudy  day  out  here  on  Smith  Lake. 
We’ve  had  lunch  and  the  children  are  resting, 
getting  ready  to  keep  me  busy  with  an  after- 
noon of  swimming  and  skiing.  If  we  lived  in 
California,  they  could  surf  and  no  one  would 
have  to  run  the  boat,  but  Alabama’s  green 
looks  a lot  better  than  California’s  unirri- 
gated brown. 

I wish  all  of  you  could  have  been  at  the 
Auxiliary’s  meeting  in  San  Francisco  when 
the  state  reports  were  given.  You  would 
have  been  proud  of  your  wives.  Each  state 
was  supposed  to  report  on  an  outstanding 
project.  Alabama  used  the  Sabin  immuniza- 
tion drive  that  was  put  on  in  so  many  of  our 
counties.  Washington,  D.  C.  bragged  about 
feeding  11,500  in  a shopping  center  parking 
lot,  but  Jefferson  County  wives  fed  14,000  at 
the  stadium.  Aren’t  you  Jefferson  County 
husbands  proud  of  your  wives  and  Eloise 
Crenshaw,  last  year’s  Jefferson-Birmingham 
president  and  this  year’s  president-elect  of 
the  State  Auxiliary? 


It  was  that  way  with  report  after  report. 
Your  wives  had  done  as  much  or  more  on 
project  after  project.  Health  Career  Recruit- 
ment so  you  will  have  well-train^  help  in 
your  hospitals  and  offices,  Gems  baby  sitter 
courses  as  part  of  the  safety  program.  I do 
hope  we  can  have  some  Accident  Prevention 
Schools  for  mom’s  and  dad’s  and  Poison 
Safety  Programs  on  the  county  level  to  help 
protect  our  young  citizens. 

Growth  in  membership  was  the  only  place 
we  didn’t  keep  up  with  some  of  the  rest  of 
the  states.  Of  course  they  didn’t  quite  play 
fair,  the  men  paid  their  wiv’es  dues  with 
their  County  Society  dues.  That  makes  the 
wife  belong  even  if  she  doesn’t  want  to,  or  if 
her  husband  doesn’t  favor  Auxiliary  mem- 
bership. Most  of  us  are  against  this,  we  be- 
lieve in  freedom  of  choice,  we  want  you  to 
want  your  wife  to  belong  and  we  want  her  to 
want  to  belong  because  she  likes  Auxiliary 
work  and  because  you  think  we  are  doing  a 
worthwhile  job  for  you.  We  want  workers, 
not  members. 

Our  AMA-ERF  record,  while  not  prize- 
winning, was  very  good.  The  Dean  of  the 
Medical  School,  Dr.  S.  Richardson  Hill,  made 
me  very  happy  when  he  wrote  asking  for 
Mrs.  William  H.  Anderson’s  name,  the  new 
AMA-ERF  Chairman,  so  he  could  write  her 
and  tell  her  how  much  the  Medical  School 
appreciates  our  efforts  to  support  medical 
education. 

Do  you  want  to  know  what  would  make 
me  happy?  Why  don’t  you  write  me  or  ask 
your  wife  to  ask  her  county  Auxiliary  to  do 
a project  you  think  is  necessary  and  would 
help  you,  your  community,  and  the  State  of 
Alabama. 

Eloise  would  have  something  to  brag  about 
in  New  York.  A job  requested  by  you  to 
meet  a local  need.  We  would  know  we  were 
pleasing  you  which  is  our  greatest  desire. 

Write. 

Sincerely, 

Frances  B.  Clemmons 
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PEPTIC  ULCER  . FUNCTIONAL  M Y P E R M O T I L I T Y • IRRITABLE  COLON 


PRO-BANTHiNE  (propantheline  bromide)  Assures  Authoritative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthine  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach*  “. . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthine  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy-  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthine]  and  propantheline 
[Pro-Banthlnej. 


The  name  Pro-Banthine  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— VTinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Do.sage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-t\’pe  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  }.  Louisiana  Med.  Soc. 
JI5. 136-139  (April)  19&3. 

2.  Steinberg.  H..  and  Almy.  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Modell,W,  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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TUBERCULIN.TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
hasnever 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  TINETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7899-4 
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m 

EMOTIOIMAL 

y -W 

/\  ■ j 

i./  y 

RELIEF 

FOR  THE 

PHYSICALLY 

AH  day  long 

. . , keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 


Simplified,  convenient  dosage  for  emotional  relief. 


Side  efFecis:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  infor?nation  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CME-760 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


THE  DERMATOSES 
THAT  WERE 

STEROID-UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulation  i 
the  appetite,  excessive  weight  gain,  mood  swings  ' 
these  were  some  of  the  problems  that  used  to  control  • 
physicians  when  they  wanted  to  prescribe  steroids  fc  (i 
dermatoses.  For  patients  already  overweight,  or  wi1  ' 
edema  associated  with  cardiovascular  disease,  ( . 
those  who  were  tense  and  anxious,  steroid  treatmer 
could  aggravate  their  problems.  But  with  the  adver 
of  ARISTOCORT®  Triamcinolone,  many  of  thes 
patients  became  "steroid-treatable.”  The  reason:  Nc 
only  did  th/s  steroid  provide  gratifying  symptomati 
relief,  but  it  did  so  without  the  penalty  of  overstimi 
lation  of  the  appetite,  excessive  weight  gain,  salt  an 
water  retention,  edema,  and  undesirable  euphoria 
And  these  benefits  have  been  confirmed  for  othe 
patients  with  steroid-susceptible  disorders,  as  well  a 
those  formerly  untreatable. 


de  Effects:  Since  it  may,  under  some  circumstances, 
oduce  many  of  the  unwanted  effects  common  to  all 
'ftisone-like  drugs,  discrimination  should  always  be 
ercised  in  administering  ARISTOCORT®  Triamcino- 
ie.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
jrpura,  G.l.  ulceration,  increased  intracranial  pres- 
ire  and  subcapsular  cataract.  Corticosteroids  gen- 
ally  may  mask  outward  signs  of  bacterial  or  viral 
factions.  Catabolic  effects  to  watch  for  include 
uscle  weakness  and  osteoporosis.  Weight  loss  may 
:cur  early  in  treatment  but  is  usually  self-limiting. 
mtraindications:  While  the  only  absolute  contra- 
dications  are  tuberculosis,  herpes  simplex  and 
licken  pox,  there  are  some  relative  contraindications 
eptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 

MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 


Triamcinolone 

1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


;DERLE  laboratories  . a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


272-4 


^l^oARIZONA 

CAMELBACK 

MOUNTAIN 


In  Scottsdale—  the  "West's  most  Western  Town" 
— 12  miles  northeast  of  downtown  Phoenix. 
Arizona's  newest  and  finest  year  around  hotel. 
180  luxurious  rooms  and  suites— all  with  pri- 
vate sun  deck,  many  have  snackbar  kitchens. 

Dining  Room,  Cocktail  Lounge.  Heated  Swim- 
ming Pool.  All  sports  and  activities  available. 

Excellent  Meeting  | EUROPEAN  PLAN 
facilities  for  groups  | Wrife  for  Brochure 
up  to  200.  I ROBERT  FOEHL,  Gen.  Mgr. 


<3rizor~><3 


best  value  in  LAS  VEGAS 


3 DAYS  & 2 NIGHTS  $(^7VT\50* 


per  person,  double 
only  $80 
for  2 couples 


unsGt 
ands 


MOTEL  SUITES 


INCLUDES: 

1.  Deluxe  suite  with  TV  and  telephone 

3 days,  2 nights 

2.  Breakfast  of  your  menu  choice  at  ^he 

Dining  Room  of  a designated  Strip  Hotel 

3.  Dinner  from  a variety  of  choices  at  the 

Dining  Room  of  a designated  Strip  Hotel 

4.  Complete  Stage  Show  and  two  cocktails  in 

Lounge  of  a designated  Strip  Casino 

5.  One  cocktail  in  the  Bar  of  a famous  Hotel  , 

• 300  Yards  from  the  STRIP 

• 7 Spacious  Swimming  Pools 

(Special  Arrangements  can  be  made  for  families) 

*This  offer  made  for  limited  time 
only — may  be  withdrawn  by  the 
management  without  further  notice. 


In  Los  Angeles  call: 
RE  1 -8362  or 
HO  6-4333 


3552  Vegas  Plaza  Drive 
IAS  VEGAS,  NEVADA 
Phone:  Area  Code  702,735-8181 


LNER  HpT^I^  SYSTEM 


ILNER  HOTELS  and  MOTELS 
DEALLY  LOCATED 
■ ARGE,  LUXURIOUS  ROOMS 
EWLY  DECORATED 
CONOMICAL  RATES 
ESERVATIONS  CONFIRMED-FREE 


BY  CAR . . 
PLANE,, 
or 

. . . BU.S 
STOP  with 
when  von  s« 
the  MILNE 
emblem. 


MOTE  L and  HOTE  L 


ERVICE-COURTfcOUS 


Yc 


OUR  HOST  fronh  COAST  to  COAST 


Childr'"r. 


^Suites,  single  & double  rooms 
Television  and  radio 
IE  xcellent  facilities 


OST  FOR  YOUR  MONEY 


Look  for  the  Milner  emblem  across  the  United  States  . . . 
Write  for  your  credit  card  and  descriptive  brochures 
listing  all  our  popular  hotels  to: 

Milner  Hotel  System 

1526  Ceniio  Slice!,  Detroit  26,  Michigan 


FREE 
up  to 
14  year.s 
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In  Sprains,  Strains  and  Mnscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain... not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  (carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma^Compound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


Soma^Compound+Codeine  j 

carisoprodol  200  mg.,  acetophenefidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 


\^/®WALLACE  LAB0RAT0RIES/Cran6urj-,  N.J. 


CSO-9193 


Medical  education  needs  your  dollars 
to  stay  strong  . . . 


Give  to  tlie 
school  of  your  choice 
through  AMA-ERF 


To  train  the  doctors  of  tomorrow, 
the  nation’s  medical  schools  must 
have  your  help  today.  It  is  a 
physician’s  unique  privilege  and 
responsibility  to  replenish  his  own 
ranks  with  men  educated  to  the 
highest  possible  standards.  Invest 
in  the  future  health  of  the  nation 
and  your  profession.  Send  your 
check  today! 


AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION 

535  North  Dearborn  St.,  Chicago  10,  Illinois 
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms; organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingi'edients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  nigM. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adjunct  to  other  measui-es. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications : urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon; and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon"  Sequels’  with  Phenobarbital  Sustained  Release  Capsules 

Each  capsule  contains;  Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

313-4 


^ill  Qrest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS; 

James  A.  Becton,  M.D.,  F.A.P.A. 

James  K.  Ward,  M D.,  F.A.P.A. 

Location;  7000  5th  Avenue  South 

Box  2896.  Woodlawn  Station 

BIRMINGHAM.  ALABAMA  3S2I2 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  192  5 for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 


HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
American  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 


APPALACHIAN  HALL 

ESTABLISHED  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  coma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 


Vitamin  82  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake;  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

' ’ ' 8241  4 


Todays  Health 

J \im  I..  .Ml  \l.  <l.,..l  \ 


A GOOD  BUY  IN 
PUBLIC  RELATIONS 

Today’s  Health  is  published 

for  the  American  Family  by  the 

American  Medical  Association 

GIVE  GIFT  SUBSCRIPTIONS 

to  your  patients  and  friends 

Today's  Health  - AMA 
535  N.  Dearborn  Street 
Chicago  TO,  Illinois 

Please  enter  the  following  subscription; 

□ 2 YEARS  $6.00  □ I YEAR  $4.00 

(U.S.,  u.S.  POSSESSIONS  & Canada) 

Nome 

Address 

City Zone State 

Please  Print— Use  separate  sheet 

for  additional  names.  SJ 


Printing 


We  Are  Pre- 
pared to  Meet 
the  Printing 
Needs  of  the 
Medical  Profes- 
sion of  the  State 
of  Alabama. 
Quotations 
Cheerfully  Fur- 
nished 


★ 


Printing 
That  Is 
Distinctive 


★ 


Brown  Printing  Co. 

Montgomery.  Alabama 


: s. 

■'(h 
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for  psychiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  □ We  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE,  N.  E.  / TELEPHONE  873-5681  ATLANTA  9,  GEORGIA 
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■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 

Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  elTects  of  excessive 
alcohol.  Consider  possilrility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘iMiltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  infor}natio7i 
available  i7i  the  product  package,  a7id  to 
physicia77s  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 


Ml 

meprobamate  200  mg.  -I-  pentaerythritol  tetranitrate  10  mg. 

\\?/^WALLACE  LABORATORIES  /Craniuo-,  N.J. 
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loiinieer  ior  all  aeasans 

There  is  no  season  for  cancer.  And  fighting  it  is  a 3’ear-round  job  for  the  American 
Cancer  Society  volunteer. 

Particularly  for  jmu,  doctor,  our  key  volunteer.  Your  thinking,  experience  and  guid- 
ance are  responsible  for  the  formulation  of  our  policies  and  programs ; jmur  knowl- 
edge and  skill  are  essential  to  their  execution.  And  so  you  serve  on  our  National, 
Division  and  Unit  boards.  Act  on  our  committees.  Talk  to  lay  audiences  at  our  film 
showings.  Help  evaluate  our  research  grants.  Advise  on  our  professional  publica- 
tions. Raise  funds.  Assess  our  program  materials.  The  list  goes  on  and  on. 

The  American  Cancer  Society  keeps  jmu  busy,  doctor.  We  depend  upon  you. 

We  hope  that  more  and  more  of  jmur  fellow  physicians  will  join  you  in 
working  with  us— all  j'ear,  every  j'ear  until  the  fight  against  cancer  is  won. 

AMERICAN  CANCER  SOCIETY 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 


AMERICAN  CANCER  SOCIETY  ALABAMA  DIVISION,  INC. 

2029  WARRIOR  ROAD 
BIRMINGHAM  8.  ALABAMA 
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“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB' 

(Hydrocholeretic  • Antispasmodic  • Sedative.  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (V4  gr) 

(Warning:  May  be  habit  forming)  6356  nerVOUS  tenSiOn 

DEHYDROCHOLIC  ACID 250  mg  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (V4  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions;  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  72$6« 


Ames  Company,  Inc.,  Elkhart,  Indiana.  ai\/ies 


when  psychic  tension  mounts 

ValiuiiT 

(diazepam) 


useful  in  alleviating 

— psychic  tension 
in  the  common 
psychoneuroses 

— psychic  tension 
related  to 
situational  stress 

— psychic  tension 
intensified 

by  concomitant 

somatic 

components 


ROCHE 


How  to  prescribe  Valium  (diazepam) 

Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reactions 
stemming  from  stressful  circumstances  or  whenever  somatic  complaints  are 
concomitants  of  emotional  factors.  It  is  useful  in  psychoneurotic  states 
manifested  by  anxiety,  tension,  fear  and  fatigue,  \alium  (diazepam)  may 
also  be  useful  in  acute  agitation  due  to  alcohol  withdrawal.  Mlium  (diaze- 
pam) may  be  of  use  to  alleviate  muscle  spasm  associated  with  cerebral  palsy 
and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Mani- 
fested by  anxiety-tension  alone  or  with  depressive 
symptomatology,  agitation,  restlessness,  psycho- 
physiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe  anx- 
iety, fear,  agitation,  aggression  or  hostility  exist 
alone  or  with  depressive  symptoms 
Alcoholism:  As  an  aid  in  symptomatic  relief  of 
acute  agitation,  tremor,  impending  or  acute  delirium 
tremens  and  hallucinosis 


Muscle  spasm  associated  with  cerebral  palsy  or 
athetosis 


Usttal  daily  dose 
2 mg  to  5 mg, 

2 or  3 times 
daily 

5 mg  to  10  mg, 

3 or  4 times 
daily 

10  mg,  3 or  4 
times  during  the 
first  24  hours; 
reducing  to  5 mg, 
3 or  4 times 
daily  as  needed 

2 mg  to  10  mg, 

3 or  4 times  daily 


Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  patients 
with  a history  of  convulsive  disorders  or  patients  with  a history  of  glaucoma. 
Udrning:  \tilium  (diazepam)  is  not  of  value  in  dealing  with  psychotic  pa- 
tients manifesting  anxiety  and  should  be  avoided  when  there  is  reason  to 
believe  the  patient  is  psychotic. 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the 
dosage  to  the  smallest  effective  amount  to  preclude  the  development  of 
ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily  ini  tially,  to  be 
increased  gradually  as  needed  and  tolerated).  As  is  true  of  all  CNS-acting 
drugs,  until  the  correct  maintenance  dosage  is  established,  patients  receiving 
V'alium  (diazepam)  should  be  advised  against  possibly  hazardous  procedures 


requiring  complete  mental  alertness  or  physical  coordination.  Driving) 
automobile  during  the  period  of  Valium  (diazepam)  therapy  is  not  recQ 
mended.  In  general,  the  concurrent  administration  of  Valium  (diazepam)  a 
other  psychotropic  agents  is  not  recommended.  If  such  combination  thera: 
is  used,  careful  consideration  should  be  given  to  the  pharmacology  of  t 
agents  to  be  employed  with  Valium  (diazepam)  — particularly  with  knot 
compounds  which  may  potentiate  the  action  of  V'alium  (diazepam),  st 
as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressan 
Since  Valium  (diazepam)  has  a central  nervous  system  depressant  effe 
patients  should  be  advised  against  the  simultaneous  ingestion  of  alcohol  al 
other  central  nervous  system  depressant  drugs  during  V'alium  (diazepai 
therapy.  Safe  use  of  V'alium  (diazepam)  during  pregnancy  has  not  be 
established.  The  usual  precautions  are  indicated  when  V'alium  (diazepam) 
used  in  the  treatment  of  anxiety  states  where  there  is  any  evidence  of  ii 
pending  depression;  particularly  the  recognition  that  suicidal  tendencies  m: 
be  present  and  protective  measures  may  be  necessary.  The  usual  precautio 
in  treating  patients  with  impaired  renal  or  hepatic  function  should  be  o 
served.  j 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been  r 
ported;  in  most  instances  these  are  dose-related  and  may  be  avoided  1 
proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur  on  occasio 
As  with  any  new  agent,  when  it  is  administered  for  protracted  periods  i 
time,  periodic  blood  counts  and  liver  function  tests  are  advisable.  Abru 
cessation  after  prolonged  overdosage  may,  in  some  patients,  produce  witl 
drawal  symptoms  (e.g.,  convulsions,  tremor,  abdominal  and  muscle  cramp 
vomiting,  sweating)  similar  to  those  seen  with  barbiturates,  meprobama 
and  Librium®  (chlordiazepoxide  HCl).  Changes  in  EEC  patterns  have  be< 
observed  in  patients  during  and  after  V'alium  (diazepam)  treatment. 
Paradoxical  reactions,  such  as  excitement,  depression,  stimulation,  sleep  df 
turbances,  acute  hyperexcited  states  and  hallucinations  have  been  reporte 
Other  "side  effects  noted  have  been  blurred  vision,  diplopia,  headache,  ii 
continence,  slurred  speech,  tremor  and  skin  rash. 

V'alium  (diazepam)  is  available  as  S-mg  and  2-mg  tablets.  For  conv'eniem 
and  economy  in  prescribing,  both  strengths  are  supplied  in  bottles  of  Si 

ROCHE  LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc  / Nutley,  N.  J.  071 10 
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tempting  strazvberry  taste  treat 
for  your  iron-deficient  patients 


zentron  ChewaDie 


Iron,  Vitamin  B Complex,  and  Vitamin  C 


Combines  iron  with  B coniplex  vitamins  in  a chewable  tablet 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  400137 


(CHLORAMPHEIPQI  I , 


The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltowir 

(meprobamate) 

WALLACE  LABORATORIES/Cranbury,  N.  J. 
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nasal  spray 


QO 


antihistarmnic  decongestant 


ftwoup  ««fi  Um»'  Ot'X* 


WINTHROPueo.<«i>r«s 
imrwk.N  Y 
Offiwin  t)  Sitfliia  fool  Inc 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a fev\/  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [Nleo-Synephrine®  HCI  0.5%  — 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [T]henfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Zjephiran®  Cl 
1:5000  (antibacterial  wettingagent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then* 
yidiamine)  and  Zephiran  (brand  of  benzalkonium  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off.  i7S6»4 


nTz^  Nasal  Spray 


W/nthrop 


Winthrop  Laboratories 
New  York  18,  N.Y. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg,''^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AIHERICA.N  CYANAHID  COMPANY.  Pearl  River. N.Y. 
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1^  EFFECTIVE  LONGER 

Gel-Kam  ingredient  Dihydroxy 
Aluminum  Aminoacetate  maintains 
gastric  pH  between  3.5  and  4 for 
a significantly  longer  time  than  the 
corresponding  dose  of  ordinary 
Aluminum  Hydroxide.^ 


tate  in  combination  with  the  other 
Gel-Kam  ingredient  does  not  cause 
constipation.! 

3.  PLEASANT  TASTING 

Smooth,  non  gritty,  pleasant  tast- 
ing Gel-Kam  tablets  melt  or  dis- 
solve quickly.  The  patient  can  easi- 
ly chew  several  Gel-Kam  tablets  if 
unusually  large  amounts  of  antacid 
medication  are  needed. 

COMPOSITION:  Each  Table  Contains:  Dihydroxy 

Aluminum  Aminoacetate  . . . 4.7  gr.  Magnesium  Hy- 
droxide . . . 3 gr.  DOSE:  One  or  two  tablets  I to  2 
hours  after  meals  and  upon  retiring,  or  as  prescribed 
by  the  physician.  INDICATIONS:  Antacid  and  butter 
tor  gastric  hyperacidity  and  peptic  ulcer.  CAUTIONS 
AND  SIDE  EFFECTS:  No  significant  contraindica- 
tions exist  to  the  use  of  Gel-Kam  tablets,  except  that 
it  should  not  obviate  the  need  tor  other  treatment 
and  medical  supervision  in  peptic  ulcer.  Packed  in 
plastic  strip.  100  tablets  to  a carton  and  500  tablet 
bottles.  Professional  samples  and  literature  available. 
l(Journal  of  Gastroenterology,  Vol.  29,  page  304) 


DALLAS  • ATLANTA  • SINCE  1901 


2.  UNDISTURBED  REGULARITY 


Dihydroxy  Aluminum  Aminoace- 


Texas 
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J.  M.  A.  ALABAMA 


Of  1,028  patients  with  confirmed 
respiratory  infections... 

954  or  92.8%  were  treated 
successfully  with  Signemycin^ 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections,  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

•Hammerl,  H.:  Wien.  Med. 
Wschr,  108:629,  July  26,  1958. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 


Science  for  the  world's  well-being®  \P^ZO^  Since  1849 
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_ I ■ I ■ ® brand  of  phenylbutazone 

But3ZONdin  Tablets  of  100  mg. 


Butazolidirl 

alka 


It  works! 


® Each  capsule  contains: 

I phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 

Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 


Division  of  Geigy 


Chemical  Corporation 


Ards  ley.  New  York 


Of  507  patients  with  confirmed 
ear,  nose  and  throat  infections... 
465  or  91.7%  were  treated 
successfully  with  Signemycin^ 


Note: 

Adams,*  whose  50  patients 
included  20  with  ENT 
infections,  stated  that 
Signemycin  "was  particu- 
larly valuable  in  infections 
that  did  not  respond  to 
other  antimicrobial  agents, 
and  in  patients  to  whom 
penicillin  could  not  be 
given."  All  his  cases  re- 
sponded within  five  days; 
in  most  patients,  all  signs 
of  infection  disappeared  in 
three  days. 

‘Adams.  J.:  J.  Tenn.  Med,  Ass. 
50:446,  Nov.,  1957. 


Condition 

No.  of 

No.  Cured  with 

Patients 

Signemycin 

Otitis  media 

90 

86 

Pharyngitis  and  laryngitis 

162 

148 

Sinusitis 

68 

55 

Tonsillitis  and  peritonsillitis 

163 

153 

Various 

24 

23 

Totals 

507 

465  (91.7%) 

consistently  effective. ..often  when  others  fail 

Signemyciti 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  anti 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’ (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain... not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomaCompound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomdCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

©©WALLACE  LABOIL\TORIES J Cranbury,  N.J. 


C30-9193 


Of  1,021  children  with 
various  confirmed  infections... 
950  or  93.0%  were  treated 
successfully  with  Signemycin^ 


Note; 

The  effectiveness  of 
Signemycin  was  demon- 
strated by  Chattas  and  his 
co-workers*  who  adminis- 
tered Signemycin  to  30 
children  with  serious 
staphylococcal  infections 
resistant  to  commonly 
used  antibiotics.  Only  one 
failed  to  respond.  In  each 
case  the  use  of  this  drug 
was  indicated  by  antibio- 
gram. Those  children 
treated  with  a nonselected 
antibiotic— for  comparative 
purposes— took  three 
times  longer  to  recover. 

Chattas.  A et  al.:  Antibiot. 
Med.  7:300,  May,  1960 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Eye,  ear,  nose,  throat  infections 

368 

343 

Respiratory  infections 

369 

346 

Gastrointestinal  infections 

42 

30 

Skin  and  soft-tissue  infections 

38 

37 

Deep-seated  or  generalized  infections 

47 

44 

Various  conditions 

157 

150 

Totals 

1,021 

950  (93.0%) 

consistently  effective...often  when  others  fail 


Signemycin 


tetracycline  HCI,  167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 


capsules  (250  mg.) 


Signemycin  is  also  available  as  half-strength  Capsules, 
preconstituted  raspberry-flavored  Syrup  and  Pediatric  Drops 


Brief  Summary  and  Bibliography  follow. 

Science  for  the  world's  well-being®  (PflZPfy  Since  1849 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules;  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 


Science  for  the  world's  well-being® 


Since  1849 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin^ 


Note: 

Condition 

No.  of 

No.  Cured  with 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 

Patients 

Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 

Respiratory  infections 

1,028 

954 

infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 

Gastrointestinal  infections 

425 

387 

treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 

Genitourinary  infections 

748 

684 

criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 

Skin  and  soft-tissue  infections 

1,088 

1,036 

confirmed  by  clinical 
and/or  laboratory  find- 

Bone  and  joint  infections 

71 

64 

cured,  not  "improved" 

(4)  dosage  conformed  with 

Deep-seated  or  generalized  infections 

257 

251 

tions  in  the  United  States 
(5)  no  other  anti-infective 

Obstetrical  & gynecological  infections 

341 

320 

tantly  (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemyciri 


tetracycline  HCI,  167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 


Science  for  the  world's  well-being'?>  {/  fiZiOty  Since  1849 

PFIZER  LABORATORIES  Division, Chas.  Pfizer  &Co.,lnc.NewYork, New  York  1001 7 
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too  young 
to  be 

so  tired... 


revive  interest., 
restore  activity 
promptly  with 


Aleflonic 


Calcium  glycerophosphate (2%  MDR  for  calcium  and  phosphorus)  100 mg. 


the  need  tor  a tonie 

knows  no  age  Anyone  can  feel  tired  and 


“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 
to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrochloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only.  For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  minutes  before  meals.  Contraindicated  in  agitated 
pre-psychotic  patients,  paranoia,  or  other  patients  in 
whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 


Three  tahlespoonfuls  (45  cc.)  contain: 

Pipradrol  hydrochloride  

Vitamin  Bi  (thiamine  hydrochloride)  . 


2 mg. 

(10MDR»)  10  mg. 


Vitamin  B2  (riboflavin)  

Vitamin  Bo  (pyridoxine  hydrochloride) 

Nicotinamide  

Cholinet  

Inositolt  


(4  MDR*)  5 mg. 

1 mg. 

(5  MDR*)  50  mg. 


100  mg. 
100  mg. 


Cobalt  (as  chloride)  

Manganese  (as  sulfate)  

Magnesium  (as  acetate)  

Zinc  (as  acetate)  

Molybdenum  (as  ammonium  molybdate)  

Alcohol  15% 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied 
fRequirement  in  human  nutrition  not  yet  established 


1 mg. 
1 mg. 
1 mg. 
1 mg. 
1 mg. 


Brochure  with  full  product  information  available  on  request. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio /Weston,  Ontario 


RECOGNIZE 
THIS  PATIENT? 


The  arthritis  doesn’t  get  any 
better ...  I can’t  get  out.  I never 
see  anybody.  It’s  a\wful  to  be 
sick...  I was  always  so  active. 5 5 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

- add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


meprobamate 

Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol'  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 

WALLACE  LABORATORIES /C/-a/7i!)</Ay, 


Deprol 

400  mg.  + benactyzine  hydrochloride  1 mg. 

patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  intorma- 
tion  available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traffic  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  air  and  thi’own  for  a 
loss— back  outside.  This  "curtain  of  air,”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . still  another  step  demonstrating  the  care 
that  goes  into  the  flnished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 


401004 


THE  JOURNAL 

of 

THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 

Published  Under  the  Auspices  of  the  Board  of  Censors 


Vol.  34 


September  1964 


No.  3 


Primary  Carcinoma  Of  The  Fallopian 
Tube  With  Abnormal  "Jel  Washings" 


O.  Thomas  Bolding,  M.  D.;  James  R.  Williams,  M.  D.; 


W.  Nicholson  Jones,  M.  D. 


Review  of  Literature 

Primary  carcinoma  of  the  fallopian  tube,  as 
reported  by  various  authors,  is  one  of  the 
more  rare  gynecologic  malignancies,  the  in- 
cidence varying  from  0.1  to  1.1  per  cent  of 
all  gynecologic  malignancies.  Sinha  gives  an 
incidence  of  0.01  per  cent  of  all  gynecologic 
admissions.  This  is  the  first  case  at  Univer- 
sity Hospital  in  12,279  gynecologic  admissions 
and  2,702  gynecologic  malignancies  in  the 
last  ten  years.  It  is  our  purpose  in  presenting 
this  case  to  emphasize  the  importance  of 
cytologic  findings  in  an  effort  to  make  early 
preoperative  diagnosis,  and  to  introduce  a 
new  method  of  intra-uterine  sampling  which 
will  be  reported  at  a later  date. 


From  the  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Alabama  Medical  Center, 
Birmingham  3,  Alabama. 


Ross,  in  his  report  of  eight  cases  in  1962, 
pointed  out  that  diagnosis  had  been  properly 
documented  only  six  times  preoperatively 
and  mentioned  that  study  of  exfoliated  cells 
from  the  vaginal  vault,  cervix,  and  endo- 
metrial aspiration  had  pointed  toward  the 
correct  preoperative  diagnosis  in  the  experi- 
ences of  Fidler,  Fraenkel,  Weekes,  Brewer, 
Calle  and  Phillips.  Bochner  has  stated  that  a 
malignant  growth  of  the  tube  must  be  con- 
sidered when  positive  vaginal  cytologic  find- 
ings are  associated  with  normal  cervical 
biopsy  and  normal  curettings.  We  would 
agree  with  this  statement. 

Sedlis  conducted  a questionnaire  review  of 
226  cases  of  primary  carcinoma  of  the  fallo- 
pian tube  over  the  past  decade.  He  found  24 
positive  cytology  smears  on  smears  obtained 
on  40  patients.  Hu,  in  1950,  reported  the  posi- 
tive finding  of  polyhydric,  fatty,  degenerated 
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cells  on  colpotomy  as  being  highly  suggestive 
of  malignancy. 

Almost  all  authors  have  pointed  out  that 
increasing  the  five-year  survival  rate  de- 
pends on  early  diagnosis,  as  with  other  can- 
cers. As  stated  by  many  authors,  the  clinical 
picture  is  not  diagnostic.  This  is  also  evident 
from  the  very  sparse  number  of  preoperative 
diagnoses  in  the  literature.  In  the  majority  of 
cases,  the  physical  findings  are  masked  by  the 
presence  of  uterine  fibroids,  old  chronic 
P.  I.  D.,  ovarian  cysts,  and  pathology  occur- 
ring in  the  older  childbearing  age  group. 
Sedlis,  in  his  review  of  226  cases  in  1962, 
gives  only  a 5 per  cent  incidence  of  the  con- 
comitant occurring  triad  of  pain,  metrorrha- 
gia and  leukorrhea,  and  ten  cases  in  232  with 
hydrops  tubae  profluens. 

It  therefore  appears  that  a positive  cyto- 
logic exfoliative  smear  in  the  face  of  negative 
cervical  biopsy  and  uterine  curettage  has  be- 
come the  most  frequently  occurring  suspici- 
ous sign,  particularly  in  asymptomatic  pa- 
tients in  whom  surgery  can  effect  cure. 


Case  Report 

History  and  Physical  Examination:  E.  L.  P. 
unit  No.  72100.  A 50-year-old  colored  female, 
gravida  one,  para  one,  was  admitted  from  the 
emergency  room  for  evaluation  of  “heavy” 
uterine  bleeding  and  pelvic  tumors.  She  had 
been  having  excessive  and  prolonged  men- 
strual periods  for  several  months  prior  to 
admission.  She  further  stated  that  she  had 
occasionally  noticed  spotting  between  periods 
after  “family  relations,”  and  more  rarely  had 
noticed  a foul,  watery  discharge  between 
periods.  Pelvic  heaviness  and  constipation, 
with  moderate  urinary  frequency,  were  the 
only  other  significant  facts  of  the  present  ill- 
ness history.  There  were  no  significant  posi- 
tive findings  on  physical  examination  other 
than  those  limited  to  the  pelvis.  She  was 
found  to  have  estrogenic  mucosa;  there  were 
no  abnormalities  of  the  vulva  other  than 
staining  with  old  and  fresh  blood.  The  cervix 


was  displaced  to  the  left  and  somewhat  an- 
teriorly. Adnexal  areas  were  thickened  and 
moderately  tender  but  could  not  be  definitely 
separated  from  fundal  mass,  which  was  the 
size  of  a five  months’  gestation.  The  cervix 
was  free  of  obvious  lesions,  but  blood  trickled 
from  the  os. 

Laboratory  Findings:  The  PCV  on  admission 
was  25  mm.  Prothrombin  was  100  per  cent. 
Urinalysis  was  negative  and  within  normal 
limits.  Frog  test  was  negative.  Bleeding  and 
clotting  times  were  normal.  IVP  was  normal 
other  than  extrinsic  pressure  defects  of  fi- 
broid tumors.  Chest  X-ray  was  normal  other 
than  mention  of  calcified  hilar  nodes  of  the 
right.  FBS  was  190  and  repeated  the  next 
morning,  showing  136  (attributed  to  I.  V. 
fluids) . 

Course  in  Hospital:  The  patient  received 

multiple  transfusions  and  then  D&C  was  done. 
The  uterine  cavity  was  sounded  to  a depth  of 
6-1/4  inches  and  was  found  to  have  a marked 
irregularity  of  the  cavity.  The  curette  con- 
firmed the  suspicions  of  a large  submucous 
fibroid,  and  curettage  was  difficult  to  per- 
form. Uterine  “jet  washings”*  and  cervical 
biopsies  were  obtained. 

Pathologic  examination  of  the  tissue  sub- 
mitted revealed: 

“1.  Fragments  of  cervix  uteri  showing 
squamous  metaplasia 

2.  Fragments  of  smooth  muscle  showing 
chronic  inflammatory  reaction  and 
moderately  dysplastic  epithelium. 
Comment:  No  endometrium  is  repre- 
sented. The  dysplastic  epithelium  is 
squamous  and  probably  cervical  in  ori- 
gin. The  dysplasia  may  be  a response 
to  the  chronic  inflammation  which  is 
present.” 

3.  Jet  washings  were  Class  V.  (Reports 
available  after  surgery). 


*The  jet  washer  is  a device  for  obtaining  endo- 
metrial material  by  a negative  pressure  method. 
This  device  has  been  in  use  approximately  five 
years  at  this  hospital  and  by  many  private  physi- 
cians of  the  community. 
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Figure  1 


Figure  2 


Figure  3 


Figure  4 


The  patient  then  had  an  exploratory  lapa- 
rotomy. She  was  found  to  have  multiple 
uterine  fibroids  and  evidence  of  old  pelvic 
inflammatory  disease.  The  tubes  were 
grossly  enlarged  and  densely  adhered  to  the 
uterus  with  adhesions.  A total  hysterectomy 
and  bilateral  salpingectomy  were  done.  The 
right  ovary  was  identified  but  not  removed 
because  of  surgical  technical  difficulties.  The 
ovary  was  grossly  normal  in  appearance 
other  than  numerous  adhesions  binding  it  to 
the  pelvic  wall.  The  left  ovary  was  removed 
in  the  dissection.  The  postoperative  course 
was  uneventful  and  the  patient  was  dis- 
charged on  the  8th  postoperative  day.  She  is 
asymptomatic,  with  negative  pelvic  findings 


on  three  outpatient  clinic  visits  since  dis- 
charge. 

Final  Pathologic  Reports:  The  uterus  and 

myoma  weighed  915  Gms.  The  uterus  showed 
basal  endometrium  and  multiple  leiomyo- 
mata (subserous  and  submucous).  The  left 
fallopian  tube,  chronic  salpingitis.  The  right 
fallopian  tube,  probably  primary  carcinoma. 
Comment:  “The  neoplasm  in  the  right  fallo- 
pian tube  is  papillary  and  does  not  infiltrate 
beyond  the  mucosa.  We  can  exclude  the  en- 
dometrium as  a possible  primary  site,  but  not 
the  ovaries,  as  they  are  not  available  for 
examination.  With  this  reservation  I feel  that 
the  neoplasm  is  quite  compatible  with  origin 
in  the  fallopian  tube.” 
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Discussion:  This  is  the  first  reported  case  of 
primary  carcinoma  of  the  fallopian  tube  at 
the  University  Hospital.  This  patient  did  not 
have  a correct  preoperative  diagnosis,  which 
is  not  unusual  after  reviewing  the  other  re- 
ported cases.  Pain  in  the  lower  abdomen, 
vaginal  discharge,  and  a pelvic  mass  were 
features  of  this  case  and  are  characteristics 
of  this  disease  as  reported  by  many  others. 

This  patient  was  admitted  for  evaluation  of 
pelvic  tumor  (thought  to  be  fibroids)  and  re- 
ceived the  usual  work-up,  including  D&C 
and  cervical  biopsy.  These  studies  were  nega- 
tive, and  exploratory  lap  was  done  for  re- 
moval of  large  uterine  fibroids. 

At  the  time  of  surgery  we  were  concerned 
most  with  removing  large  uterine  fibroids. 
The  problem  was  compounded  by  the  resi- 
duals of  old  P.  I.  D.  The  intent  was  to  do  a 
total  abdominal  hysterectomy  with  bilateral 
salpingo-oophorectomy.  Due  to  technical  dif- 
ficulties the  small,  fibrotic,  benign  appearing 
left  ovary  was  not  removed  with  the  speci- 
men. This  was  unfortunate,  since  carcinoma 
was  detected  in  the  opposite  tube.  After  care- 
ful review  of  the  slides  by  ourselves  and  the 
members  of  the  Pathology  Department  the 
diagnosis  of  primary  carcinoma  of  the  fallo- 
pian tube  seemed  justifiable.  The  tumor  was 
well  contained  in  the  tube,  with  no  apparent 
invasion  or  distant  spread.  (See  photographs). 
For  this  reason  the  patient  did  not  receive 
any  post-op  irradiation. 

Five  year  survival  figures  are  not  good 
with  this  disease.  Sedlis  mentions  a 23  per 
cent  five  year  survival.  The  range  is  from 
5 per  cent  to  40  per  cent  by  others. 

What  are  the  chances  that  you  can  detect 
tubal  carcinoma  by  routine  Pap  smears? 
Sedlis  again  mentions  24  out  of  40  patients 
(60  per  cent)  had  abnormal  cytology.  This 
compares  with  the  detection  rate  for  endo- 
metrial lesions  in  many  series.  Our  report 
varies  somewhat  in  that  the  exfoliated  cells 
were  correctly  detected  by  the  “jet  washings” 
and  missed  by  the  D&C  and  cervical  biopsy. 
Pap  smear  was  not  done  due  to  bleeding.  A 
report  of  the  “jet  washer”  and  explanation  of 
its  function  is  forthcoming. 


Summary:  This  is  a report  of  a primary  car- 
cinoma of  fallopian  tube  and  the  first  such 
case  seen  at  the  University  Hospital.  This 
patient  had  associated  P.  I.  D.  and  fibroids. 
D&C  and  cervical  biopsy  were  negative,  but 
material  taken  from  the  uterine  cavity  by  a 
new  device,  the  “jet  washer,”  showed  ma- 
terial that  was  considered  Class  V by  the 
pathologist  reviewing  the  slides. 
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Counseling  With  Parents  Of  Children  With 
Abnormal  Speech  And  Language  Development 
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The  speech  pathologist  is  often  the  first 
person  to  examine  a child  for  reasons  of  de- 
layed development  in  speech  and  language. 
A large  number  of  children  are  referred  to 
the  speech  pathologist  by  pediatricians  and 
general  practitioners  because  the  child  is  us- 
ing no  speech  or  is  speaking  with  such  un- 
intelligible jargon  that  even  the  parents  have 
to  guess  the  meaning  of  his  communicative 
efforts.  If  the  child  is  in  good  physical  health 
and  there  are  no  gross  neurological  abnor- 
malities evident,  the  physician  often  believes 
that  the  major  part  of  his  role  is  finished  and 
prefers  someone  else  to  undertake  the  differ- 
ential diagnostic  task  and  the  interpretation 
of  the  findings. 

The  professional  person  who  first  confronts 
the  situation  is  charged  with  initiating  coun- 
seling of  the  parents.  Although  neurological, 
audiological,  speech  and  language  evaluation, 
and  social  work  investigation  of  the  child  are 
involved  in  a complete  study  of  the  patient, 
the  responsibility  for  this  parent  counseling 
is  uniquely  critical.  The  adeptness  with 
which  it  is  managed  determines  parental  ac- 
ceptance of  referral  to  other  specialists.  The 
counseling  of  these  parents  may  eventually 
be  limited  by  the  area  of  medicine  within 
which  the  counselor  operates.  However,  the 
beginning  counseling  sessions  may  open  or 
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close  the  door  to  early  diagnosis  and  help. 
Therefore,  skills  in  guidance  and  counseling 
become  the  foundation  for  effectiveness  in 
any  therapeutic  endeavor  for  parents  of  the 
child  with  delayed  development. 

Limitations  in  Interpreting  Diagnostic  Findings 

“One-shot”  evaluations  are  of  little  value. 
Results  may  be  too  often  denied  or  distorted 
by  the  parents  and  signal  a start  on  the 
dreary  rounds  of  looking  for  someone  who 
will  speak  the  hopeful  words  that  parents 
want  to  hear.^  A service  that  carries  with  it 
the  sincere  wish  to  share  the  burden  of  long 
term  problems  will  enable  parents  to  accept 
a current  interpretation  of  their  child’s  prob- 
lem. This  is  not  a conscious  effort  of  with- 
holding information.  It  is  a realization  that 
the  time  and  final  expression  of  a child’s 
handicap  and  potential  cannot  be  predicted 
but  must  evolve  from  the  parents’  use  of  the 
definition  of  the  problem  given  to  them,  as 
well  as  the  environment  of  the  home,  and 
the  encouragement  and  love  of  parental  fig- 
ures and  other  siblings. 

When  a child  is  not  talking  and/or  shows 
other  evidences  of  serious  mental,  physical 
and/or  emotional  retardation,  real  courage 
is  required  for  parents  to  accept  him  at  his 
present  level  of  functioning  and  to  revise 
their  standards  for  him  accordingly.  There 
are  many  things  the  child  obviously  cannot 
do  well — play  happily  with  children  his  own 
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age,  finish  a small  task,  inhibit  irrelevant  or 
hyperactive  behavior — but  the  question  is, 
“What  can  he  do  that  is  acceptable  or  mildly 
helpful  to  himself  and  those  about  him?” 
Parents  need  help  in  recognizing  the  child’s 
own  growth  impulses  and  in  understanding 
the  importance  of  building  on  these  instead 
of  attempting  to  hasten  the  child’s  maturation 
(which  no  one  can  do)  or  to  reduce  the  de- 
ficiency (which  he  alone  can  do).- 

The  Parents'  Role 

It  is  apparent  that  what  the  parents  are  to 
a child  who  is  not  talking  or  generally  re- 
tarded is  more  important  than  what  they  do. 
They  should  concern  themselves  more  with 
the  child’s  security  than  with  his  deficiency, 
create  time  for  him  for  learning  instead  of 
time  for  him  to  be  taught,  and  attempt  to 
accept  him  as  he  is  instead  of  molding  him 
into  what  they  think  he  ought  to  be. 

Implementing  this  kind  of  parent-child  re- 
lationship is  a highly  individualized  matter. 
Since  parents  differ,  their  resourcefulness  in 
a particular  situation  may  often  exceed  any 
set  of  directions  given  by  the  counselor.  How 
parents  can  be  encouraged  to  develop  in  the 
child  attitudes  of  independence,  self-control, 
understanding,  and  co-operation  is  the  prob- 
lem facing  anyone  who  has  a part  in  the 
counseling  process.®  Parental  acceptance  can 
never  be  accomplished  in  one  or  even  a few 
interviews.  There  must  be  a development 
process  through  which  a parent  passes  before 
adequately  recognizing  the  problems  of  his 
own  child.  The  length  of  time  is  influenced 
by  personality  characteristics  of  the  parents 
and  varies  with  the  strength  of  these  factors. 
But  it  depends  also  on  the  nature  of  the  coun- 
seling process  and  the  manner  in  which  it  is 
conducted. 

Attitudes  of  the  Parents  in  Counseling 

In  the  past,  concepts  of  counseling  focused 
on  the  diagnosis  of  the  problems  and  inter- 
preting the  diagnosis  to  the  parents  with 
specific  bits  of  advice. 

If  most  parents  were  able  to  maintain  a 
healthy,  realistic  attitude  toward  the  child. 


recognizing  his  deficiencies  and  limitations, 
making  appropriate  concessions  to  the  facts, 
then  this  concept  of  counseling  would  be 
adequate.  But,  painful  experience  to  the  con- 
trary has  strongly  indicated  that  such  an  ap- 
proach is  beneficial  to  neither  the  parent  nor 
the  child.  The  point,  so  often  overlooked  and 
unappreciated,  is  that  the  behavior  of  the 
parents  does  not  result  from  logical  intel- 
lectual processes.  It  results  from  their  own 
mental  conflicts,  their  tensions,  anxieties, 
guilt  feelings.  To  function  better,  they  re- 
quire, not  merely  more  information  regarding 
child  management,  but  sufficient  relief  from 
their  own  emotional  disturbances  so  that  they 
can  be  free  to  exercise  good  judgment. 

Basic  to  the  relationship  between  parent 
and  counselor  is  the  acceptance  of  the  parent 
as  a worthwhile  person  no  matter  how  con- 
fused, uninformed,  misinformed,  or  occa- 
sionally belligerent  he  may  be.  Acceptance 
implies  neither  approval  nor  disapproval  of 
a person’s  behavior.  It  is  closely  related  to 
deeply  understanding  the  individual’s  words, 
attitudes,  and  feelings  from  his  point  of  view. 
The  atmosphere  of  acceptance,  understand- 
ing and  respect  is  a profound  force  in  freeing 
the  parent  to  move  forward  on  his  own,  to 
see  the  problems  he  and  his  child  face  with 
greater  clarity.  In  the  first  contact,  the  coun- 
seling process  with  the  parents  should  be  ten- 
tatively defined.  Simply  labeling  the  symp- 
toms in  the  child  is  no  solution  to  the  prob- 
lems involved  for  the  parents.  They  must  be 
made  aware  that  the  counselor  does  not  have 
a list  of  answers  to  some  of  the  complexities 
of  the  problems  they  face.  This  approach  in 
no  way  necessitates  avoiding  a description  of 
the  child’s  developmental  delay.  Indeed  the 
responsibility  of  the  counselor  tends  toward 
assisting  the  parents  define  his  deviations 
from  usual  development  in  operant  terms. 
First,  he  encourages  the  parents  to  describe 
the  child’s  behavior  by  telling  what  the  child 
does  in  specific  situations.  Objectively  look- 
ing at  behavior,  describing  what  actually 
happens  rather  than  interpreting  it,  some- 
times quite  inappropriately,  is  important  in 
helping  the  parent  to  obtain  new  perspectives 
of  the  child  and  to  see  possibilities  for  change. 
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Such  general  terms  as  he’s  “lazy,”  “uncooper- 
ative,” “stubborn,”  or  “mean,”  are  shifted  to 
more  descriptive  terms  to  show  what  the 
child  does  that  is  construed  as  “lazy,”  etc. 
Second,  the  counselor  encourages  the  parent 
to  express  his  feelings  regarding  the  child. 
Anxiety,  guilt,  concern,  hostility,  and  other 
negative  feelings  are  recognized  with  neither 
approval  nor  blame.  Full  release  of  these 
feelings  with  clarification  of  them  opens  the 
way  for  expression  of  positive  impulses  that 
make  for  growth  and  independent  action  on 
the  part  of  the  parent. 

Unfortunately  parent  counseling  is  often 
assumed  to  be  the  offering  of  suggestions  to 
parents,  providing  direct  answers  to  ques- 
tions, and  advising  on  management  of  all  the 
complexities  of  human  interpersonal  rela- 
tionships. This  is  a far  cry  from  helping  the 
parent  to  find  for  himself  answers  to  his 
problems,  understand  his  own  behavior  in 
relation  to  the  problems,  and  identify  new 
possibilities  for  action  in  areas  where  he  has 
been  blindly  groping. 

Attitude  of  the  Counselor 

A critical  attitude  in  relationship  to  the 
parent  can  be  no  more  productive  than  a 
critical  attitude  in  relationship  to  the  child 
in  any  therapeutic  process.  The  starting  point 
in  parent  counseling  must  be  based  on  the 
realization  that  although  the  child  presents 
symptoms  of  retarded  development,  the 
parent  is  reacting  to  these  symptoms  with 
anxiety  and  that  the  child  in  turn  reacts  to 
the  anxiety  of  the  parent.  This  circular  re- 
action occurs  in  various  degrees  in  all  parent- 
child  relationships  whether  the  etiology  of 
the  child’s  delay  lies  in  mental  retardation, 
brain  injury,  profound  hearing  loss,  or  psy- 
chogenic factors. 

The  counselor  who  attempts  to  point  out 
to  the  parents  all  the  wrong  things  they  have 
done  and  to  instruct  them  in  new  techniques 
in  the  handling  of  the  child,  walks  into  the 
very  trap  the  parents  have  set.  The  counse- 
lor, in  being  critical  of  the  parents,  is  sub- 
stantiating their  feelings  of  inadequacy  and 
failure.  Parents’  obedience  in  following  sug- 
gested techniques  may  give  the  impression 


of  non-resistance  to  treatment,  but  more 
often  it  is  the  parents’  way  of  giving  the  re- 
sponsibility to  the  counselor.  If  the  parents 
follow  to  the  letter  the  orders  of  the  counse- 
lor and  the  problem  continues,  then  it  is  the 
counselor  who  has  failed  rather  than  the 
parents.  If  the  child  responds  to  the  new 
techniques  employed,  then  the  parent  is  re- 
lieved of  ever  examining  the  causative  and 
perpetuating  factors." 

Although  much  emphasis  in  parent  coun- 
seling is  on  acceptance  of  the  parents  and  re- 
flection and  clarification  of  their  feelings,  it 
is  commonly  agreed  that  a range  of  tech- 
niques may  be  utilized  to  adjust  to  the  re- 
quirements of  the  situation.  When  non-direc- 
tive techniques  are  used,  counselors  need  to 
know  their  limitations  for  rigidity  in  their 
use  can  cause  as  much  resistance  to  change  as 
the  ineffective  use  of  any  other  techniques.^ 

Group  Parent  Therapy 

Counseling  with  parents  varies  in  depth. 
From  the  first  contact,  the  parent  is  guided  in 
defining  the  child’s  problem.  The  manifesta- 
tions of  deviation  are  discussed  and  the  bases 
of  his  eligibility  for  therapy  are  defined. 
This  beginning  of  the  counseling  process  we 
may  call  guidance.  Either  accompanying  this 
initial  session,  or  following  very  closely,  is 
the  second  phase  which  we  may  term  counsel- 
ing. Counseling,  in  this  sense,  shifts  in  em- 
phasis from  dwelling  on  the  problem  per  se  to 
the  expressions  of  feeling  of  the  parents  re- 
garding their  frustrations  in  management  of 
the  child.  This  level  of  counseling  may  be  ex- 
tended considerably  in  time  depending  on  the 
individual  ability  of  the  parent  to  relate  with 
freedom  and  purpose.  Soon,  however,  the 
third  aspect  which  we  may  call  group  parent 
therapy  may  be  utilized. 

As  parents  are  able  to  face  their  problems 
and  their  anxieties  regarding  his  problems, 
it  is  this  third  phase  of  experience  that  pro- 
motes the  opportunity  with  parents  for  (1) 
attempting  to  solve  problems  of  relationships 
and  behavior,  (2)  sharing  many  solutions  to 
practical  problems,  (3)  releasing  deep  con- 
cerns of  the  parent  in  the  company  of  sev- 
eral other  persons,  and  (4)  reinforcing  each 
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other  in  trying  out  various  means  of  coping 
with  these  problems.  Although  these  three 
aspects  are  delineated  as  graduated  steps  in 
parent  counseling,  elements  in  each  overlap. 
There  may  be  occasion  for  some  guidance  in 
individual  counseling  and  group  counseling. 
But  this  would  not  be  a basic  emphasis  in 
later  counseling  as  the  entire  process  moves 
forward  in  each  parent’s  assuming  the  re- 
sponsibility for  making  decisions  and  ex- 
perimenting with  new  solutions. 

Conclusions 

Parents  of  children  with  retarded  mental, 
physical,  and/or  psychological  development 
come  at  first  expecting  to  receive  answers 
for  their  problems.  Sensing  the  child’s  delay 
in  responding  to  growth  stimuli  all  around 
him,  they  seek  information  about  methods 
they  can  use  to  bring  the  outer  world  and  its 
concepts  to  bear  on  his  learning.  As  the 
parents  experience  an  environment  of  accept- 
ance but  not  one  providing  ready-made 
answers,  they  begin  to  ask  questions  of  them- 
selves and  of  the  relationship  of  their  own 
anxieties  to  the  problems  centered  around  the 
child.  They  learn  to  accept  with  less  guilt 
and  confusion  tentative  aspects  of  the  diag- 
nosis. As  counseling  progresses,  the  reduction 
of  psychological  barriers  such  as  not  accept- 
ing the  child  and  their  own  hostility,  enables 
them  to  modify  their  handling  of  the  inter- 
personal relationships  at  home. 

Evidence  increases  of  what  they  and  other 
parents  are  able  to  do  on  their  own  in  the 
structure  of  counseling.  Positive  changes  are 


reflected  in  behavior  recurring  in  the  chil- 
dren between  the  sessions  in  therapy.  It  be- 
comes increasingly  clear  that  with  even  a 
little  help  parents  can  make  a profound  con- 
tribution in  reducing  controllable  barriers  to 
growth  in  their  developmentally  delayed 
child. ^ 

In  summary,  counseling  with  parents  of 
children  who  have  extensive  mental,  phys- 
iological and/or  psychological  anomalies  is  a 
comprehensive  task.  The  functions  of  such  a 
counselor  include  (1)  guiding  the  parents  in 
defining  the  problem,  (2)  reflecting  parent 
feelings  in  relation  to  their  perceptions  of 
guilt,  anxiety,  and  the  like,  and  (3)  serving 
as  a catalyst  in  helping  parents  explore  and 
alleviate  their  sense  of  helplessness,  anxious- 
ness, and  self-condemnation.  These  functions 
so  profoundly  affect  the  well-being  of  the  en- 
tire family  that  they  may  be  considered  in- 
dispensable to  an  adequate  treatment  pro- 
gram. 
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I.  Etiology 

Hyperinsulinism  and  hypoglycemia  are  not 
synonymous — hyperinsulinism  is  only  one 
cause  of  hypoglycemia.  Conn  and  Seltzer' 
divide  the  hypoglycemias  into  three  groups: 
organic,  functional,  and  factitious.  Organic 
causes  of  hypoglycemia  are  hyperinsulinism, 
liver  disease,  anterior  pituitary  hypofunction, 
adrenocortical  hypofunction,  large  fibromas 
or  sarcomas,  and  central  nervous  system  le- 
sions. The  only  proven  causes  of  organic 
hyperinsulinism  are  tumors  or  hyperplasia  of 
the  pancreatic  beta  cells.  Functional  hypo- 
glycemia exhibits  no  recognizable  anatomic 
lesion,  but  is  explainable  on  the  basis  of  un- 
usual somatic  function.  Its  two  main  forms 
are  thought  to  be  due  to  autonomic  nervous 
system  imbalance  or  rapid  intestinal  absorp- 
tion of  sugars  with  a so-called  “rebound 
phenomenon,”  as  is  frequently  seen  after  gas- 
troenterostomy or  gastric  resection.-  Facti- 
tious hypoglycemia  is  due  to  surreptitious  in- 
sulin administration  and  should  be  suspected 
in  persons  with  hypoglycemia  who  have  easy 
access  to  insulin  such  as  doctors,  nurses,  and 
relatives  of  diabetics.^ 

There  is  a recently  described  association 
between  large  fibromas  or  sarcomas  and  hy- 
poglycemia'. Several  cases  have  been  de- 
scribed, but  the  mechanism  of  action  is  not 
definitely  known.  Hines''  considered  that  any 
of  three  methods  might  be  causative:  1.  a 
product  of  the  tumor  might  exert  a direct 
action  on  the  pancreatic  beta  cells  causing 
excessive  production  of  insulin,  2.  the  tumor 
might  itself  utilize  excessive  amounts  of  car- 
bohydrate, and  3.  some  product  of  the  tumor 
might  act  directly  to  lower  the  blood  sugar. 


Dr.  Shamblin  is  a former  Fellow  in  General 
Surgery,  Mayo  Clinic,  1959-1963. 


August  and  Hiatt'’  feel  that  these  tumors 
liberate  an  “insulin-like”  substance  and  this 
is  the  most  popular  theory  at  the  present 
time. 

II.  Historical  Background 

The  pancreatic  islets  were  first  described 
by  Paul  Langerhans  in  1869.  As  early  as  1884, 
Arnozan  and  Vaillard  ligated  the  major  pan- 
creatic ducts  to  produce  atrophy  of  the  pan- 
creatic acini  with  persistence  of  the  islets. 
Von  Mering  and  Minkowski  proved  experi- 
mentally in  1890  that  total  pancreatectomy  in 
animals  produced  the  clinical  picture  of  dia- 
betes mellitus.  In  1893  Laguesse  named  the 
islets  for  Langerhans  and  suggested  the  pos- 
sibility of  their  having  an  endocrine  function. 
Nicholls  described  the  first  islet  cell  adenoma 
in  1902.  Lane,  working  with  guinea  pigs  in 
1908,  described  alpha  and  beta  cells  in  the 
islets,  and  speculated  that  although  they  may 
be  only  different  phases  of  the  same  cell, 
they  might  secrete  different  substances.  In 
1912,  Bensley  demonstrated  in  guinea  pigs 
that  the  islets  originate  from  the  pancreatic 
ducts.' 

During  this  period,  many  efforts  were 
made  to  prove  that  the  islets  had  an  en- 
docrine function,  but  none  were  successful 
until  the  experiments  of  Banting  and  Best  in 
1922.  After  ligating  the  pancreatic  ducts  of 
living  animals,  they  were  able  to  isolate  in- 
tact islet  cells.  An  extract  of  these  cells 
(“insulin”)  produced  hypoglycemia  in  ani- 
mals, and  completely  changed  the  treatment 
of  human  diabetes  mellitus. 

Harris,  while  visiting  Banting’s  clinic  in 
1924,  remarked  that  he  had  seen  non-diabetic 
patients  in  private  practice  with  symptoms 
similar  to  those  that  Banting  had  found  to  be 
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due  to  insulin  overdosage.  Harris  coined  the 
term  “hyperinsulinism”  and  spent  much  of 
his  life  in  its  study.  His  first  patient  with  the 
condition  was  a physician  seen  in  March,  1923. 
Harris  also  wondered  if  this  condition  was 
associated  with  dysfunction  of  the  pituitary 
thyroid,  and  other  endocrine  organs. 

In  1926,  a physician  was  seen  at  the  Mayo 
Clinic  with  a 19  month  history  of  weakness, 
weight  gain,  and  recent  coma  and  convul- 
sions coming  after  long  periods  without  food. 
A fasting  blood  sugar  (Folin-Wu  method) 
was  27  mg.  per  cent  and  liver  function  studies 
were  normal.  Dr.  Russell  Wilder  diagnosed 
hyperinsulinism  and  the  patient  was  explored 
on  December  4,  1926,  by  Dr.  William  Mayo. 
He  was  found  to  have  a large  tumor  in  the 
tail  of  the  pancreas  and  multiple  liver  no- 
dules. Liver  biopsy  revealed  metastatic  islet 
cell  carcinoma,  and  no  further  surgery  was 
done.  The  patient  died  30  days  postoperative- 
ly  and  at  autopsy  one  of  the  liver  nodules  was 
found  by  assay  to  contain  40  units  of  insulin 
activity/100  gms.  of  tumor.  The  surrounding 
normal  liver  tissues  contained  no  insulin  ac- 
tivity. This  substantiated  Banting  and  Best’s 
claim  that  insulin  is  produced  by  the  islet 
cells. Two  years  later,  Roscoe  Graham  per- 
formed the  first  successful  resection  of  a 
functioning  islet  cell  adenoma.' ’ 

III.  Pathology 

Various  autopsy  series  have  shown  that 
islet  cell  tumors  were  present  in  from  0.1  per 
cent  to  1.0  per  cent  of  cases.'-  Most  function- 
ing islet  cell  tumors  occur  in  the  fourth 
through  sixth  decade  of  life,  but  cases  have 
been  found  in  newborns  and  septuagenarians. 
No  apparent  sex  difference  has  been  noted. 

In  a large  series  the  tumors  were  found 
throughout  the  pancreas,  with  32.5  per  cent 
being  in  the  tail,  24.6  per  cent  in  the  body, 
25  per  cent  in  the  head,  and  the  rest  at  the 
junctions  of  the  three  parts.  Three  per  cent 
of  the  collected  cases  were  found  in  ectopic 
pancreatic  tissue,  usually  in  the  vicinity  of 
the  duodenum.''*  Over  10  per  cent  of  the  pa- 
tients had  more  than  one  adenoma  found 
either  at  the  initial  operation  or  subsequent- 


ly. Islet  cell  adenomatosis,  with  large  num- 
bers of  tumors,  occurs  only  rarely.  Some 
authors  believe  that  islet  cell  hyperplasia  is  a 
cause  of  hyperinsulinism. 

Seventy-five  per  cent  of  islet  cell  tumors 
were  between  1.0  and  3.0  cm.  in  diameter 
with  some  as  large  as  10-15  cm.  and  others  as 
small  as  5 mm.  Tumors  smaller  than  1 cm. 
are  very  difficult  to  palpate  at  the  time  of 
surgery. 

Pathologically  the  tumors  are  classified  as 
benign,  suspiciously  malignant  or  grade  I, 
and  frankly  malignant. i**  Moss  and  Rhoads 
collected  766  cases  of  functioning  islet  beta- 
cell tumors  in  the  world  literature  through 
December  1957.  They  found  74.9  per  cent  to 
be  benign,  12.9  per  cent  to  be  suspiciously 
malignant,  and  12.1  per  cent  to  have  obvious 
metastases.  Grossly,  the  benign  tumors  are 
well-defined  and  encapsulated  with  a smooth 
or  lobulated  surface.  The  cut  surface  is  red- 
dish-gray, often  homogeneous,  and  richly 
vascularized.  Microscopically,  the  tumor  re- 
sembles a large  islet  with  masses  of  cells 
without  any  particular  arrangement.  A few 
mitotic  figures  may  be  present.  Fibrosis, 
hyalinization  and  calcification  are  com- 
mon. 

Suspiciously  malignant,  or  grade  I adeno- 
carcinomas as  they  are  called,  have  the  his- 
tologic picture  of  malignancy  but  without 
demonstrable  metastases.  It  was  thought  at 
one  time  that  these  tumors  would  never 
metastasize,  but  recent  reports  have  shown 
that  this  occasionally  happens. Frankly 
malignant  tumors  by  definition  have  metas- 
tases. Microscopically  they  show  atypical 
mitotic  figures,  large  nucleoli,  invasion  of 
vascular  channels,  hemorrhage,  and  necrosis. 

It  is  impossible  to  differentiate  histologi- 
cally between  functioning  and  non-function- 
ing tumors,  although  hyalinization  may  be 
prominent  in  active  tumors  and  there  may  be 
associated  degranulation  of  normal  islets.'*^ 

IV.  Symptoms  of  Hypoglycemia 

Richardson  and  Hill  divide  the  symptoms 
of  hypoglycemia  into  two  categories,  meta- 
bolic and  cerebrospinal.''''  Metabolic  symp- 
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toms  are  mainly  the  result  of  hyperadrenali- 
nemia  brought  on  by  a precipitous  drop  in 
blood  sugar.  They  consist  of  any  or  all  of  the 
following;  sweating,  flushing,  pallor,  numb- 
ness of  the  circumoral  region,  epigastric 
pain,  trembling,  dizziness,  hypertension,  car- 
diac palpitation,  and  syncope. 

The  cerebrospinal  symptoms  are  the  result 
of  the  great  dependence  of  the  brain  on  a 
normal  amount  of  circulating  glucose.  The 
brain  is  the  only  organ  in  the  body  to  metab- 
olize predominantly  carbohydrates,  and  it 
has  only  a meager  supply  of  stored  carbohy- 
drate in  the  form  of  glycogen.  With  a reduc- 
tion of  metabolism  during  hypoglycemia,  the 
brain  cannot  utilize  the  oxygen  it  needs  and 
the  resulting  anoxia  causes  functional  and 
anatomic  damage  to  the  brain.  The  oxygen 
uptake  by  the  brain  may  decrease  from  a 
normal  of  6.8  vols.  per  cent  to  1.8  vols.  per 
cent  during  extreme  hypoglycemia.  The 
clinical  changes  begin  with  the  higher  brain 
functions  and  descend  phylogenetically;  the 
older  parts  of  the  brain,  with  their  smaller 
oxygen  requirements,  being  more  resistant  to 
lower  oxygen  levels.  Chronic  alcoholism,  ar- 
teriosclerosis, or  prolonged  chronic  infection 
tend  to  make  the  brain  more  susceptible  to 
hypoglycemia. 

Gradual  reduction  in  the  blood  sugar 
causes  mainly  cerebrospinal  symptoms  which 
may  be  episodic  or  continuous.  Episodic  at- 
tacks tend  to  occur  at  set  times  in  the  same 
individual  such  as  early  morning,  but  they 
may  vary  in  severity.  With  focal  reduction 
in  neuronal  function,  there  is  numbness, 
slurred  speech,  diplopia,  vertigo,  paralysis, 
and/or  automatism.  Diffuse  neuronal  in- 
volvement causes  confusion  and  psychic  epi- 
sodes, and  if  severe  enough  to  cause  acute 
encephalopathy,  prolonged  coma  may  result. 
Besides  loss  of  neuronal  function,  there  can 
occur  neuronal  irritation,  either  alone  or  in 
combination  with  other  symptoms,  and  focal 
or  generalized  epileptic  seizures  are  the  re- 
sult. 

Permanent  brain  damage  from  repeated  or 
prolonged  hypoglycemia  is  responsible  for 
continuous  symptoms.  These  range  from 


mild,  progressive  dementia  to  dysphasia, 
paralysis,  striatal  symptoms,  and  myelopathy. 
Deep  coma  from  hypoglycemia  can  terminate 
in  death. 

If  the  decrease  in  blood  sugar  is  rapid,  pro- 
found, and  persistent,  the  metabolic  and  cere- 
brospinal symptoms  may  occur  simultane- 
ously. 

Moersch  and  Kernohan  feel  that  a severe 
attack  of  hypoglycemia  can  be  divided  into 
four  definite  stages. The  prodromal  stage, 
lasting  10-30  minutes,  finds  the  patient  ex- 
hibiting mental  and  physical  retardation  with 
confusion,  irritability,  and  restlessness.  This 
passes  into  another  stage  with  increase  in 
confusion,  or  with  agitation  and  delirium 
lasting  as  long  as  several  hours.  The  third 
stage  consists  of  stupor  or  coma  and  is  char- 
acterized by  marked  perspiration  and  saliva- 
tion with  variable  convulsive  phenomena, 
changes  in  reflexes,  nystagmus,  and  motor 
palsy.  The  recovery  stage  may  be  rapid  or 
slow  depending  on  whether  it  is  induced  by 
drugs  or  glucose  or  occurs  spontaneously.  In 
this  stage,  dullness  and  apathy  may  persist 
for  several  hours. 

An  “attack,”  consisting  of  any  or  all  of  the 
above  symptoms,  usually  occurs  after  a 
period  of  fasting,  so  most  commonly  it  is 
seen  in  the  early  morning  hours  before  break- 
fast, or  in  the  late  afternoon  if  lunch  is 
skipped  or  is  of  insufficient  caloric  value. 
Strenuous  or  prolonged  exercise  may  also 
cause  or  aggravate  the  symptoms. -- 

V.  Diagnosis 

Whipple  proposed  a triad  of  conditions  to 
be  met  in  the  diagnosis  of  hyperinsulinism:" 
1.  attacks,  as  described  previously,  occurring 
in  the  fasting  state,  2.  hypoglycemia  with 
blood  sugar  of  50  mg.  per  cent  (Folin-Wu)  or 
less  during  an  attack,  and  3.  relief  of  symp- 
toms after  administration  of  glucose.  This  has 
been  a helpful  standard,  but  not  100  per  cent 
reliable  with  both  false  positives  and  nega- 
tives occurring.  In  110  cases,  the  lowest  blood 
sugar  during  an  attack  was  45  mg.  per  cent  or 
less  (Folin-Wu  method)  in  107  patients,  but 
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this  included  15  patients  who  were  later 
found  to  have  a normal  pancreasd-'^ 

The  most  commonly  used  diagnostic  tests, 
in  addition  to  the  routine  fasting  blood  sugar, 
have  been  the  response  to  a prolonged  fast, 
the  tolbutamide  tolerance  test,  and  the  L- 
leucine  tolerance  test. 

For  the  fast,  the  patients  are  hospitalized 
and  given  only  tea,  black  coffee,  and  water, 
and  are  encouraged  to  be  active.  The  fast  is 
continued  until  symptoms  develop,  at  which 
time  a sugar  determination  is  done,  or  until 
72  hours  have  elapsed,  at  which  time  the  test 
is  considered  negative.  Sixty-six  of  89  pa- 
tients developed  significant  symptoms  within 
24  hours,  and  only  two  patients  developed 
symptoms  after  48  hours.  Two  patients  with 
negative  tests  were  later  found  to  have  ade- 
nomas.!^ 

Intravenous  administration  of  sodium  tol- 
butamide in  a dose  of  30  mg. /kg.  of  body 
weight  will  produce  a significantly  decreased 
fasting  blood  sugar  in  most  patients  with  in- 
sulinomas as  compared  to  normal  individuals, 
and  the  hypoglycemia  will  persist  for  several 
hours  unless  treatment  is  instituted. Levo- 
Leucine  given  orally  in  a dose  of  150  mg. /kg. 
of  body  weight  produces  a similar  picture, 
but  not  as  consistently  as  tolbutamide. Glu- 
cose, insulin,  and  epinephrine  tolerance  tests 
have  largely  been  abandoned. 

VI.  Differential  Diagnosis 

Other  causes  of  organic  hypoglycemia  in- 
clude hepatic  diseases,  adrenal  or  pituitary 
insufficiency,  central  nervous  system  lesions, 
and  large  fibrogenic  tumors. ^ Tests  for  these 
conditions  include:  liver  function  studies,  the 
eosinophilic  response  to  epinephrine  and 
ACTH,  measurement  of  adrenal  hormones  in 
blood  and  urine.  X-ray  of  the  sella  turcica, 
and  electroencephalogram.!'! 

The  attacks  of  functional  hypoglycemia 
usually  occur  within  a few  hours  after  meals 
of  high  carbohydrate  content  in  patients  with 
emotional  problems.  They  practically  never 
cause  unconsciousness  and  the  blood  sugar 
during  an  attack  is  usually  above  50  mg.  per 
cent.!- 


Factitious  hyperinsulinism  should  be  sus- 
pected in  patients  with  typical  attacks  who 
have  access  to  insulin,  such  as  doctors, 
nurses,  and  relatives  of  diabetics.  They  go  to 
great  lengths  to  conceal  their  insulin  and 
several  have  undergone  surgery  because  the 
true  diagnosis  was  not  appreciated. •■! 

As  can  be  seen,  the  diagnosis  of  hyperin- 
sulinism can  be  quite  straightforward  or  very 
elusive.  Allan  believes  the  difficulty  is  com- 
pounded because  the  symptoms  when  mild 
are  essentially  subjective;  when  severe,  they 
are  not  pathognomonic;  and  in  most  cases 
the  physician  must  conduct  the  initial  study 
at  a time  when  the  patient  is  asympto- 
matic.!' 

Initial  diagnoses  have  included  epilepsy, 
chronic  nervous  exhaustion,  psychosis,  cere- 
brovascular accident,  and  hysteria  among 
others.!®'!!! 

As  with  any  disease,  the  correct  diagnosis 
in  these  patients  depends  on  an  awareness  of 
its  possibility,  a carefully  taken  history  and 
the  adjunctive  tests  as  listed  above. 

VII.  Treatment 

The  treatment  of  choice  for  islet  cell 
tumors  is  surgical  removal  of  the  tumor. 
However,  Moss  and  Rhoads  list  four  reasons 
why  medical  management  may  be  necessary: 
1.  the  patient  may  refuse  surgery,  2.  the 
surgeon  may  feel  that  the  risk  is  too  great  at 
that  time,  3.  the  patient  with  mild  symptoms 
may  want  to  give  a medical  regimen  a trial 
before  resorting  to  surgery,  and  lastly,  4.  pa- 
tients with  inoperable  metastases  may  need 
palliative  management.! - 

The  acute  hypoglycemic  episode  is  treated 
with  intravenous  glucose  with  or  without 
epinephrine.  Long-term  programs  have  in- 
cluded: 1.  low  carbohydrate,  high  fat,  high 
protein  diets,  2.  ACTH  and  cortisone,  3.  treat- 
ment with  alloxan,  and  4.  premeal  insulin. 
Of  these  four,  only  the  first  two  have  merit, 
and  individual  cases  have  responded  to  these 
methods  for  prolonged  periods.!--!' 

Marble-"  advances  four  reasons  for  pre- 
ferring surgical  treatment  as  soon  as  the  diag- 
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nosis  is  made:  1.  if  all  benign  adenomas  are 
removed,  complete  cure  may  be  expected, 
2.  medical  treatment  is  usually  unsatisfac- 
tory, 3.  delay  in  treatment  with  continuance 
of  attacks  may  produce  irreparable  damage 
to  the  central  nervous  system,  and  4.  delay 
may  allow  the  development  of  obesity. 

Unfortunately,  most  patients  have  found 
that  taking  frequent  meals  of  high  carbohy- 
drate content  will  reduce  or  prevent  the  at- 
tacks. If  there  is  delay  in  seeing  a physician 
or  postponement  of  operation,  obesity  may 
become  a significant  factor,  not  only  in  sur- 
gical morbidity  and  mortality,  but  in  increas- 
ing the  difficulty  of  locating  the  adenoma. 

Four  operative  procedures  are  useful  in 
the  surgical  management  of  these  tumors. 
When  a circumscribed  adenoma  is  found 
in  an  accessible  location,  simple  enucleation 
may  be  sufficient.  Distal  pancreatectomy  is 
recommended  if  the  adenoma  is  in  the  tail. 
Subtotal  pancreatectomy  is  necessary  for  le- 
sions in  the  body  or  neck  of  the  pancreas. 
Total  pancreatectomy  is  a formidable  proce- 
dure and  is  reserved  for  lesions  of  the  head 
of  the  pancreas  or  when  lesser  procedures 
have  not  been  curative.  Waugh,  Dixon,  and 
Clagett  list  four  criteria  to  be  met  before 
doing  total  pancreatectomy  in  this  disease:-^ 
1.  the  patient’s  symptoms  are  due  to  spon- 
taneous hypoglycemia,  2.  the  tumor  is  not  in 
the  tail  or  body,  3.  if  the  tumor  is  in  the  head 
and  palpable,  a local  excision  is  not  possible, 
and  4.  the  symptoms  and  disability  produced 
by  the  tumor  must  outweigh  the  magnitude 
of  the  operation  and  the  resulting  metabolic 
disturbance. 

The  surgical  approach  is  as  follows. 
Glucose  is  started  intravenously  before  the 
patient  is  taken  to  the  operating  room.  A 
bilateral  subcostal  incision  is  made  extending 
far  laterally.  The  abdomen  is  then  explored 
with  special  emphasis  on  detection  of  ectopic 
pancreatic  tissue,  especially  around  the 
stomach  or  duodenum.  The  pancreas  is  vis- 
ualized by  dividing  the  gastrocolic  omentum, 
mobilizing  the  pancreatic  tail  by  bringing  the 
spleen  forward,  and  elevation  of  the  head  by 
use  of  the  Kocher  procedure  on  the  lateral 
duodenal  attachments.  The  peritoneum  along 


the  upper  and  lower  borders  of  the  gland  is 
incised.  The  pancreas  is  then  thoroughly  in- 
spected and  palpated.  Adenomas  are  usually 
darker  than  the  surrounding  tissue  and  are 
firm  and  encapsulated.  The  tumors  are  fre- 
quently not  seen  and  palpation  must  be  relied 
upon. 

Visible  or  palpable  adenomas  are  removed 
by  the  methods  listed  above.  If  no  tumor  is 
found,  then  the  surgeon  faces  a dilemma.  The 
predominant  feeling  is  that  resection  of  the 
gland  up  to  the  region  of  the  superior  mesen- 
teric vessels  should  be  undertaken.  Examina- 
tion of  this  specimen  may  reveal  a small  ade- 
noma, or  even  if  no  tumor  is  found,  the  pa- 
tient may  be  relieved  of  symptoms.  If  the 
symptoms  persist  and  the  criteria  for  total 
pancreatectomy  are  met,  then  this  procedure 
is  carried  out  at  a later  date. 

The  most  common  postoperative  complica- 
tions are  transient  diabetes,  pancreatic  fistu- 
las, and  hyperthermia. 


VIII.  Results 

In  110  patients  subjected  to  exploration  at 
the  Mayo  Clinic  for  a diagnosis  of  hyperin- 
sulinism,  84  were  subsequently  found  to  have 
a benign  adenoma  or  grade  I carcinoma  and 
11  had  frank  carcinoma  with  metastases. 

Fifty-seven  of  these  patients  had  local  ex- 
cision of  their  tumor  with  four  postoperative 
deaths.  Forty-nine  of  them  were  cured  of 
their  disease.  One  patient  had  persistent 
symptoms  and  autopsy  revealed  an  islet-cell 
adenoma.  Three  other  patients  developed  re- 
current symptoms  later,  with  adenomas  re- 
moved in  two  patients  at  second  operation. 

Thirty-one  patients  had  partial  pancreatec- 
tomy. Twenty  of  the  specimens  contained  an 
adenoma  and  all  these  patients  were  cured 
with  the  exception  of  one  postoperative  fatal- 
ity and  one  recurrence.  Eleven  specimens 
contained  no  tumor,  but  three  of  these  pa- 
tients have  remained  free  of  symptoms  post- 
operatively. 

Six  patients  had  total  pancreatectomy,  all 
but  one  having  had  previous  operations.  One 
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died  postoperatively,  but  the  other  five  were 
cured  of  their  hypoglycemia. 

In  Moss  and  Rhoads’  series  of  337  operated 
patients  with  nonmetastasizing  tumors,  81.9 
per  cent  had  complete  relief  of  symptoms 
postoperatively,  5.9  per  cent  had  slight  or  no 
improvement,  and  8 per  cent  succumbed  in 
the  postoperative  period.  In  4.2  per  cent  of 
cases  the  follow-up  result  was  unknown. 


Summary 

In  summary,  organic  hyperinsulinism  is 
produced  by  tumors  or  hyperplasia  of  the  is- 
lets of  Langerhans.  Typical  symptoms  consist 
of  episodes  of  weakness,  confusion  or  coma, 
coming  on  after  fasting  or  exercise,  but  the 
clinical  picture  may  be  bizarre  and  the  diag- 
nosis difficult.  The  adenomas  may  be  single 
or  multiple  and  are  classified  as  benign,  sus- 
piciously malignant,  or  frankly  malignant. 
The  72-hour  fast  is  the  most  useful  diagnostic 
test.  Surgical  removal  of  the  tumor  is  the 
treatment  of  choice  and  produces  gratifying 
results. 
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PSYCHIATRISTS  STUDY 
WIFEBEATER'S  WIFE 

Wives  who  endure  physical  abuse  from 
their  husbands  for  years  finally  seek  outside 
help  when  one  of  their  children,  usually  the 
eldest  son,  interferes,  a recent  study  indicates. 

This  pattern  of  behavior  emerged  in  a 
study  of  12  marriages  in  which  the  husbands 
had  beaten  their  wives  periodically  during  12 
to  20  years  of  wedded  life. 

The  study  was  reported  by  Drs.  John  E. 
Snell,  Richard  J.  Rosenwald  and  Ames 
Robey,  Framingham,  Mass.,  in  the  current 
(August)  Archives  of  General  Psychiatry, 
published  by  the  American  Medical  Associa- 
tion. 

The  couples  lived  in  a predominantly 
middle-class  suburban  area,  according  to  the 
article.  The  men  were  referred  for  psychiat- 
ric consultation  after  court  appearances  on 
charges  of  assault  and  battery  filed  by  their 
wives.  However,  the  wives  were  also  inter- 
viewed since  the  husbands  proved  reluctant 
to  talk  to  psychiatrists. 

The  average  age  of  the  wives  was  37  and 
they  had  been  married  for  an  average  of 
more  than  13  years,  the  authors  pointed  out. 

“One  sees,  therefore,  that  these  women 
were  not  young  brides  in  the  throes  of  early 
marital  adjustment,  but  tended  rather  to  be 
women  of  mature  years  whose  marriages  had 
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shown  considerable  stability,”  they  com- 
mented. 

“In  no  case  was  the  husband’s  violence  of 
recent  onset.  Each  wife  admitted  readily  that 
fighting  had  existed  throughout  her  mar- 
riage.” 

Therefore,  the  central  question  became 
why  after  12  to  20  years  had  these  women 
chosen  this  particular  time  to  appeal  for  help 
outside  their  families,  the  authors  said. 

The  wives’  first  answers  to  this  question 
almost  invariably  involved  the  children  in 
some  way,  according  to  the  report.  Almost 
all  had  children  over  10  years  old.  In  each  of 
these  cases,  the  eldest  was  a boy,  who  figured 
prominently  in  the  specific  episode  of  vio- 
lence which  triggered  the  court  appearances. 
In  some  cases,  the  eldest  boy  had  taken  part 
in  the  strife,  defending  his  mother  and  phys- 
ically attacking  his  father. 

“The  consistency  of  these  observations 
throughout  the  group  studied  gave  rise  to  our 
speculation  that  a common  significant  factor 
in  determining  the  timing  of  the  court  ap- 
pearance may  be  the  presence  in  the  family 
of  an  adolescent  child  (commonly  male) 
whose  intervention  in  the  parents’  struggle 
acts  to  disturb  a marital  equilibrium  which 
had  been  working  more  or  less  satisfactorily.” 

As  a rule,  the  authors  continued,  the  wives 
were  aggressive  while  the  husbands  were 
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passive  and  shy  with  a tendency  to  drink  ex- 
cessively. The  wives  needed  to  control  the 
marital  relationship  and  the  husbands  had 
strong  dependent  needs. 

The  essential  ingredient  leading  to  physical 
abuse  seems  to  be  the  need  both  husband  and 
wife  feel  for  periodic  reversal  of  roles;  she  to 
be  punished,  he  to  re-establish  his  masculine 
identity,  the  psychiatrists  said. 

So  long  as  the  opportunity  exists  for  both 
to  indulge  both  sides  of  their  conflicting  de- 
sires, no  need  for  help  is  perceived  by  either, 
they  added. 

The  intervention  of  the  child  at  a certain 
age  becomes  a potentially  dangerous  threat, 
they  said.  It  may  be  at  the  point  that  this 
threat  is  first  clearly  perceived  that  the  wife 
calls  for  outside  help  to  change  a situation 
which  she  has  fostered  but  which  now  ap- 
pears out  of  her  control,  they  explained. 


HEALTH  AND  SAFETY  TIPS 

The  American  Medical  Association’s  Com- 
mittee on  the  Medical  Aspect  of  Sports  once 
again  has  issued  its  annual  pre-fall  admoni- 
tion regarding  early  season  football  practice 
in  hot  weather. 

Special  precautions  should  be  observed  to 
safeguard  the  health  of  college  and  high 
school  athletes  at  the  outset  of  the  season, 
especially  when  the  practice  periods  are  con- 
ducted in  very  warm  and  highly  humid 
weather. 

The  tens  of  thousands  of  youths  who  will 
shortly  be  trying  to  make  the  school  teams 
all  over  the  nation  will  be  subject  to  heat  ex- 
haustion or  heat  stroke  if  care  is  not  ob- 
served. Heat  exhaustion  follows  depletion  of 
salt  and  water  due  to  excess  sweating.  In 
heat  stroke,  the  body  overheats  due  to  lack 
of  sweating. 

The  old  idea  that  water  should  be  with- 
held from  athletes  during  workouts  has  long 
since  been  disproved.  In  fact,  it’s  necessary 
to  replace  water  lost  through  sweating  to  pre- 
vent heat  exhaustion.  This  is  best  done  by 
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occasional  drinks  of  small  amounts  of  water, 
perhaps  half  a glass. 

Salt  needs  to  be  replaced  daily,  particularly 
during  the  acclimatization  period.  Extra  salt- 
ing of  food  within  the  bounds  of  taste  will  ac- 
complish this.  Salt  tablets,  particularly  on 
an  empty  stomach,  can  be  irritating  and  may 
be  poorly  absorbed.  Adding  one  teaspoon  of 
salt  to  six  quarts  of  water  used  for  drinking 
during  hot-weather  workouts  offers  another 
approach. 

Frequent  rest  periods  during  hot  weather 
workouts  are  recommended.  Coaches  are 
urged  to  watch  players  closely  for  signs  of 
lethargy,  inattention,  stupor,  awkwardness  or 
unusual  fatigue.  Symptoms  of  water  and  salt 
depletion  may  include  headache,  nausea, 
hallucinations  and  weak  and  rapid  pulse. 

The  AMA  Committee,  composed  of  phy- 
sicians with  particular  interest  in  sports 
medicine,  offers  some  points  to  help  coaches 
prevent  heat  exhaustion  and  heat  stroke  in 
their  young  players: 

1.  Require  a careful  medical  history  and 
checkup  prior  to  beginning  of  practice. 

2.  Schedule  workouts  during  cooler  morn- 
ing and  early  evening  hours  in  hot 
weather. 

3.  Acclimatize  athletes  to  hot  weather  by 
carefully  graduated  practice  schedules. 

4.  Provide  rest  periods  of  15  to  30  minutes 
during  workouts  of  an  hour  or  more  in 
hot  weather. 

5.  Supply  white  clothing  (to  reflect  heat) 
which  is  loose  and  comfortable  (to  per- 
mit heat  escape)  and  permeable  to  mois- 
ture (to  allow  heat  loss  via  sweat) . 

6.  Furnish  extra  salt  and  water  in  recom- 
mended amounts. 

7.  Watch  athletes  carefully  for  signs  of 
trouble,  particularly  the  determined 
youngster  who  may  not  report  discom- 
fort. 

8.  Remember  that  the  temperature  and 
humidity,  not  the  sun,  are  the  important 
factors.  Heat  exhaustion  and  heat 
stroke  can  occur  in  the  shade. 
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SLEEPING  SICKNESS— 

A CASE  OF  MISTAKEN  IDENTITY 

Prepared  by 

The  American  Medical  Association 

(EDITOR’S  NOTE:  In  view  of  confirmed  out- 
breaks of  encephalitis  in  Texas  and  Florida,  and 
the  appearance  of  encephalitis-like  illness  in  Illi- 
nois and  Arizona,  the  American  Medical  Associa- 
tion is  reissuing  the  following  background  informa- 
tion. It  has  been  updated  to  include  the  latest 
available  medical  information  on  disease  out- 
breaks. ) 

Viral  encephalitis,  already  posing  an  epi- 
demic threat  in  Houston,  Tex.,  may  also  stage 
late-summer  outbreaks  elsewhere  in  the  na- 
tion, public  health  officials  have  warned. 

Confirmed  cases  of  the  disease — commonly 
known  as  sleeping  sickness  or  brain  fever — 
have  been  reported  in  Florida  as  well  as 
Texas;  and  suspected  cases  have  been  found 
in  Illinois  and  Arizona. 

In  addition,  the  virus  has  been  discovered 
in  certain  Florida  mosquitoes  and  horses. 
The  importance  of  this  is  that  the  disease  is 
often  spread  from  animal  to  man  by  insect 
bites  and  stings. 

In  fact,  insect-borne  encephalitis  (not  to  be 
confused  with  encephalitis  associated  with 
infectious  diseases,  such  as  mumps  and 
measles)  is  strictly  speaking  a disease  of 
birds  and  small  mammals  rather  than  man, 
according  to  Raymond  L.  White,  M.  D.,  direc- 
tor of  Environmental  Medicine  and  Medical 
Services  for  the  American  Medical  Associa- 
tion. 

“Its  transmission  to  man  is,  in  a sense,  an 
accident,”  he  said. 

The  insects  known  to  transport  viral  en- 
cephalitis generally  disdain  humans  as  hosts. 
But  in  their  short-sighted  world  they  mis- 
take identities  and  man  sometimes  gets 
stung. 

Accident  or  not,  encephalitis  is  serious. 
The  reaction  is  often  severe  and  the  percent- 
age of  fatalities  among  those  stricken  can 
range  from  two  to  75  per  cent,  depending 
upon  which  type  of  encephalitis  virus  is  the 
infectious  agent.  In  addition,  some  victims 


of  encephalitis  are  left  paralyzed,  enfeebled 
or  mentally  affected. 

Encephalitis  is  actually  a family  of  diseases 
that  attacks  the  central  nervous  system,  ex- 
plained Dr.  White.  It  is  characterized  by  its 
sudden  onset,  high  fever,  headache  and  dizzi- 
ness. Within  a day  or  two  drowsiness  or 
stupor  overcomes  the  victim  and  he  often 
develops  a stiff  neck,  becomes  mentally  con- 
fused and  has  speech  difficulties.  In  severe 
cases  convulsions  and  coma  may  develop. 
There  is  no  specific  treatment. 

Insect-borne  encephalitis  can  be  found  in 
one  form  or  another  in  many  sections  of  the 
world.  Three  types  are  known  in  the  United 
States — Western  equine.  Eastern  equine  and 
St.  Louis. 

The  St.  Louis  type,  identified  with  the 
Texas  outbreak,  gets  its  name  from  the  epi- 
demic it  spread  in  and  around  that  city  in 
1933  and  again  in  1937.  The  disease  ranges 
through  the  lower  Ohio  Valley,  all  the  states 
west  of  the  Mississippi,  as  well  as  Florida.  It 
is  much  more  likely  to  attack  older  people 
and  the  mortality  rate  increases  steadily  with 
age.  Those  over  40  and  persons  with  high 
blood  pressure  and  arteriosclerosis  appear  to 
be  particularly  endangered  by  the  disease. 

Western  equine,  as  the  name  implies,  was 
first  thought  to  be  spread  by  horses.  But  it 
later  developed  that  horses,  like  men,  are 
accidental  victims.  This  form  of  encephalitis 
is  most  prevalent  in  the  Western  two-thirds 
of  the  nation,  but  has  appeared  in  several 
Eastern  states  as  well.  It  attacks  individuals 
in  all  age  groups,  and  although  considered 
the  mildest  form  of  infectious  encephalitis  in 
the  United  States,  it  kills  about  one  victim 
in  ten.  Children  less  than  one  year  old  are 
frequently  left  impaired  or  retarded  by  the 
disease. 

Eastern  equine,  at  one  time  also  mistakenly 
blamed  on  horses,  predominates  among  chil- 
dren. One  study  showed  that  about  two- 
thirds  of  its  victims  are  under  two.  It  is  by 
far  the  most  serious  of  the  three  types  and  is 
often  fatal.  Among  young  survivors  the  after 
effects  are  often  severe.  Fortunately,  the 
disease  is  rather  infrequent  and  seems  to  be 
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restricted  to  certain  areas  along  the  Atlantic 
and  Gulf  coasts.  The  highest  number  of  out- 
breaks is  usually  in  September. 

The  viruses  of  encephalitis,  once  intro- 
duced into  the  body,  work  their  havoc  on  the 
spinal  cord  and  brain.  They  disrupt  or 
destroy  nerve  cells  and  frequently  damage 
small  blood  vessels  supplying  the  brain. 

The  amount  of  damage  inflicted  depends 
to  a large  extent  upon  the  type  of  virus,  age 
and  certain  physical  factors.  Dr.  Albert  B. 
Sabin,  who  developed  the  vaccine  against 
one  type  of  the  disease  for  our  troops  serving 
in  the  Far  East,  said  susceptibility  to  en- 
cephalitis may  have  something  to  do  with 
heredity — whether  or  not  the  virus  finds  an 
inherent  chemical  combination  that  helps  it 
multiply  within  a person’s  body.  It  is  also 
possible,  he  said,  that  susceptibility  may  be 
greater  because  of  a weakness  or  the  presence 
of  other  disease  germs  in  a particular  per- 
son’s nervous  system. 

There  is  much  about  encephalitis  that  is 
still  unknown,  although  it  has  been  getting 
attention  from  medical  researchers  since 
about  1930.  For  instance,  while  mosquitoes 
get  most  of  the  blame  for  spreading  the 
disease,  it  may  well  be  that  other  insects  are 
also  implicated — mites,  lice,  ticks,  etc. 

In  the  1933  St.  Louis  epidemic  chickens 
were  found  to  be  heavily  infested  with  the 
virus.  This  has  led  to  demonstrations  that 
chicken  mites  could  well  have  been  respon- 
sible for  helping  spread  the  infection.  Lab- 
oratory experiments  have  shown  that  dog 
ticks  can  carry  the  disease  also,  but  no  paral- 
lel has  been  found  in  nature. 

Just  as  important  as  determining  what  in- 
sects can  transport  encephalitis  is  finding  the 
disease  reservoir — the  place  where  the  insect 
picks  up  the  virus.  Birds,  both  wild  and  do- 
mestic, may  be  the  chief  source.  The  virus 
has  been  discovered  in  species  ranging  from 
song  sparrows  to  turkeys. 

It  is  significant  that  the  dozen  or  so  breeds 
of  mosquitoes  known  to  be  able  to  transmit 
encephalitis  like  to  feed  on  this  feathered 
population.  Also,  the  fact  that  encephalitis 


fails  to  produce  any  severe  symptoms  among 
birds  indicates  that  they  and  the  virus  may 
have  become  adaptable  to  each  other. 

Birds  may  not  be  the  only  natural  reser- 
voir, however.  Evidence  of  the  virus  has 
also  been  found  in  domestic  farm  animals, 
rodents  and  other  forms  of  wild  life.  It’s 
even  possible  that  sometimes  the  disease  may 
be  directly  transferred  from  one  human  to 
another  by  the  mosquito,  as  is  the  case  in 
malaria.  This  mode  of  transmission  is  prob- 
ably rare,  if  it  actually  does  occur.  The  ani- 
mal to  human  route  appears  to  be  more  usual. 

From  what  is  known  about  encephalitis,  it 
appears  that  it  cannot  be  stamped  out  by 
eradicating  one  form  of  insect,  as  malaria 
has  been  virtually  eliminated  in  this  coun- 
try by  killing  off  a certain  breed  of  mosquito. 

Encephalitis  is  basically  a disease  of  small 
animals.  In  this  sub-human  world  it  thrives 
and  is  probably  passed  from  one  species  to 
another  by  a variety  of  infesting  insects. 
Once  in  a while  an  insect  comes  along  that 
will  bite  both  animal  and  man.  Then  given 
the  right  circumstances — a large  reservoir  of 
infected  birds,  a large  mosquito  population 
and  a dense  human  population,  for  instance — 
and  you  have  an  epidemic. 

Perhaps  the  only  sure  way  of  eliminating 
encephalitis  would  be  to  kill  off  much  of  the 
animal  population,  including  valuable  domes- 
tic breeds,  or  to  wipe  out  insect  life — an  im- 
possible task. 

“More  realistic,”  said  Dr.  White,  “would 
be  a nationwide  program  of  surveillance.  By 
keeping  close  watch  on  encephalitis  in  ani- 
mals, by  taking  into  account  the  density  of 
insect  populations  as  well  as  the  predominant 
variety  in  any  one  area,  it  may  be  possible 
to  initiate  a program  of  encephalitis  predic- 
tion, as  influenza  epidemics  are  now  pre- 
dicted. 

“Once  it  is  possible  to  predict  where  and 
when  encephalitis  might  strike,  then  it 
would  also  become  possible  to  take  strong, 
concentrated  control  measures  to  make  sure 
that  the  disease  doesn’t  ‘accidentally’  get 
transmitted  to  man.” 


SEPTEMBER  1964— VOL.  34,  NO.  3 


75 


At  the  time  of  this  writing  HR  11865,  the 
Social  Security  Amendments  Bill  reported 
out  by  the  House  Ways  and  Means  Commit- 
tee, has  been  considered  by  the  Senate  Fi- 
nance Committee  of  which  Senator  Harry  F. 
Byrd  of  Virginia  is  chairman.  As  is  well 
known,  Social  Security  for  physicians  and 
interns  was  added  to  the  Social  Security 
Amendments  of  1964  which  was  passed  by 
the  House  by  a vote  of  388  to  8.  The  Medicare 
portion  of  this  controversial  bill  was  left  out 
by  the  House  Ways  and  Means  Committee 
and  by  the  Senate  Finance  Committee,  a five 
per  cent  increase  in  Social  Security  “dole” 
being  added.  The  Medicare  feature  of  the 
bill  was  not  reported  out  by  the  Senate  Fi- 
nance Committee  but  either  one  of  four 


Senators,  Gore,  Javits,  Ribicoff,  or  Humphrey 
was  expected  to  “tack  it  on”  to  HR  11865. 
Placing  physicians  and  interns  under  Social 
Security  was  deleted  from  the  Senate  Fi- 
nance Committee  report  by  a vote  of  14  to  1. 

This  being  an  election  year  any  popular 
move  that  might  prove  politically  helpful  in 
November  is  being  considered  for  passage 
for  political  reasons.  American  Medicine  is 
being  sacrificed  on  the  altar  of  political  ex- 
pediency. We  can  only  hope  that  the  me- 
chanical procedures  necessary  to  go  through 
with  to  enact  legislation  will  be  enough  pro- 
tection against  socialization  at  this  time. 
Even  though  the  Medicare  Amendment 
(compulsory  health  insurance)  might  have 
been  thoroughly  blocked  by  going  back  to 
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Congressman  Mills’  House  Ways  and  Means 
Committee,  other  attempts  to  open  the  door 
to  socialized  medicine  now  are  evident.  In 
order  “to  establish  the  principle  of  social  in- 
surance medicine,”  Senator  Jacob  Javits  (R., 
N.  Y.)  would  add  “up  to  45  days  hospitaliza- 
tion and  up  to  180  days  of  nursing  home  care 
financed  through  social  security  taxation.” 

Our  two  Senators,  Lister  Hill  and  John 
Sparkman,  were  visited  personally  in  Wash- 
ington by  a delegation  from  Alabama  repre- 
senting MAS  A.  Two  physicians.  Dr.  John 
Chenault  and  Dr.  M.  Vaun  Adams,  were  ac- 
companied by  Mr.  Charles  Weston,  President 
of  Barbour  County  Farm  Bureau,  Judge 
Newton  Powell,  Circuit  Court  Judge,  Mor- 
gan County,  and  State  Senator  John  Tyson, 
Mobile.  They  were  most  cordially  received 
and  information  was  obtained  regarding  the 
procedures  that  would  be  followed  in  han- 
dling HR  11865  once  it  was  reported  out  of 
the  Senate  Finance  Committee.  The  AMA 
asked  us  to  proceed  with  our  last  minute 
letter  writing  and  a letter  was  sent  out  from 
the  Central  Office  to  the  entire  membership 
asking  that  Senators  Hill  and  Sparkman  be 
contacted  by  letter  urging  opposition  to  the 
Medicare  Amendment. 

Let  us  be  reminded  of  the  situation  in 
England  with  the  National  Health  Service.  A 
personal  note  dated  August  4,  1964  from  an 
American  physician  who  is  a relative  and  is 
in  England  now  states:  “It  is  quite  obvious 
the  people  like  the  National  Health  Service 


and  I am  sure  nothing  could  persuade  them  to 
go  back  to  the  old  system  of  private  practice. 
And  as  far  as  I can  see  the  doctors  who  work 
for  NHS  have  no  say  any  more  over  what 
their  fees  are  to  be  or  what  the  hospital  facil- 
ities are  to  be — These  are  now  decided  by  the 
politicians” — “if  American  medicine  does  not 
want  socialization  they  ‘better  never’  give  it 
a foothold.” — “The  public  loves  it  and  the 
doctors  haven’t  a chance  except  to  leave  the 
country,  which  they  are  doing  at  the  rate  of 
400  per  year!” — “The  local  general  practi- 
tioner gets  a pretty  tough  deal.” 

Let  us  hope  that  an  impasse  in  legislation 
has  developed  and  that  HR  11865  has  nothing 
detrimental  to  medicine  in  it  when  the  final 
version  is  passed. 

Elsewhere  in  this  Journal  is  an  article  re- 
garding medical  reports  to  the  Disability  De- 
termination Unit  of  the  Vocational  Rehabili- 
tation Service.  This,  of  course,  is  dealing 
with  Social  Security  claims  for  total  dis- 
ability. Since  Social  Security  can  never  be 
done  away  with,  the  doctors  need  to  control 
the  misuse  of  claims  by  reporting  as  accurate- 
ly as  possible. 
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SOCIAL  SECURITY  DISABILITY  BENEFITS 

E.  B.  Glenn,  M.  D. 


Recently  my  attention  has  been  called  to 
the  fact  that  Alabama  physicians  are  provid- 
ing approximately  25,000  reports  a year  on 
behalf  of  patients  applying  for  social  security 
disability  benefits.  The  total  number  of  re- 
ports turned  in  on  a national  level  numbers 
approximately  one  million.  This  represents 
the  number  of  people  on  social  security  who 
feel  that  they  are  totally  disabled  and  are 
asking  private  physicians  to  support  their 
contentions  by  filling  out  the  forms  for  them. 
This  means  that  they  would  receive  disability 
payments  prior  to  the  retirement  age  of  65  in 
the  case  of  men  and  age  62  in  the  case  of 
women. 

In  order  to  keep  this  reporting  in  the  hands 
of  the  practicing  physicians,  the  patient  must 
get  the  information  from  an  attending  phy- 
sician. When  the  form  is  completed  a board 
of  physicians  (who,  incidentally,  are  mem- 
bers of  the  State  Medical  Association)  are 
employed  to  review  these  cases.  Approxi- 
mately twice  as  many  claims  are  allowed  as 
are  disallowed  (1,800,400  allowances  or  66% 
as  against  934,900  denials  or  34'/(  cumulative 
through  September,  1963). 

Alabama  has  been  requested  to  take  part  in 
a two-fold  experiment,  first,  to  ease  the  task 
of  reporting  for  the  attending  physician  and, 
second,  to  expedite  the  process  of  gathering 
medical  evidence.  A new  medical  report 
record  has  been  devised  and  a new  method  of 
obtaining  supplementary  evidence  from  at- 
tending physicians  is  being  put  into  effect. 

Physicians  have  been  consulted  throughout 
the  country  in  devising  the  new  report 
record.  It  provides  adequate  space  for  re- 
cording history  and  physical  findings,  labora- 
tory data  and  other  information  that  will 


facilitate  the  evaluating  physician  in  deter- 
mining the  merits  of  the  case.  Copies  of  pri- 
vate physicians’  records  or  reports  on  their 
own  stationery  may  still  be  sent. 

In  addition  to  this  information,  should  the 
doctor  who  reviews  the  case  need  additional 
reports  such  as  EKG,  X-ray,  or  laboratory 
studies,  he  may  request  the  attending  phy- 
sician to  do  this  work  provided  the  attending 
physician  has  the  facilities  available.  Pay- 
ment for  this  can  be  authorized  by  the  evalu- 
ating physician  if  he  feels  that  this  informa- 
tion is  needed  to  more  clearly  evaluate  the 
case.  This  will  serve  to  avoid  the  necessity  of 
employing  a consultant  which  is  sometimes 
necessary. 

This  new  method  now  seems  to  give  the  at- 
tending physician  more  say-so  in  determining 
whether  a patient  should  receive  disability  or 
not.  The  members  of  the  evaluating  board 
never  see  the  patient  and  must  rely  on  the  in- 
formation received  on  the  forms  submitted 
by  the  patient,  attending  physician,  and  any 
hospital  records  that  might  be  available. 

This  law  has  been  in  effect  since  1955. 
Responsibility  is  placed  on  physicians  to  see 
that  it  is  administered  fairly  and  those  who 
deserve  disability  receive  it  and  those  who  do 
not  deserve  consideration  are  kept  from  re- 
ceiving it.  By  having  more  complete  reports 
submitted  fewer  unnecessary  claims  will  be 
presented.  If  the  medical  profession  can  see 
its  way  clear  to  accept  this  responsibility  then 
it  will  not  be  necessary  to  have  the  Govern- 
ment “step  in  and  take  over.”  When  physi- 
cians do  not  accept  problems  of  administra- 
tion where  the  law  requires  it  then  a federal 
agency  is  bound  to  take  over. 
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NEWS  FROM  J.  C.  M.  S. 

Michael  Cram,  assistant  executive  secretary  of  the  Jefferson  County  Medical  Society,  has 
been  appointed  acting  executive  secretary,  succeeding  Steve  Yates  who  resigned  to  accept  a 
position  at  the  University  of  South  Florida  in  Tampa. 

Mr.  Cram  is  a graduate  of  Birmingham-Southern  College  where  he  majored  in  journalism 
and  speech.  He  joined  JCMS  in  1962. 

Mr.  Yates,  a Florida  native,  will  be  assistant  professor  in  the  English  department.  In  ad- 
dition to  teaching  journalism,  he  will  serve  as  advisor  to  the  campus  newspaper. 

Mr.  Yates  helped  the  Jefferson  County  Medical  Society  establish  its  first  executive  office 
and  has  served  as  executive  secretary  since  February,  1956. 


MOUND  PARK  HOSPITAL 
FOUNDATION,  INC. 

701  Sixth  Street  South 
St.  Petersburg,  Florida 
33701 

Symposium  on  MODERN  CONCEPTS  OF 
NUTRITION  AND  HEART  DISEASE, 
American  Medical  Association,  Mound  Park 
Hospital  Foundation,  Department  of  Medical 
Education  of  the  Mound  Park  Hospital,  Medi- 


cal and  Research  Divisions  of  Bay  Pines  V.  A. 
Center,  Pinellas  County  Medical  Society, 
American  Academy  of  General  Practice — 
October  22  to  24,  1964,  inclusive.  The  Foun- 
dation reserves  the  right  to  limit  registration. 
Fee  $15.00  (by  special  arrangement).  18 
Credit  Hours  Category  1 allowed.  Address 
NUTRITION,  Mound  Park  Hospital  Founda- 
tion, Inc.,  St.  Petersburg,  Florida,  33701. 
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ALABAMA  DIABETES  ASSOCIATION 

Alabama  physicians  are  invited  to  hear 
three  nationally-regarded  speakers  at  a meet- 
ing of  the  Alabama  Diabetes  Association  in 
Birmingham  September  13  preceding  the 
Seventh  Annual  Medical  Progress  Assembly. 

The  Diabetes  Association  will  meet  from 
1 P.  M.  to  5 P.  M.,  at  the  Parliament  House. 

Speakers  will  be: 

Dr.  Stuart  Soeldner,  research  assistant, 
New  England  Deaconess  Hospital,  assistant 
in  medicine  at  Peter  Bent  Brigham  Hospital 
and  associate  of  the  Baker  Clinical  Research 
Laboratory,  on  “Pre-Diabetes.” 

Dr.  Max  Ellenberg,  chief  of  the  diagnostic 
center  at  Mt.  Sinai,  New  York,  Hospital,  pres- 
ident of  the  New  York  Diabetes  Association, 
co-author  of  the  book.  Clinical  Diabetes  Mel- 
litus,  and  author  of  more  than  40  articles,  on 
“Diabetes  Neuropathy.” 

Dr.  Victor  E.  Poliak,  research  associate  pro- 
fessor of  medicine.  University  of  Illinois  Col- 
lege of  Medicine,  assistant  attending  physi- 
cian, Presbyterian-St.  Luke’s  Hospital,  Chi- 
cago, and  editor  of  the  Year  Book  of  Cardio- 
vascular and  Renal  Diseases,  on  “Renal  Dis- 
ease in  Diabetes.” 

Further  information  may  be  obtained  from 
Dr.  Buris  R.  Boshell,  University  of  Alabama 
Medical  Center,  Birmingham. 


WILLIAM  C.  FLEMING.  M.  D. 

William  C.  Fleming,  M.  D.,  has  been  ap- 
pointed Physiatrist-in-Chief,  Physical  Medi- 
cine and  Rehabilitation  Service,  University 
of  Alabama  Hospitals  and  Clinics,  and  Medi- 
cal Director,  The  Spain  Rehabilitation  Center. 
Dr.  Fleming  is  also  Professor  and  Chairman, 
Department  of  Physical  Medicine  and  Re- 
habilitation, Medical  College  of  Alabama. 
The  appointment  was  announced  jointly  by 
Joseph  F.  Volker,  D.  D.  S.,  Ph.  D.,  Vice-Presi- 


dent for  Health  Affairs;  Matthew  F.  Mc- 
Nulty, Jr.,  General  Director,  University  of 
Alabama  Hospitals  and  S.  Richardson  Hill, 
Jr.,  M.  D.,  Dean,  Medical  College  of  Alabama. 

In  his  new  duties.  Dr.  Fleming  will  be  re- 
sponsible for  the  clinical  coordination  and 
supervision  of  patients  in  the  Rehabilitation 
Center  and  patients  in  the  sphere  of  Physical 
Medicine  and  Rehabilitation  in  the  University 
Hospital.  In  addition,  he  will  be  responsible 
for  coordination  of  the  Physical  Medicine  De- 
partment at  the  University  Hospital. 

Formerly  Assistant  Professor  of  Physical 
Medicine  at  the  University  of  Miami  School 
of  Medicine  and  Chief  of  the  Physical  Medi- 
cine and  Rehabilitation  Service  at  the  Vete- 
rans Administration  Hospital,  Coral  Gables, 
Florida,  Dr.  Fleming  received  his  medical  de- 
gree from  the  University  of  Virginia,  Char- 
lottesville in  1945,  and  took  postgraduate 
training  at  the  Medical  College  of  Virginia 
and  McGuire  Veterans  Administration  Hos- 
pital in  Richmond  from  1953  to  1956. 

Dr.  Fleming  was  certified  by  the  American 
Board  of  Physical  Medicine  in  1958.  He  is  a 
member  of  the  American  Congress  of  Physi- 
cal Medicine  and  Rehabilitation  and  the 
American  Academy  of  Physical  Medicine  and 
Rehabilitation.  He  is  also  secretary  of  the 
Section  on  Physical  Medicine  of  the  Southern 
Medical  Association. 

In  commenting  on  the  appointment,  Mr. 
McNulty  said  “The  Medical  Center  is  for- 
tunate in  having  secured  the  services  of  a 
physician  whose  experience,  qualifications 
and  earned  recognition  in  his  field  eminently 
qualify  him  in  his  new  responsibilities  in  the 
University  of  Alabama  Hospitals  and  the 
Medical  College. 

“Under  Dr.  Fleming’s  medical  leadership. 
The  Spain  Rehabilitation  Center  should  grow 
and  develop  into  one  of  the  outstanding  cen- 
ters in  the  country.” 
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Alabama  Water  Improvement 
Commission  Responsibilities, 
Activities  and  Accomplishments 

Ira  L.  Myers,  M.  D.,  State  Health  Officer 
Chairman,  Water  Improvement  Commission 

Air,  water,  and  food  are  essentials  of  life 
and  must  be  available  in  a usable  state  to 
maintain  health.  Pollution  or  contamination 
of  any  of  these  essentials  endangers  life. 
The  Water  Improvement  Commission  is  the 
water  pollution  control  agency  in  this  state. 

Alabama  is  blessed  with  abundant  ground 
and  surface  water  replenished  by  an  average 
annual  rainfall  varying  geographically  from 
48  to  64  inches.  There  are  1,700  miles  of 
“navigable”  rivers  with  a greater  aggregate 
length  of  tributaries,  400,000  acres  of  man- 
made lakes,  many  natural  lakes,  and  more 


than  20,000  artificial  ponds  totaling  more  than 
80,000  acres. 

From  surface  sources,  municipal  water 
systems  draw  200  million  gallons  daily,  in- 
dustry uses  600  million  gallons,  and  4,000 
million  gallons  per  day  are  required  for 
power  plants. 


History  of  Water  Pollution  Control 
Legislation  in  Alabama 

A number  of  conferences  held  in  1946  and 
1947  resulted  in  the  enactment  of  a legislative 
bill  which  was  acceptable  to  the  participants 
who  represented  industry,  wildlife,  and  the 
affected  state  agencies.  Following  its  passage, 
this  bill  was  signed  by  the  Governor  on  Sep- 
tember 30,  1947.  The  Act  created  a commis- 
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sion  without  any  regulatory  authority  to 
study  and  report  on  water  quality  conditions 
within  the  state.  By  1949,  determinations  of 
physical,  chemical,  biochemical,  and  bacterio- 
logical characteristics  of  all  surface  waters  in 
the  state  had  been  made.  This  report  was 
submitted  to  the  1949  Legislature  together 
with  recommendations  for  amendments  to 
the  act  which  would  give  the  Commission 
regulatory  authority. 

The  amendments  of  1949  gave  the  Com- 
mission control  of  new  sources  of  pollution 
discharged  after  August  25,  1949.  The  Com- 
mission was  likewise  authorized  to  control 
pollution  of  all  sources  which  create  health 
hazards.  In  1963,  the  Commission  joined  the 
efforts  of  wildlife  and  related  agencies  who 
have  tried  unsuccessfully  for  the  past  ten 
years  to  remove  the  “grandfather”  clause  of 
this  law.  This  “grandfather”  clause  excludes 
wastes  discharged  prior  to  August  25,  1949, 
from  control  if  they  are  not  hazards  to  health. 


The  Water  Improvement  Commission, 

Its  Objectives  And  Programs 

The  Commission  is  solely  responsible  for 
water  pollution  control  in  Alabama.  The 
Commission  and  State  Department  of  Con- 
servation co-operate  in  the  investigation  of 
situations  resulting  in  fish  kills  and  other 
matters  in  which  each  may  have  an  interest. 
Others  assisting  the  Commission  in  its  activi- 
ties include  the  State  Oil  and  Gas  Board, 
Alabama  Geological  Survey,  and  United 
States  Geological  Survey. 

The  purpose  of  Alabama’s  water  pollution 
control  law  is  defined  in  the  following  man- 
ner: “The  improvement  and  conservation  of 
the  ground  and  surface  waters  of  the  State  of 
Alabama  is  of  utmost  importance.  The  exist- 
ing water  conditions  of  the  state  and  right  of 
municipalities,  industries  and  individuals  to 
the  reasonable  use  of  such  waters  so  as  to 
promote  the  continued  growth  and  develop- 
ment of  the  state,  in  industry,  agriculture, 
health  and  conservation  of  natural  resources 
are  recognized.” 


The  objectives  of  the  Commission  are  to 
regulate  and  control  the  discharge  of  wastes 
of  a pollutional  character  in  a manner  com- 
mensurate with  the  expressed  purpose  of  the 
water  pollution  control  law.  The  Commission 
seeks  voluntary  compliance  on  the  part  of 
those  exempt  from  the  provisions  of  the  law. 
In  its  approach  to  the  problem  of  waste  con- 
trol, the  Commission  considers  each  waste 
discharge  on  its  own  merits  and  on  the  basis 
of  established  and  foreseeable  use  of  the  re- 
ceiving waters.  While  the  Commission  has 
not  felt  that  state-wide  classification  of 
waters  for  the  purpose  of  waste  control  is  the 
best  approach,  it  does  apply  recognized  stand- 
ards of  water  quality  to  waste  discharges 
under  its  jurisdiction  as  necessary  to  protect 
the  quality  of  receiving  waters. 

In  the  matter  of  new  or  increased  sources 
of  wastes,  the  Commission  sets  conditions 
under  which  these  discharges  will  be  per- 
mitted and  refuses  to  issue  waste  discharge 
permits  until  it  is  assured  that  its  require- 
ments will  be  met.  The  conference  approach 
has  been  relied  upon  in  handling  existing 
sources  of  waste  subject  to  the  Commission’s 
authority.  While  this  approach  is  in  some  in- 
stances time-consuming,  it  has  been  highly 
successful  in  most  cases  and  certainly  more 
acceptable  to  the  parties  concerned  than  legal 
action.  It  is  a well-known  fact  that  legal  ac- 
tion can  involve  months  and  even  years  of 
litigation  during  which  staff  members  as- 
signed to  the  case  must  give  it  undivided  at- 
tention. 

Within  the  limits  of  its  financial  resources, 
the  Commission  sponsors  investigations  and 
studies  either  leading  to  improvements  in 
water  pollution  control  or  supplementing  the 
Commission’s  consideration  of  specific  prob- 
lems. 

Note:  This  is  the  first  of  three  articles  about  the 
Water  Improvement  Commission.  The  article  next 
month  discusses  Federal  and  State  roles  in  water 
pollution  control  and  points  out  water  quality  con- 
ditions in  Alabama.  The  final  article  summarizes 
the  status  of  pollution  control  in  Alabama  and 
offers  approaches  to  more  effective  water  pollu- 
tion control. 
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DEPARTMENT  OF  HEALTH 


BUREAU  OF  LABORATORIES 
Thomas  S.  Hosty,  Ph.D„  Director 
July  1964 

Examinations  for  intestinal  parasites 1,216 

Tj’phoid  cultures  (blood,  feces, 

urine  and  other) 264 

Brucella  cultures. 2 

Examinations  for  malaria 8 

Examinations  for  gonococci..— 1,842 

Serologic  tests  for  syphilis  (blood  and 

spinal  fluid)— 24,219 

Darkfield  examinations  5 

Agglutination  Tests 1 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 24 

Complement  fixation  tests 72 

Examinations  for  Negri  bodies 

(smears  and  animal  inoculations) 248 

Water  examinations 3,255 

Milk  and  dairy  products  examinations 3,825  ! 

Examinations  for  tubercle  bacilli 3,558 

Miscellaneous  examinations 4,406 


Total 42,945 

it  at  ^ 

BUREAU  OF  PREVENTABLE  DISEASES 
W.  H.  Y.  Smith,  M.  D„  Director 
CURRENT  MORBIDITY  STATISTICS 


1964 


•E.  E. 

June 

July 

July 

Tuberculosis  

120 

93 

170 

Syphilis  

118 

241 

135 

Gonorrhea 

270 

420 

323 

Chancroid 

0 

0 

2 

Typhoid  fever ....  

2 

1 

2 

Undulant  fever . 

0 

0 

1 

Amebic  dysentery 

1 

4 

3 

Scarlet  fever  & strep,  throat .. 

77 

136 

29 

Diphtheria 

0 

1 

1 

Whooping  cough..  . 

68 

23 

21 

Meningitis  

12 

11 

4 

Tularemia 

0 

0 

0 

Tetanus 

. 0 

0 

2 

Poliomyelitis  ...  

0 

0 

7 

Encephalitis 

0 

0 

1 

Smallpox 

0 

0 

0 

Measles 

1,981 

261 

92 

Chickenpox 

73 

10 

10 

Mumps 

54 

19 

30 

Infectious  hepatitis 

29 

78 

31 

Typhus  fever 

1 

1 

0 

Malaria 

0 

0 

0 

Cancer  

1,018 

771 

627 

Pellagra 

2 

0 

0 

Rheumatic  fever 

17 

17 

11 

Rheumatic  heart ..  .. 

27 

11 

20 

Influenza  

10 

19 

20 

Pneumonia 

226 

187 

114 

Rabies — Human  cases 

1 

0 

0 

Pos.  animal  heads 

0 

0 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

*E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S.,  Director 

PROVISIONAL  BIRTH  AND  DEATH 
STATISTICS  AND  COMPARATIVE  DATA, 
JUNE  1964 


Live  Births 
Deaths 

Causes  of  Death 

Number 

Registered 

Durincr 

Rates* 

(Annual  Basis) 

June  19( 

^ o 

0 

0 > 

H > 

Non-  *■ 
White 

1964 

1963 

1962 

Live  Births 

5,777 

3.720 

2,057 

20.7 

20.4 

20.8 

Deaths 

2,615 

1,743 

872 

9.4 

8.7 

8.4 

Fetal  Deaths 

143 

67 

76 

24.2 

21.0 

18.7 

Infant  Deaths — 

under  one  month 

112 

58 

54 

19.4 

24.8 

24.5 

under  one  year 

147 

73 

74 

25.4 

33.3 

31.3 

Maternal  Deaths 

4 



4 

6.8 

8.7 

8.6 

Causes  of  Death 

Tuberculosis,  001-019 

21 

9 

12 

7.5 

6.5 

8.4 

Syphilis,  020-029  ..  

4 

1 

3 

1.4 

1.1 

2.9 

Dvsenterv,  045-048 





0.4 

1.1 

Diphtheria.  055 

Whooping  cough,  056 

Meningococcal  infec- 

. 

tions.  057 

2 

2 

0.7 

Poliomyelitis,  080,  081.. 

1 

1 

0.4 

. 

0.4 

0.4 

Mea.sles.  08.5 

5 

3 

2 

1.8 

0.4 

Malignant  neo- 

plasms,  140-205 

347 

259 

88 

124.3 

117.6 

114.4 

Diabetes  mellitus,  260 

32 

21 

11 

11.5 

13.0 

12.0 

Pellagra,  281  

. .... 



Vascular  lesions  of 

... 

central  nervous 

system,  330-334  . 

413 

253 

160 

148.0 

122.7 

115.5 

Rheumatic  fever. 

400-402  ...  

1.4 

0.7 

Diseases  of  the 

heart,  410-443  

893 

639 

253 

320.0 

295.5 

281.3 

Hypertension  with 

heart  disease,  440-443 

123 

44 

79 

44.1 

48.7 

41.2 

Diseases  of  the 

arteries,  450-456  . . 

60 

44 

16 

21.5 

18.8 

16.8 

Influenza,  480-483 

2 

1 

1 

0.7 

2.2 

2.9 

Pneumonia,  all  forms 

490-493  

54 

36 

18 

19.3 

23.1 

15.3 

Bronchitis,  500-502  

3 

3 

1.1 

1.4 

0.4 

Appendicitis,  550-553 

3 

2 

1 

1.1 

1.1 

0.7 

Intestinal  obstruction 

and  hernia,  560,  561, 

570 

17 

12 

5 

6.1 

3.2 

5.8 

Gastro-enteritis  and 

colitis,  under  2, 

571 .0.  764 

3 

3 

1 1 

2 5 

3 fi 

Cirrhosis  of  liver,  581.. 

14 

11 

3 

5.0 

6.5 

1.8 

Diseases  of  pregnancy 

and  childbirth. 

640-689  

4 

4 

6.8 

8.7 

8.6 

Congenital  malforma- 

tions.  750-759 

22 

13 

9 

3.8 

5.5 

6.3 

Immaturity  at  birth. 

774-776  . 

30 

11 

19 

5.2 

8.7 

8.9 

Accidents,  total. 

800-962 

182 

133 

49 

65.2 

57.0 

63.4 

Motor  vehicle  acci- 

dents.  810-835,  960 

92 

75 

17 

33.0 

29.2 

29.5 

All  other  defined 

causes  

3761  237 

139 

134.7 

131.0 

122.1 

Ill-defined  and  un- 

known  causes,  780- 

793.  795  

127 

51 

76 

45.5 

38.2 

37.5 

•Rates:  Birth  and  death — per  1,000  population 
Infant  deaths — per  1,000  live  births 
Fetal  deaths — per  1,000  deliveries 
Maternal  deaths — per  10,000  deliveries 
Deaths  from  specified  causes — per  100,000  population 
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The  Woman’s  Auxiliary 


Dear  Doctors: 

When  you  read  this,  the  children  will  all 
be  back  in  school  and  I hope  your  wife  is 
busy,  not  only  with  the  P.  T.  A.,  but,  with 
her  Medical  Auxiliary  plans  for  the  coming 
year.  This  is  August  and  I am  sitting  at  my 
typewriter  here  on  Smith  Lake  with  our 
eight  year  old  son.  Hank,  waiting  to  go  skiing. 

I have  been  reviewing  the  mail  I have  re- 
ceived and  my  notes  and  memories  of  the  con- 
vention in  San  Francisco.  Several  of  my 
friends  over  the  state  have  written  asking 
what  we  were  going  to  emphasize  this  year. 
A project,  to  be  successful,  needs  to  fill  a 
local  need.  I can  think  in  terms  of  Cullman 
County  because  that  is  where  we  live,  but 
the  needs  of  all  the  counties  North,  South, 
East,  and  West  of  us  you  know  because  that 
is  where  you  live. 

Have  a committee  meeting  of  two  with 
your  wife,  she  will  enjoy  talking  to  you 
between  telephone  calls,  and  discuss  your 
local  needs  in  Health  Career  Recruitment, 
Disaster  Preparedness,  Rural  Health,  Com- 
munity Service,  Safety,  Mental  Health,  and 
politics.  Colorado  reported  on  a county  proj- 
ect that  was  a sort  of  combination  mental 
health  and  community  service  affair,  a re- 
habilitation course  and  introduction  to  the 
outside  world  for  convicts  about  to  be  re- 
leased. During  the  question  and  answer 
period  afterwards,  one  of  the  “Girls”  asked 
how  you  could  tell  a graduate  of  this  course. 


The  Colorado  president  thought  a little  bit 
and  said,  “I  don’t  know,  unless  they  said, 
‘Stick  ’em  up,  please.’  ” Of  course,  this  proj- 
ect might  not  appeal  to  the  Montgomery 
Auxiliary. 

Statewide,  encourage  your  wife  to  raise 
money  for  AMA-ERF.  Dr.  Hill,  the  Dean  of 
our  medical  school,  appreciates  and  needs  the 
money.  It  helps  to  release  his  bondage  to  the 
federal  government.  I feel  that  every  doctor’s 
wife  should  be  a member  of  your  local  mental 
health  organization.  You  may  be  too  busy  to 
attend  the  meetings  and  this  group  needs  in- 
formed members  who  can  explain  intelli- 
gently, organized  medicine’s  position  to  this 
group’s  membership.  It  might  have  saved  us 
some  trouble  last  year. 

Nationally,  we  increased  our  dues  $1.00  in 
San  Francisco.  This  will  make  it  possible 
for  every  Auxiliary  member  to  receive  the 
Bulletin  as  a part  of  her  national  dues.  The 
Bulletin  has  a new  format  and  makes  very 
interesting  reading.  Examine  one  of  her 
copies.  I believe  you  will  think  it  worth- 
while. The  AMA  is  picking  up  the  tab  this 
year  in  order  to  give  the  state  auxiliaries 
time  to  raise  their  dues  and  change  their 
by-laws. 

I’m  real  proud  of  us  nationally.  Mrs.  John 
M.  (Belle)  Chenault  was  elected  a national 
director  for  the  next  two  years.  When  Belle 
gets  all  of  her  little  children  raised,  I believe 
we  will  have  another  National  President  to 
join  Louise,  Mrs.  William  G.  Thuss,  Sr.,  in 
those  ranks.  Mrs.  W.  R.  (Marlys)  Sutton, 
last  year’s  state  president,  has  been  appointed 
Southern  Regional  Mental  Health  Chairman. 
The  National  Safety  Council  presented  us 
with  a Certificate  of  Commendation  for  work 
in  accident  prevention. 

Pat  your  fellow  committee  member  on  the 
back.  Her  hard  work  made  possible  all  of 
this  national  recognition  and  don’t  forget 
your  committee  meeting. 

Sincerely, 

Frances  Clemmons 

P.  S.  Remember  to  save  your  drug  samples 
for  International  Health. 
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The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 


In  Diverticulosis  and  Diverticulitis . . . 


METAMUCIC 


brand  of 

psyllium  hydrophilic  mucilloid 


“Diverticulosis  ...  a low-roughage  diet  is  advisable. . . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated'  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil.  . . .” 


Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 

Research  in  the  Service  of  Medicine 


SEARLE 
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“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts.”' 


ESK  AT  R^Urrademark 

Each  capsule  contains  DexedrineS  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 
SiJe  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hypere.xcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Dorfman,  W.,  and  Johnson,  D.:  Overweight  /rCuraA/z,  New  V'ork,  The  Macmillan  Company,  1948,p.  16. 

Smith  Kline  & French  Laboratories 
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“ Wonderful ...  haven’t  liad  opening  in  hoUi  nostrils  for  years”* 

(clearly  decongested  with  Dimetapp) 

Dimetapp  lets  your  "stuffed-up”  patients  breathe  easy  again. 

Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 

Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
lation. (A  key  to  success:  the  Dimetapp  formula.)  Now 
that  the  "stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 

FOR  NASAL  DECONGESTION  UP  TO  10-12  HOURS’  CLEAR 
IN  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 


(Dimetane®[brompheniramine  maleate],  12mg.;  Phenylephrine  HCI,  15mg.; 
Phenylpropanolamine  HCI,  15  mg.) 


BRIEF  SUMMARY:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications: 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 
♦Clinical  report  on  file,  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A,  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VA. 


A CORNERSTONE  OF 
CARDIAC  THERAPY 


The  Dictionary  defines  a cornerstone  as  something  of 
fundamental  importance,  just  as  Pil,  Digitalis,  (Davies,  Rose) 
and  Tablets  Quinidine  Sulfate  Natural  (Davies,  Rose)  are  of 
fundamental  importance  in  treating  your  cardiac  patients.  These 
preparations  represent  60  years  of  experience  and  dependability 
in  the  manufacture  of  pharmaceuticals. 

Pil.  Digitalis  (Davies,  Rose),  0.1  Gram  (approx.  V/^  grains) 
which  comprise  the  entire  properties  of  the  leaf,  provide  a 
dependable  and  effective  means  of  digitalizing  the  cardiac 
patient,  and  of  maintaining  the  necessary  saturation. 


Tablets  Quinidine  Sulfate  Natural,  0.2  Gram  (approx.  3 grains) 
are  alkaloidally  assayed  and  standardized,  insuring  uniformity 
and  therapeutic  dependability.  Each  tablet  is  scored  for  the 
convenient  administration  of  half  dosages. 


Davies,  Rose  & Company,  Limited  - Boston  18,  Mass. 
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms: organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adjunct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contramdications : urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon; and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon®  Sequels  with  Phenobarbital  Sustained  Release  Capsules 

Each  capsule  contains:  Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


279-4 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘P0LYSP0RIN’.L 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..Tuckahoe,  N.Y. 


APPALACHIAN  HALL 

ESTABLISHED  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  coma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr„  M.  D. 
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PHYSICALLY 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 


(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 

Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age,  and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CMe>eos 


WALLACE  LABORATORIES  Cranhury,  N.  J. 


Qrest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F A R. A. 
James  K.  Ward,  M.D.,  F.A.P.A. 


Location:  7000  5th  Avenue  South 

Box  2896,  Woodlawn  Station 

BIRMINGHAM.  ALABAMA  35212 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 


HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
jAmerican  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 


for  psychiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  □ We  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE,  N.  E.  TELEPHONE  873-5681  ATLANTA  9,  GEORGIA 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B|  (ThiamineMononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  65  (Pyridoxine  HCI)  2 mg. 

Vitamin  B,2  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7St4*4 


i:!;;®ARIZONA 


CAMELBACK 

MOUNTAIN 


Jn  Scottsdale—  the  "West's  most  Western  Town" 
—12  miles  northeast  of  downtown  Phoenix. 
Arizona's  newest  and  finest  year  around  hotel. 
180  luxurious  rooms  and  suites— all  with  pri- 
vate sun  deck,  many  have  snackbar  kitchens. 

Dining  Room,  Cocktail  Lounge.  Heated  Swim- 
ming Pool.  All  sports  and  activities  available. 

Excellent  Meeting  | EUROPEAN  PLAN 
facilities  for  groups  | write  for  Brochure 
up  to  200.  I ROBERT  FOEHl,  Gen.  Mgr. 


<3riz:or^<3 


onds 

MOTEL  SUITES 


3552  Vegas  Plaza  Drive 
LAS  VEGAS,  NEVADA 
Area  Code  702,735-8181 


■ LAS  VEGAS 


in 

3 DAYS  & 2 NIGHTS 


50* 

per  person,  double 
only  $80 
for  2 couples 


INCLUDES: 


!•  Deluxe  suite  with  TV  and  telephone 
3 days,  2 nights 

2.  Breakfast  of  your  menu  choice  at  the 

Dining  Room  of  a designated  Strip  Hotel 

3,  Dinner  from  a variety  of  choices  at  the 

Dining  Room  of  a designoted  Strip  Hotel 

4.  Complete  Stage  Show  and  two  cocktails  in 

Lounge  of  a designated  Strip  Casino 

5,  One  cocktoll  In  the  Bar  of  a famous  Hotel 


• 300  Yards  from  the  STRIP 

• 7 Specious  Swimming  Pools 

(Special  Arrangements  can  be  made  for  families) 

•This  offer  made  for  limited  time 
only — may  be  withdrawn  by  the 
management  without  further  notice. 


imsGt 


I 


MILNER  HOTEL  SYSTEM 


ILNER  HOTELS  and  MOTELS 
DEALLY  LOCATED 
■ ARGE,  LUXURIOUS  ROOMS 
EWLY  DECORATED 
CONOMICAL  RATES 
ESERVATIONS  CONFIRMED-FREE 


R 


BY  CAR. 
PLANE . 
or 

. . . BUS 
STOP  with 
when  you 
the  MILN: 
emblem. 


MOTEL  and  HOTE  L 


ERVICE-COURTtOUS 
^I^UR  HOST  frorh  COAST  to  COAST 
^5uITES,  single  <t  DOUBLE  ROOMS 

Television  and  radio 


Children 
FREE 
uj)  to 
14  yeai*s 


XCELLENT  FACILITIES 
OST  FOR  YOUR  MONEY 


Look  for  the  Milner  emblem  across  the  United  States  . . . 
Write  for  you  credi.  card  and  descriptive  brochures 
listing  all  our  popular  hotels  to: 

Miiner  Hotel  System 

152o  Ceiiii.  biiut  , L/ciioir  2C,  Michigan 
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HOW  TO  BE  SURE 
your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  IM  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  fia\  or  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 


For  professional  samples,  just  write  The  Bayer  Company,  Dept.  112,  1450  Broadway,  New  York  18,  New  York. 
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ARTHRALGEN’  helps 


) 

1 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  nece 
sitate  sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 


Salicylamide 250  m 

Acetaminophen 250  m 


Ascorbic  acid  (Vitamin  C) 25  m 

Prednisone 1 m 

The  basic  Arthralgen  formulation  plus  predn 
sone  is  indicated  for  patients  who  require  steroic 
Prednisone  has  three  advantages  over  cortisor 
hydrocortisone,  and  ACTH.  They  are:  (1)  lack 
sodium  retention,  (2)  absence  of  increased  potc 
sium  excretion,  and  (3)  the  unlikelihood  of  stero 
induced  hypertension.* 

BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are  indicated  ^ 
the  management  of  rheumatoid  arthritis,  aci 
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arthritic  joints  from 


ty  arthritis,  rheumatoid  spondylitis,  osteoar- 
tis,  bursitis,  fibrositis,  and  neuritis.  Arthralgen 
/ be  used  for  analgesia  in  colds,  flu,  and 
lous  myalgias. 

fSAGE:  One  or  two  tablets  four  times  a day. 
ter  remission  of  symptoms,  dosage  should  be 
fuced  to  the  minimum  maintenance  level. 

I)E  EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
In  may  rarely  occur.  Symptoms  of  hypercorticoid- 
1 dictate  reduction  of  dosage  of  Arthralgen-PR. 

ECAUTION:  Reduction  in  dosage  of  Arthral- 
n-PR  given  overa  long  period  should  be  gradual, 
ver  abrupt. 

)NTRAINDICATIONS:  Hypersensitivity  to  any 
gradient. 

: with  any  drug  containing  prednisone,  Arthral- 
n-PR  is  contraindicated,  or  should  be  adminis- 


tered only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen  PR  (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

^Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA 
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A SYMPOSIUM  ON  INFECTIOUS  DISEASES 
November  II,  12,  13,  1964 

To  focus  on  selected  problems  in  diagnosis,  treatment  and  prevention  of 
infections  which  may  affect  all  ages  within  a family: 

Enteric  Viruses  and  Gram-negative  Bacilli 
Respiratory  Viruses,  Streptococci  and  Staphylococci 
Histoplasma  capsulatum  and  Atypical  Mycobacteria 

By  the  faculty  of  Vanderbilt  University  School  of  Medicine 

assisted  by  the  following  distinguished  visitors: 

Dr.  Dorothy  Horstmann — Yale  University 

Dr.  Warren  E.  Wheeler — University  of  Kentucky  College  of  Medicine 

Dr.  George  Jackson — University  of  Illinois  College  of  Medicine 

Dr.  Floyd  Denny — University  of  North  Carolina  School  of  Medicine 

For  Information  write: 

Director  of  Continuing  Education 

B-4211  Vanderbilt  University  School  of  Medicine 

Nashville,  Tennessee  37203 

Registration  Fee  $60.00 


A GOOD  BUY  IN 
PUBLIC  RELATIONS 


Today's  Health  is  published 

for  the  American  Family  by  the 

American  Medical  Association 

GIVE  GIFT  SUBSCRIPTIONS 

to  your  patients  and  friends 

Today's  Health  - AMA 
535  N.  Dearborn  Street 
Chicago  TO,  Illinois 

Please  enter  the  following  subscription: 


□ 2 YEARS  $6.00  □ I YEAR  $4.00 

(u.s.,  u.s.  POSSESSIONS  & Canada) 

Name 

Address 

City Zone State 

Please  Print— Use  separate  sheet 

for  add itiona  1 names.  SJ 


Printing 


We  Are  Pre- 
pared to  Meet 
the  Printing 
Needs  of  the 
Medical  Profes- 
sion of  the  State 
of  Alabama. 
Quotations 
Cheerfully  Fur- 
nished 


★ 


Printing 
That  Is 
Distinctive 


★ 


Brown  Printing  Co. 

Montgomery.  Alabama 
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' ANY  PAIN 

not  severe  enough 
to  require  morphine 
'|  is  an  indication  for 

I ‘Empirin’ Compound 

with  Codeine 


■|  (V  ' >' 


‘EMPIRIN’  COMPOUND  with  CODEINE  No.  3 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Niinieer  iir  all  aeaans 

There  is  no  season  for  cancer.  And  fighting  it  is  a year-round  job  for  the  American 
Cancer  Society  volunteer. 

Particularly  for  you,  doctor,  our  key  volunteer.  Your  thinking,  experience  and  guid- 
ance are  responsible  for  the  formulation  of  our  policies  and  programs ; your  knowl- 
edge and  skill  are  essential  to  their  execution.  And  so  you  serve  on  our  National, 
Division  and  Unit  boards.  Act  on  our  committees.  Talk  to  lay  audiences  at  our  film 
showings.  Help  evaluate  our  research  grants.  Advise  on  our  professional  publica- 
tions. Raise  funds.  Assess  our  program  materials.  The  list  goes  on  and  on. 

The  American  Cancer  Society  keeps  you  busy,  doctor.  We  depend  upon  you. 

We  hope  that  more  and  more  of  your  fellow  physicians  will  join  you  in 
working  with  us— all  year,  every  year  until  the  fight  against  cancer  is  won. 

AMERICAN  CANCER  SOCIETY 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 


AMERICAN  CANCER  SOCIETY  ALABAMA  DIVISION,  INC. 

2029  WARRIOR  ROAD 
BIRMINGHAM  8.  ALABAMA 
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■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 

Unlike  plienobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrecjuently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 


Ml 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 
V\?/(g,VVALLACE  LABORATORIES  /Cronfeury,  N.J. 
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for 

The  Age  of 
Anxiety 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
Cauf/ons  — Occasional  side  effects,  often  dose-related,  are 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregular- 
ities, nausea  and  constipation.  Paradoxical  reactions  may 
occasionally  occur  in  psychiatric  patients.  Individual  mainte- 
nance dosages  should  be  determined.  Advise  patients  against 
possibly  hazardous  procedures  until  maintenance  dosage  is 
established.  Though  compatible  with  most  drugs,  use  care  in 
combining  with  other  psychotropics,  particularly  MAO  inhibi- 
tors or  Dher-^*'-'  ■'ines:  warn  patients  of  possible  combined 
' . Observe  usual  precautions  in  impaired 

notion,  and  in  long-term  treatment. 

;,  5 mg,  10  mg  and  25  mg,  bottles  of 


Division  of  Hoffmann-  La  Roche  Inc., 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Ell  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 


AMYTAE 

AMOBARBITAL 


cS^ 
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Complete  informattOft  for  usage  available  to  physicians  upon  request 
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Just  Ready  From  Saunders! 


\ DOCTOR'S  EASACCOUNT  RECORD  SYSTEM  \ 

Saves  time  and  effort  in  maintaining  your  financial  records 


The  Doctor's  Easaccount  Record  System  is  a brand  new- 
way  to  ease  the  burden  of  your  financial  record  keeping. 
It  enables  you  or  your  office  assistant  to  maintain  a 
see-at-a-glance  report  on  income  and  expenditures, 
keep  a central  source  of  information  for  income-tax 
time,  and  hold  the  time  and  expense  required  for 
professional  audit  to  a minimum — all  with  less  time 
and  effort.  The  system  is  contained  in  two  convenient 
ledgers;  one  for  disbursements  (sufficient  for  two  years’ 
average  practice),  and  one  for  income  (sufficient  for 
one  year's  average  practice).  Recording  of  expenditures 
is  simplified  by  clearly  labelled  columns  covering: 
Salaries — Rent — Drugs  and  Medical  Supplies — Instru- 
ments— t tilities — Stationery — Taxes  and  Insurance — 
Cost  of  Auto,  Furniture  and  Fxiuipment — plus  eleven 


other  categories.  Columns  are  provided  for  house 
expenses  of  the  physician  whose  office  is  in  his  resi- 
dence ...  an  especiallv  bothersome  problem  when 
computing  deductible  expenses.  The  Income  \oliime 
helps  you  keep  a dailv  record  of:  Date  and  Time — 
Patient — Professional  Sercice — Charges — Receipts — I er- 
ification  of  Transfers  to  Patients'  Cards — Bank  Deposits 
— plus  daily,  monthiv,  and  yearly  totals.  These 
records  are  expressly  set  up  for  the  specific  requirements 
of  a medical  practice.  All  instructions  necessary  appear 
on  a single  page  in  the  front  of  each  volume. 

Two  volumes  in  a flexible  cover.  Disbursements  IWume,  96  pages, 
10''  X 12";  Income  Volume,  256  pages,  10"  x 12".  Set — .\bout  $9. .50. 

Neu'^Just  Ready! 


i Hughes'  PEDIATRIC  PROCEDURES  i 

Hundreds  of  hints,  helps  and 


Here  are  clear,  step-hy-step  instructions  to  help  you 
perform  a wide  range  of  technical  procedures  necessary 
in  the  management  of  children.  Augmented  by  helpful 
illustrations,  the  procedures  range  from  inspection  of 
the  ear  to  venous  cutdoivn.  In  an  uncomplicated,  straight- 
forward manner  Dr.  Hughes  tells  you:  the  best  sites 
for  venipuncture  in  infants;  the  equipment  necessary 
for  exchange  transfusions;  sizes  of  needles  for  hone 
marrow  aspiration  and  biopsy;  how  to  insert  a naso- 
gastric tube;  hazards  and  complications  of  abdominal 
paracentesis;  method  of  cardiac  massage  for  infants, 
for  .small  children;  for  older  children;  etc.  1 he  pro- 
cedures explained  include  both  routine  and  special 
measures:  taking  the  temperature — measurement  of  blood 


shortcuts  in  methods  of  child  care 

pressure — intravenous  transfusion — subcutaneous  injec- 
tions — tuberculin  skin  tests  —bone  rnarrmc  aspiration — 
lumbar  puncture — tracheostomy — percutaneous  liver  bi- 
opsy— enemas  — bandaging — nonsuture  skin  closure — col- 
lection of  su'eat  for  the  diagnosis  of  cystic  jihrosis  of  the 
pancreas.  V’abiable  information  is  contained  on  re- 
straining the  infant  or  child — dental  health — com- 
municable diseases — methods  of  reducing  pain  of 
injections,  etc.  This  manual  will  help  you  ease  the 
stress,  strain  and  trauma  involved  in  performing  these 
procedures  on  your  young  patients. 

By  Vi  ALTKR  T.  Hughes,  M.D.,  AseUtanl  Professor  of  Pediatrics. 
University  of  Louisville  Scln>ol  of  Medicine.  Louisville.  Kentucky, 
About  256  pages,  6^"  x 9^",  with  about  127  illustrations,  .\bout 
$8.00.  Neu' — Just  Ready! 


►Bates  & Christie's  RESPIRATORY  FUNCTION  IN  DISEASE^ 

Aid  in  problems  ranging  from  ventilation  measurement  to  respiratory  failure 


Drs.  Bates  and  Christie  brilliantly  delineate  today's 
useful  knowledge  about  pulmonary  physiology  in  this 
timely  volume  on  the  lung.  The  authors  begin  by 
reviewing  and  illuminating  the  methods  available  for 
studying  lung  function,  and  outlining  the  anatomy 
and  values  for  the  normal  lung.  They  point  out  the 
advantages  and  disadvantages  of  current  methods. 
They  clearly  describe  changes  in  pulmonary  function, 
as  a consequence  of  age  or  obesity  and  in  different 
body  positions,  \ihat  is  known  about  pulmonary 
adaptation  to  altitude  and  to  exercise  is  outlined. 
The  major  sections  of  the  book  describe  individual 
disease  entities  of  the  lung — covering  clinical  features. 


of  each  disorder  on  overall  pulmonary  function.  Special 
stress  is  placed  on  pulmonary  emphysema  in  all  its 
forms,  on  chronic  bronchitis  and  respiratory  failure,  on 
lung  diseases  caused  by  physical  and  chemical  agents, 
and  on  the  secondary  effects  of  heart  disease.  Detailed 
case  presentations  of  54  patients  augment  the  text. 


By  D.wii)  V.  B.ates,  M.D.,  (Cantab.),  M.R.C.P.  (London),  .Asso- 
ciate Professor  of  Medicine,  .McGill  University;  Director,  Respirator> 
Division.  Joint  Cardiorespiratory  Service,  Royal  Victoria  Hospital 
and  Montreal  Children’s  Hospital;  and  Ronald  V.  Christie,  M.D. 
(Edinburgh),  M.Sc.  (McGill),  B.Sc.  (London),  Sc.D.  (Dublin). 
F.A.C.P.,  F.H.C.P.  (London),  F.R.C.P.  (C),  Professor  and  Chairman 
of  the  Department  of  .Medicine,  McGill  University;  Physician-in- 
Chief,  Royal  Victoria  Hospital.  With  the  assistance  of  .M\R(,aret 
E.  Becrlake,  Richxrd  E.  Donevan,  Robert  G.  Fraser.  J. 
Peter  Pare,  W.  M.  Thurlbecr.  .About  560  pages,  7"  x 10",  illus- 
trated. About  $15.00.  Neu’ — Just  Ready! 


radiologic  features,  and  pathology.  The  authors  provide 
exhaustive  explanation  of  the  pathophysiologic  effects 

I W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.,  Pa.  19105 
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J.  M.  A.  ALABAMA 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  0eo-Synephrine®  HCI  0.5%  — 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  Ixlhenfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Zjephiran®  Cl 
1 :5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo*Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then* 
yidia mine)  and  Zephiran  (brand  of  benza Ikon i urn  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off.  i796i* 


nTz*’ Nasal  spray 


Winthrop  Laboratories 

l/¥/nfnrop\  york  i a,  n.  y. 
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TUBERCULINJINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
hasnever 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  TINETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE /S  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare; 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Of  1,028  patients  with  confirmed 
respiratory  infections... 

954  or  92.8%  were  treated 
successfully  with  Signemycin® 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections,  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

•Hammerl,  H.:  Wien.  Med. 
Wschr.  108:629,  July  26,  1958. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

tetracycline  HCl,  167  mg.; oleandomycin  panQI  llp^  f9RD  17111 1 
as  triacetyloleandomycin.  83  mg.  Ud|JolJICO  1 1 ly.; 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 


Science  for  the  world's  well-being®  Since  1849 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co., Inc.  New  York,  New  York  1001 7 
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one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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J.  M A.  ALABAMA 


Of  1,021  children  with 
various  confirmed  infections... 
950  or  93.0%  were  treated 
successfully  with  Signemycin"^ 


Note: 

The  effectiveness  of 
Signemycin  was  demon- 
strated by  Chattas  and  his 
co-workers*  who  adminis- 
tered Signemycin  to  30 
children  with  serious 
staphylococcal  infections 
resistant  to  commonly 
used  antibiotics.  Only  one 
failed  to  respond.  In  each 
case  the  use  of  this  drug 
was  indicated  by  antibio- 
gram. Those  children 
treated  with  a nonselected 
antibiotic— for  comparative 
purposes— took  three 
times  longer  to  recover. 

Chattas.  A.  et  al.:  Antibiot. 
Med.  7;300,  May,  1960. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Eye,  ear,  nose,  throat  infections 

368 

343 

Respiratory  infections 

369 

346 

Gastrointestinal  infections 

42 

30 

Skin  and  soft-tissue  infections 

38 

37 

Deep-seated  or  generalized  infections 

47 

44 

Various  conditions 

157 

150 

Totals 

1,021 

950  (93.0%) 

consistently  effective...often  when  others  fail 


Signemycin 

tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Signemycin  is  also  available  as  half-strength  Capsules, 
preconstituted  raspberry-flavored  Syrup  and  Pediatric  Drops 
Brief  Summary  and  Bibliography  follow. 

Science  for  the  world's  well-being®  \PflZ>Pty  Since  1849 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2,0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin® 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved” 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 


Signemycin 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 
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^ a result  of 
^METHEDRINE'L 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tanned  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ingand  "hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 
100  and  1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.,Tuckahoe,  N.Y. 
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for  you  and  your  patients... 

greater  bacteriostatic  protection 
than  with  any  other 
leading  antibacterial  bar  soap... 
new  Safeg ua rd 


New  Safeguard  provides  the  regular  user  with  greater  sustained  reduction  of  skin  bacteria  than 
any  other  leading  antibacterial  bar  soap.  This  heightened  effectiveness  is  achieved  through 
a more  potent,  yet  excellently  tolerated  combination  of  antibacterial  agents.*  Exhaustive 
laboratory  and  clinical  tests  have  proved  Safeguard’s... 

• superior  residual  bacteriostatic  effect 

• superior  control  of  S.  aureus 

• unsurpassed  safety  and  mildness 


*Safeguard  contains  3,5-di-  and  3,4',5-tribromosalicylanilides,  4,4'-dichloro-3-  (trifluoromethyl)  carbanilide,  and 
3,4,4'-trichlorocarbanilide. 


here  are  the  facts  on  Safeguard's 
superior  antibacterial  effectiveness 

The  superior  antibacterial  action  of  Safeguard  has  been  demonstrated  by  a variety  of  techniques. 
Below  are  some  of  the  comparative  results  obtained  with  Safeguard  ■■■  and  another  lead- 
ing deodorant  and  antibacterial  bar  soap  containing  0.5%  hexachlorophene  and  0.5%  3,4,4'- 
trichlorocarbanilide.  y////A 

superior  residual  antibacterial  effect 
proved  by  handwashing  tests 

In  a modified  Price  multiple  washbasin  procedure.  Safeguard  attained  an 
average  reduction  of  99.1%  in  the  number  of  organisms  recoverable  from 
the  final  rinse  water,  as  compared  to  an  average  of  80.7%  for  the  other 
antibacterial  bar  soap  tested.  Both  products  had  been  used  exclusively  for 
four  days  prior  to  evaluation. 

Safeguard  has  also  proved  its  superior  residual  bacteriostasis  in  field  tests 
conducted  under  everyday  household  conditions  as  measured  by  a simpli- 
fied washbasin  technique. 

superior  residual  antibacterial  effect 
confirmed  by  skin  stripping  technique 

Safeguard  and  the  other  antibacterial  bar  soap  were  used  for  normal  every- 
day toilet  purposes  by  a group  of  housewives  for  14  days.  Layers  of  super- 
ficial skin  cells  were  then  taken  by  a stripping  technique  to  determine  the 
density  of  the  bacterial  population.  The  average  count  per  2.25  sq.  cm.  for 
Safeguard  was  51.0  while  the  finding  for  the  other  antibacterial  bar  was 
104.3  — more  than  double  Safeguard’s  reading. 


'////A 


superior  control  of  S.  aureus 
demonstrated  in  laboratory  and  field  tests 

In  vitro  serial  dilution  tests  with  S.  aureus  showed  Safeguard  to  inhibit  growth  at  a minimal  con- 
centration of  3 p.p.m.  while  the  other  antibacterial  bar  soap  required  4 p.p.m.  to  produce  this 
effect.  Interestingly  enough,  a leading  surgical  scrub  liquid  detergent  containing  3%  hexachloro- 
phene was  inhibitory  at  7 p.p.m.  in  this  instance.  With  two  antibiotic  resistant  strains  of 
S.  aureus,  Safeguard  maintained  its  level  of  effectiveness.  In  vivo  studies  have  also  demonstrated 
Safeguard’s  superiority  in  reducing  the  number  of  persons  carrying  this  potential  pathogen. 


testing  has  provided  extensive  evidence 
of  Safeguard's  mildness  and  safety 

Repeat  patch  testing  and  careful  professional  observation  of  the  skin  of  regular  users  has  shown 
that  Safeguard  is  as  mild  as  any  other  quality  toilet  soap  — as  suitable  for  the  nursery  as  for  the 
operating  room.  Exhaustive  tests  have  also  documented  the  safety  of  its  antibacterial  components. 


SAFEGUARD’S  IMPORTANCE  TO  YOU ...  Safeguard’s  superior  antibac- 
terial effect  makes  it  of  particular  value  to  physicians  and  nurses  because 
of  their  greater  than  average  exposure  to  pathogenic  organisms. 

For  further  information  please  write  to:  Director  of  Medical  Programs, 
P.O.Box  599.  PROCTER  & GAMBLE,  CINCINNATI,  OHIO  45201 


002R64 


“What  about  soft  drinks,  Doctor?” 


“Research  indicates  that  soft  drinks  pass  through  the  mouth  too 
quickly  to  promote  caries." 


Soft  drinks,  as  liquids,  pass  through  the  mouth  almost  instantaneously 
— leaving  little  if  any  residue  on  teeth  and  gums.* 


Since  soft  drinks  have  virtually  no  relationship  to  the  oral  conditions 
involved  in  acidogenic  theory,  they  may  be  enjoyed  by  everyone  for 
their  positive  qualities — as  pleasant  refreshment  encouraging  liquid 
intake  necessary  to  maintain  body  fluid  balance;  as  a source  of  quick 
energy  and  as  an  aid  to  digestion. 


* Shaw,  Jas.  H.,  Caries-Producing  Fac- 
tors; a Decade  of  Dental  Research,  J. 
Am.  Dent.  A.,  55:785  (Dec.)  1957. 
Ludwig,  T.  G.,  and  Bibby,  B.  G.,  Acid 
Production  from  Different  Carbohydrate 
Foods  in  Plaque  and  Saliva;  Further  Ob- 
servations Upon  the  Caries-Producing 


Potentialities  of  Various  Foodstuffs,  J. 
Dent.  Research.  36:56  (Feb.)  1957. 
Bibby,  B.  G.,  Effect  of  Sugar  Content  of 
Foodstuffs  on  Their  Caries-Producing  Po- 
tentialities, J.  Am.  Dent.  A.,  51:293 
(Sept.)  1955. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX- 

QlllNETHAZONE  TABLETS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg.'-^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M. : Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

-add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 

WALLACE  LABORATORIES  ' Cranbury, 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 

\ t/,  CD-80I 
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too  young 
to  be 

so  tired... 


revive  interest... 
restore  activity 
promptly  with 


Aleflbnic 


Three  tablespoonfuls  (45  cc.)  contain: 

Pipradrol  hydrochloride 

Vitamin  Bi  (thiamine  hydrochloride)  - (lOMDR*) 

Vitamin  B2  (riboflavin)  - (4MDR*) 

Vitamin  Bo  (pyridoxine  hydrochloride)  

Nicotinamide  (5MDR*) 

Cholinet  

Inositolt  


Calcium  glycerophosphate (2%  MDR  for  calcium  and  phosphorus) 

Cobalt  (as  chloride)  


2 mg. 
10  mg. 
5 mg. 
1 mg. 
50  mg. 
100  mg. 
100  mg. 
100  mg. 
1 mg. 


Manganese  (as  sulfate)  1 mg. 

Magnesium  (as  acetate)  1 mg. 

Zinc  (as  acetate)  1 mg. 

Molybdenum  (as  ammonium  molybdate)  1 mg. 

Alcohol  15% 


^Multiple  of  adult  Minimum  Daily  Requirement  supplied 
tRequirement  in  human  nutrition  not  yet  established 

the  need  for  a tonic 

knows  no  age  Anyone  can  feel  tired  and 

“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 
to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrochloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only.  For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  minutes  before  meals.  Contraindicated  in  agitated 
pre-psychotic  patients,  paranoia,  or  other  patients  in 
whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 

Brochure  with  full  product  information  available  on  request. 

^Merrell 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio /Weston,  Ontario 


and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121°C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Evaluation  and  Management  of 
Chronic  Renal  Disease 

J.  J.  Kirschenfeld,  M.  D..  F.  A.  C.  P.‘ 


INTRODUCTION 

The  physician  consulted  for  a specific  com- 
plaint or  for  a routine  physical  examination 
arrives  at  an  “impression”  after  pursuing 
leads  supplied  by  a good  history  and  physical 
examination.  Quite  frequently  the  diagnosis 
becomes  obvious  at  this  stage,  however,  in 
many  situations,  proper  laboratory  tests  are 
essential  for  exact  diagnosis.  The  latter  is 
especially  true  of  patients  with  renal  disease; 
there  is  no  one  historical  fact  or  physical  find- 
ing that  will  alert  the  doctor  to  the  presence 
of  renal  disease.  Nor,  is  there  any  one  labora- 
tory procedure  that  is  diagnostic.  A logical, 
painstaking  history  followed  by  careful  phys- 
ical examination  and  supplemented  by  the 
appropriate  renal  function  tests  will  usually 
enable  the  physician  to  arrive  at  the  proper 
diagnosis. 


♦Internist  in  Montgomery,  Alabama  and  Clinical 
Assistant  Professor  of  Medicine  at  the  University  of 
Alabama  Medical  Center,  Birmingham,  Alabama. 


A.  Facts  In  Patient's  History  Suggestive  of 

Renal  Disease 

, 1.  History  of  frequent  urinary  infections 

2.  History  of  nephritis  or  “Bright’s  Dis- 
ease” 

3.  History  of  hypertension  or  edema 

4.  Family  history  of  renal  disease  or  hy- 
pertension 

5.  Retarded  growth  in  a child  or  a history 
of  bone  disease 

6.  History  of  kidney  stones 

7.  Symptoms  referable  to  the  GU  tract, 
i.e.,  dysuria,  frequency,  incontinence, 
polyuria,  nocturia.  (The  latter  symp- 
tom, in  terms  of  total  nocturia  volume, 
is  most  significant.  Frequency  is  not 
as  significant  since  it  may  be  caused  by 
obstructive  phenonema,  nervousness  or 
insomnia.  The  average  individual  will 
void  less  than  300-500  cc  of  urine  dur- 
ing the  night;  this  will  include  all  the 


CHRONIC  RENAL  DISEASE 


urine  secreted  from  bedtime  until  com- 
plete emptying  of  the  bladder  on  aris- 
ing in  the  morning.  Chronic  renal 
disease  will  result  in  a marked  increase 
in  the  volume  of  the  night  urine.  How- 
ever, it  must  be  remembered  that  this 
may  also  be  true  in  congestive  cardiac 
failure,  diabetes  insipidus,  polyuria  for 
any  reason,  compulsive  water  drinking 
and  hormonal  dysfunction). 

B.  Physical  Findings  Suggestive  of  Renal 

Disease 

1.  Hypertension 

2.  Vasculitis  as  evidenced  by  ecchymosis, 
changes  in  the  optic  fundi,  peripheral 
vascular  abnormalities 

3.  Non-pitting  edema — especially  of  face 
and  eyelids 

4.  Palpably  enlarged  kidneys 

5.  Genito-Urinary  abnormalities — C-V 
tenderness,  lower  GU  tract  findings 
(obstruction,  inflammations,  etc.) 

C.  Laboratory  Tests  For  Renal  Disease 

1.  Urinalysis — a normal  casually  voided 
specimen  in  a background  suggestive 
of  renal  disease  does  not  rule  it  out. 
Too  often  the  urinalysis  is  relegated  to 
the  least  intelligent  or  least  skillful  of 
the  medical  staff;  this  has  engendered 
a casual  attitude  towards  this  very 
valuable  examination.  The  urine  may 
not  only  reflect  changes  due  to  intrin- 
sic renal  disease  but  also  vascular 
disease,  endocrine  abnormality,  various 
infectious,  toxic  and  metabolic  pro- 
cesses. 

The  urine  must  be  fresh,  properly 
collected,  scrupulously  clean  and  the 
time  of  voiding  noted.  The  specific 
gravity  measurement,  pH  and  micro- 
scopic examination  are  the  parameters 
subject  to  greatest  error.  Changes  in 
temperature,  sugar  or  protein  content 
affect  the  specific  gravity.  Urinometers 


must  be  standardized  and  calibrated. 
The  presence  or  absence  of  bacterial 
contamination  or  infection  can  be  de- 
termined by  appropriate  smears.  Re- 
peat examinations  of  the  urine  add 
tremendously  to  the  significance  of 
either  positive  or  negative  findings. 
Although  quantitative  study  of  urine 
sediment  can  be  very  instructive,  in  the 
great  majority  of  clinical  situations 
qualitative  or  semi-qualitative  methods 
on  random,  clean-voided  specimens  of 
urine  yield  as  much  information  as  is 
necessary. 

Since  the  urinalysis  must  be  inter- 
preted in  terms  of  renal  dynamics,  it 
will  be  discussed  further  under  the 
section  entitled.  Renal  Physiology. 

2.  Renal  function  tests — these  will  be  dis- 
cussed under  Renal  Physiology. 

3.  Anatomical  studies  employing  radio- 
opaque mediums,  i.e.,  pyelography, 
aortography,  renal  biopsy. 


D.  Renal  Physiology 

There  is  a tendency  to  approach  the  azo- 
temic  patient  (with  chronic  renal  disease) 
with  pessimism;  after  all,  totally  destroyed 
nephrons  cannot  be  replaced.  However,  with 
the  aid  of  good  physiological  studies,  the 
chronically  azotemic  patient  can  be  main- 
tained for  many  years  in  a sub-optimal 
homeostatic  state  by  preventing  super-im- 
posed complications.  This  may  be  of  special 
importance  at  this  time  since  patients  in 
chronic  uremia  can  be  kept  alive  for  long 
periods  of  time  by  the  use  of  artificial  organ 
systems. 

The  prime  function  of  the  kidneys  would 
appear  to  be  the  excretion  of  the  toxic,  acid 
products  of  metabolism  without  significant 
loss  of  water  and  base  (salt)  thus  maintain- 
ing the  normal  extracellular  fluid  volume 
(blood  volume)  and  acid-base  balance.  The 
normal  kidney  can  perform  this  function 
easily  because  it  can  excrete  urine  of  widely 
varying  composition  and  volume;  the  latter  is 
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Figure  1 

Renal  Physiology 
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Water 
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Loop  of  Henie  Functions  of  Distal  Tubule-Coil.  Duct 
Energy  System  1.  Acid-Base  Balance 

2.  Conservation  Water  & Electrolytes 
(Countercurrent  (acidification  6 concent,  of  urine) 

Multiplier)  Tests:  I.  Fishberg  Concent. 

2.  Pitressin  Concent. 

3.  Serum  6 Urine  Electrolytes 


influenced  by  body  needs,  diet  and  endocrine 
function.  Anatomical  segments  of  the  neph- 
ron where  the  various  functions  are  localized 
have  been  precisely  determined.  Moreover, 
knowing  the  specific  pathological  lesions  of  a 
disease,  one  can  frequently  predict  the  de- 
fects in  electrolyte,  water  and  acid-base  bal- 
ance in  a given  patient. 

The  kidneys  can  excrete  a urine  six  times 
as  dilute  or  four  times  as  concentrated  as  the 
plasma  in  terms  of  its  osmolarity.  One  hun- 
dred and  eighty  liters  of  glomerular  filtrate 
that  may  contain  250,000  mEq.  of  sodium  and 
25  gms.  of  urea  nitrogen  may  end  up,  in  the 
space  of  24  hours,  in  the  excretion  of  one  liter 
of  urine  containing  150  mEq.  of  sodium  and 
15  gms.  of  urea  nitrogen.  This  amazing  task 
is  handled  in  the  mature,  adult  kidney  by  one 
million  to  a million  and  a half  functioning 


nephrons  each  of  which  consists  of  a glomeru- 
lus, a proximal  convoluted  tubule,  a loop  of 
Henie,  a distal  convoluted  tubule  and 
collecting  ducts.  (Fig.  1).  The  filtration  ap- 
paratus of  the  glomerulus  is  formed  from  an 
afferent  arteriole  which  enters  the  glomeru- 
lar space  and  divides  into  several  major  vas- 
cular channels,  each  of  which  then  branches 
into  capillaries  that  join  again  to  form  the 
efferent  arteriole.  The  glomerular  space  has 
an  endothelial  lining  and  the  basement  mem- 
branes of  the  capillaries  represent  extensions 
of  the  basement  membrane  of  the  arteriole. 
Recent  electron  microscopy  studies  indicate 
that  the  basement  membranes  of  the  glom- 
erular capillaries  consist  of  a middle  layer  of 
dense,  fairly  homogenous  material  that  is 
covered  on  both  sides  with  cement  layers. 
The  relative  discontinuity  of  the  endothelial 
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lining  is  unique  in  that  the  numerous  endo- 
thelial pores  expose  30  per  cent  of  the  base- 
ment membrane  of  the  glomerular  capillaries 
directly  to  blood  passing  through  the  glom- 
erulus; the  basement  membrane  then  is  the 
only  barrier  between  the  circulating  plasma 
and  the  glomerular  filtrate. 

The  plasma  to  be  filtered  at  the  glomerulus 
contains  proteins,  which  are  not  appreciably 
filtered,  nitrogenous  products  of  metabolism 
(urea,  uric  acid,  creatinine),  the  acid  load  of 
metabolism  (sulfates,  phosphates,  carbonates, 
acetates,  chlorides  and  miscellaneous  organic 
acids),  water,  food  products  (glucose,  amino- 
acids,  vitamins)  and  bases  or  cations  (so- 
dium, potassium,  magnesium,  calcium).  One 
hundred  and  eighty  liters  per  24  hours  of  the 
above  protein-free  filtrate  pass  through  the 
glomerular  lining  and  present  at  the  proximal 
tubule  as  a fluid  with  a specific  gravity  of 
1.010,  (300  miliosmoles/liter)  pH  7.4  and  at 
the  rate  of  130  ml.  per  minute.  At  the  proxi- 
mal tubule  this  tremendous  volume  of  iso- 
tonic plasma  filtrate  is  iso-osmotically  re- 
duced in  volume  by  85  per  cent  via  re-absorp- 
tion through  the  proximal  tubule  back  into 
the  circulation.  This  absorption  includes  85 
per  cent  of  the  water,  85  per  cent  of  the  salt, 
85  per  cent  of  the  potassium,  chloride,  mag- 
nesium and  calcium,  100  per  cent  of  the  glu- 
cose, 90  per  cent  of  the  uric  acid  and  57  per 
cent  of  the  urea.  It  is  thought  that  this  gen- 
eral proximal  tubular  function  is  under  the 
control  of  the  adrenal  cortex.  (It  is  at  this 
point  that  diuresis  is  produced  by  the  use  of 
mercurial  and  thiazide  diuretics.) 

There  is  no  essential  change  in  the  com- 
position of  the  filtrate  at  this  time  and  the 
15  per  cent  of  the  volume  remaining  (25 
liters)  of  isotonic  filtrate  descends  down  the 
loop  of  Henle,  and  as  it  approaches  the  hyper- 
tonic medulla,  sodium  diffuses  into  this  fil- 
trate from  the  medulla  until  it  becomes 
hypertonic  in  the  medullary  portion  of  the 
loop;  as  the  filtrate  ascends  the  loop,  sodium 
is  pumped  out  so  that  it  again  becomes  hypo- 
tonic on  arrival  at  the  distal  tubule.  The 
energy  derived  from  this  system  of  “sodium 
pump”  and  “counter-current  multiplier  sys- 


tem” of  the  loop  of  Henle  probably  supplies 
energy  for  function  of  the  nephron.  At  any 
rate,  the  relatively  hypotonic  glomerular  fil- 
trate of  approximately  25  liters  arrives  at  the 
distal  tubule  where  changes  in  composition 
will  now  be  made  in  order  to  excrete  the 
waste  products  and  at  the  same  time  conserve 
water,  sodium  and  potassium;  the  latter  have 
been  “obligated”  to  the  acid  radicals  being 
excreted  in  order  to  maintain  electrical  neu- 
trality. (Fig.  1). 

It  is  in  the  distal  tubule  that  the  stronger 
inorganic  acids,  which  must  have  “base”  for 
excretion  as  salts,  are  handled  in  such  a man- 
ner that  sodium  and  potassium  are  replaced 
while  the  weak  organic  acids  are  excreted  as 
acids.  Several  basic  mechanisms,  which  oper- 
ate in  the  distal  tubular  cells,  are  responsible 
for  the  base  conservation  process;  these  re- 
sult in  the  acidification  of  the  urine.  The  pH 
of  the  glomerular  filtrate  as  it  reaches  the 
distal  tubule  is  still  7.4  but  by  the  time  the 
filtrate  is  voided  as  urine  the  pH  has  dropped 
to  six  or  below.  The  processes  necessary  for 
acidification  and  base  conservation  are  as 
follows: 

Process  # 1 Ammonia  (NHg)  formed  from 
glutamine. 

Process  2 the  formation  of  hydrogen 
(H)+  and  bicarbonate  ions  (HCO.J~  from 
carbonic  acid  (water  and  CO,)  through  the 
carbonic  anhydrase  enzyme  system;  this  re- 
action supplies  hydrogen  ions  for  combination 
with  the  ammonia  to  form  ammonium  ions 
^vdiich  in  turn  combine  with  acid  radicals. 
The  hydrogen  ions  also  exchange  directly 
with  potassium  replacing  and  conserving 
potassium,  and  are  excreted  with  acid  radi- 
cals. Hydrogen  ions  may  replace  half  of  the 
sodium  ions  in  sodium  phosphate  or  sulfate, 
i.e.,  sodium  hydrogen  phosphate  or  sodium 
hydrogen  sulfate.  The  result  of  all  of  the 
above  is  that  sodium  and  potassium  are  re- 
absorbed into  the  blood  stream  while  the 
acids  are  excreted  in  the  urine  as  ammonium 
or  mixed  salts  or  as  weak  acids.  Excess  bi- 
carbonate is  converted  to  carbonic  acid  by 
hydrogen  and  is  excreted  through  the  lungs 
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as  CO,.  Depending  on  the  body  needs  for  acid 
and  base  these  processes  will  adjust  the 
amount  of  sodium  and  potassium  to  be  ex- 
creted or  conserved  and  the  pH  of  the  plasma 
will  remain  at  7.4.  All  of  this  exquisitely  fine 
adjustment  is  probably  under  control  of 
aldosterone. 

After  leaving  the  distal  tubule,  the  glom- 
erular filtrate  has  the  solute  composition  that 
will  appear  in  the  urine  but  still  is  too  large 
in  volume.  Twenty-four  of  the  25  liters  must 
be  re-absorbed  in  the  passage  through  the  col- 
lecting ducts  whose  permeability  to  water  is 
controlled  by  vasopressin,  the  secretion  of 
the  posterior  pituitary  (antidiuretic  hormone). 
The  final  result  is  a urine  of  approximately 
one  to  one  and  a half  liters  as  contrasted  to 
a glomerular  filtrate  of  180  liters,  a urinary 
specific  gravity  of  1.025  or  above  (milios- 
moles  850  to  1200)  as  contrasted  to  a glom- 
erular filtrate  specific  gravity  of  1.010,  (m.o.s. 
300),  a urinary  pH>  6 as  contrasted  to  a 
glomerular  filtrate  of  7.4  and  the  absence  of 
protein,  sugar  or  microscopic  elements  in  the 
urine. 


E.  Discussion  of  Renal  Function  Tests 

1.  Urinalysis 

a.  Specific  Gravity — The  specific  grav- 
ity of  a concentrated  urine  specimen 
should  be  above  1.025  indicating  good 
concentrating  ability  of  the  distal  con- 
voluted tubules  and  collecting  ducts 
and  adequate  posterior  pituitary  stim- 
ulation. Under  maximal  antidiuretic 
stimulation  the  normal  kidney  is  cap- 
able of  concentrating  the  urine  to  ap- 
proximately four  times  that  of  plasma, 
i.e.,  1200  miliosmoles  vs.  300  milios- 
moles.  Corrections  must  be  made  for 
faulty  urinometers,  temperatures — 
(where  wide  fluctuations  exist),  pres- 
ence of  more  than  2-1-  protein  or  any 
amount  of  sugar.  A morning  urine 
specimen  obtained  following  a “dry” 
supper  and  before  eating,  will  usually 
be  adequate;  for  maximum  stimulation 


pitressin  must  be  given.  Inability  to 
concentrate  urine  may  be  due  to: 

(1)  absence  of  antidiuretic  hormone 
as  in  diabetes  insipidus, 

(2)  failure  of  otherwise  normal 
nephrons  to  respond  to  antidiuretic 
hormone  as  in  nephrogenic  diabetes 
insipidus, 

(3)  increased  load  of  solute  excretion 
producing  osmotic  diuresis  or  use  of 
diuretic, 

(4)  alteration  in  nephron  (distal 
tubular  function)  caused  by  acute  or 
chronic  renal  disease.  The  latter  may 
occur  early  in  disease  affecting  the 
distal  tubule  (interstitium)  such  as 
early  chronic  pyelonephritis.  Abnor- 
mality in  ability  to  dilute  the  urine 
occurs  relatively  late  in  acquired 
renal  disease  and  is  not  a good  test. 
Failure  to  concentrate  may  also  oc- 
cur in  Addison’s  Disease,  malabsorp- 
tion states,  and  inappropriate  anti- 
diuretic hormone  secretion. 

b.  pH — A fresh,  24  hour  urine  specimen 
is  always  slightly  acid  because  the  end 
products  of  metabolism  are  acid.  Over 
a 24  hour  period,  however,  the  varia- 
tions of  urinary  pH  may  be  marked. 
Ninety  per  cent  of  random,  fresh,  urine 
specimens  in  normal  subjects  will  have 
a pH  of  below  6.6  and  only  1 per  cent 
exceed  7.1  (average  5.85) . The  excep- 
tions are: 

(1)  the  usual  alkaline  tide  following 
meals, 

(2)  a strict  vegetarian  may  have  an 
alkaline  urine  at  all  times, 

(3)  an  “old”  urine  in  which  ammon- 
ium splitting  organisms  have  propa- 
gated at  room  temperature, 

(4)  infection  of  the  GU  tract  with 
ammonia  producers, 

(5)  conditions  of  renal  potassium 
loss  as  in  primary  aldosteronism 
(should  be  considered  in  all  hyper- 
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tensive  patients  with  persistent  ele- 
vation of  the  urinary  pH), 

(6)  renal  tubular  acidosis — although 
a rare  disease  it  results  in  alkaline 
urine  because  the  distal  tubules  have 
lost  considerable  ability  to  excrete 
acid.  (This  is  a congenital  disease, 
however,  acquired  diseases  may  occa- 
sionally develop  the  same  defect,  i.e., 
chronic  pyelonephritis.) 

c.  Chemical  tests — The  presence  of 
urinary  protein  or  glucose  may  indi- 
cate renal  or  metabolic  disease,  how- 
ever, there  are  situations  as  orthostatic 
proteinuria  and  low-threshold  glyco- 
suria which  may  not  indicate  disease. 
As  more  renal  biopsies  are  being  re- 
ported, we  find  that  many  of  the  cases 
of  “essential  proteinuria”  may  actually 
be  latent  nephritis,  nephrosis  or  pye- 
lonephritis. Fever,  emotional  tension, 
vigorous  exercise,  heart  failure,  hyper- 
tension, may  also  produce  proteinuria. 

d.  Microscopic  examination — a clean, 
freshly  voided  specimen  after  proper 
local  preparation  (male  or  female)  can 
often  be  treated  like  a catheterized 
specimen.  Rare  white  or  red  cells  may 
not  be  significant  but  clumps  of  white 
cells  indicate  urinary  tract  infection. 
White  or  red  cell  casts  and  granular  or 
broad  casts  indicate  upper  urinary  tract 
lesions.  Bacteria  noted  on  a gram  stain 
smear  of  the  fresh  sediment,  indicate  a 
concentration  of  bacteria  of  at  least 
100,000  per  milliliter  and  point  towards 
infection  rather  than  contamination. 
Existence  of  infection  can  be  further 
substantiated  by  colony  counts  and  cul- 
tures. Cultures,  however,  may  be 
plated  from  the  same,  freshly  voided 
specimen  and  the  predominant  organ- 
ism compared  to  that  noted  on  the 
gram  stained  smear.  It  thus  is  rarely 
necessary  to  catheterize.  It  must  be 
remembered  that  formed  elements  may 
be  passed  in  the  urine  intermittently 
hence  the  necessity  of  repeated  anal- 
yses where  suspicion  exists. 


2.  Glomerular  filtration  rate — tests  the 
glomerulo-proximal  tubule  function.  The 
blood  constituent  employed  to  measure 
G.  F.  R.  should  be  a substance  that  has  a 
fairly  constant  rate  of  production,  is  com- 
pletely filterable  and  is  not  altered  in  any 
way  during  passage  down  the  tubule. 
Urea  nitrogen  and  serum  creatinine  are 
two  blood  constituents  that  are  commonly 
used  to  measure  glomerular  filtration. 
Urea  is  not  ideal  for  the  following  reasons: 

(1)  It  is  the  primary  nitrogenous  end 
product  of  protein  metabolism — pro- 
duced in  the  liver  and  is  therefore  af- 
fected by  liver  disease, 

(2)  approximately  60  per  cent  of  the 
urea  is  reabsorbed  in  the  proximal 
tubule  while  40  per  cent  is  excreted.  It 
also  varies  with  dietary  nitrogen  intake, 
endogenous  protein  catabolism,  rate  of 
urea  synthesis  in  the  hver  and  the 
rate  of  urine  flow, 

(3)  the  serum  level  of  urea  nitrogen 
may  rise  with  perfectly  normal  renal 
function  in  situations  of  high  protein  in- 
take and  dehydration  and  also  with  in- 
ternal bleeding  (pre-renal  azotemia) . 
On  the  other  hand,  it  may  not  rise  at  all 
until  functioning  renal  mass  has  been 
reduced  approximately  60  per  cent. 
(The  BUN  test  is  therefore  chiefly  use- 
ful to  follow  the  progress  of  uremia  but 
is  not  useful  as  a glomerular  function 
test.)  Urea  may  be  used  in  a clearance 
test  but  the  clearance  is  normally  only 
60  to  65  per  cent  of  glomerular  filtration 
rate  (loss  in  the  proximal  tubule)  and 
therefore  is  not  as  useful  as  creatinine. 

Creatinine  is  a much  more  ideal  blood 
constituent  for  G.  F.  R.  measurement.  It 
is  also  an  important  protein  end  product, 
however,  it  is  primarily  derived  from  the 
muscle  creatine  and  not  from  the  diet. 
Even  extensive  changes  in  dietary  protein 
will  not  affect  the  creatinine  produced. 
The  excretion  is  constant  and  is  directly 
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proportional  to  the  muscle  mass  of  the  in- 
dividual. Only  in  situations  of  severe 
muscle  wasting  is  there  any  change  in 
serum  creatinine.  The  normal  serum 
creatinine  is  fairly  fixed  at  1±  0.2  gms. 
per  cent.  It  is  completely  filtered,  highly 
soluble,  and  not  altered  in  the  body.  It  is 
therefore  analogous  to  inulin  used  in  clear- 
ance measurement.  Since  it  is  completely 
filtered  and  excreted  without  change  or 
loss,  its  clearance  will  be  a good  indicator 
of  glom.erular  filtrate  rate. 


The  clearance  of  a substance  from  the 
blood  follows  the  formula: 

“V”  the 


CL  = -UY 

“U”  is  the  urine  concentration. 


urine  volume  and  “P”  the  plasma  concen- 
tration of  the  substance.  Since  approxi- 
mately 1 gm.  of  creatinine  is  constantly 
excreted  per  24  hours  the  numerator  “UV” 
will  be  constant  or  equal  to  1 therefore 


CL  = p-  Therefore  the  clearance  of 
creatinine  is  inversely  proportional  to  its 
serum  level;  one  can  say  qualitatively  that 
if  the  serum  creatinine  level  is  doubled  the 
glomerular  filtration  rate  has  been  re- 
duced to  one-half  of  the  normal,  if  the 
serum  creatinine  is  tripled,  the  G.  F.  R.  is 
one-third,  etc.  To  obtain  a quantitative 
clearance  rate,  however,  the  creatinine 
clearance  test  as  performed  in  the  office 
or  in  the  hospital  is  excellent.  It  is  the 
most  practical  way  to  measure  glomerular 
filtration.  The  results  obtained  are  ap- 
proximately the  same  as  with  inulin 


clearance;  the  normal  value  of  G.  F.  R. 


(creatinine)  is  approximately  140  ± 27  ml. 
per  minute.  The  test  may  be  determined 
for  short  periods  (2  to  4 hours)  if  the 
patient  does  not  have  difficulty  voiding 
completely;  a 24  hour  period  of  collection 
would  be  slightly  more  accurate.  The  test 
is  performed  by  having  all  of  the  urine 
that  the  patient  voids  over  the  determined 
period  of  time  collected  while  the  patient 
is  encouraged  to  drink  a great  deal  of 
water.  The  serum  creatinine  determina- 
tion is  performed  at  approximately  the 


mid-portion  of  this  period.  The  formula 
UV 

C =-p—  is  then  applicable. 

3.  Distal  tubular  function — involves  the 
operation  of  the  bicarbonate  “factory”  or 
acid-base  balance,  conservation  of  sodium 
and  potassium  and  the  concentration  of 
the  urine.  Measurement  of  the  24  hour 
urine  volume,  specific  gravity  (or 
osmolarity)  and  maximum  concentrating 
ability,  either  through  Fishberg  test  or 
pitressin  stimulation,  will  measure  con- 
centrating ability.  Measurement  of  the  24 
hour  excretion  of  sodium  and  potassium  in 
conjunction  with  serum  levels  will  indi- 
cate excessive  loss  of  either  substance  and 
will  indicate  how  well  the  distal  tubule  is 
conserving  these  critical  elements.  Serum 
pH  determination  will  indicate  acidosis  or 
alkalosis  and  hence  acid-base  balance. 

(a)  Renal  sodium  wasting  may  occur 
in: 

1.  acquired  kidney  disease  with 
renal  insufficiency  due  to  the  os- 
motic diuretic  effect  of  large  solute 
loads  carried  by  a reduced  number 
of  nephrons  or, 

2.  a specific  renal  tubular  defect 
in  the  distal  tubule  (tubular  acido- 
sis and  chronic  pyelonephritis).  A 
salt  restriction  test  would  pick  up 
these  cases;  in  patients  with  chron- 
ic renal  insufficiency  rigid  salt  re- 
striction results  in  a negative  so- 
dium balance,  dehydration  and 
super-imposed  pre-renal  azotemia, 
therefore,  this  test  will  also  define 
the  maximum  degree  of  salt  re- 
striction permissible.  In  practice 
the  patient  may  be  placed  on  a 
200  mg.  sodium  diet  for  three  days 
and  a 24  hour  urine  specimen  col- 
lected. The  patient  is  weighed,  the 
hematocrit,  serum  sodium  and 
creatinine  are  determined  before 
and  after  the  test.  (Patient  should 
not  have  been  edematous  or  de- 
hydrated. If  there  is  any  question 
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of  dehydration  the  patient  should 
be  salt-loaded  with  100  to  150  mEq. 
of  sodium  for  three  to  five  days  be- 
fore the  test.)  In  a normal  person 
the  24  hour  urinary  sodium  is  re- 
duced to  10  mEq.  or  less  and  there 
is  no  change  in  the  hematocrit, 
serum  sodium  or  creatinine.  In  salt 
wasting  the  urinary  sodium  is 
above  200  mEq.  per  day,  weight 
loss  is  significant,  the  serum 
creatinine  rises  and  serum  sodium 
falls.  (A  simple  qualitative  urin- 
ary sodium  can  be  determined  by 
utilizing  a nebulizer  containing 
one  cc  of  urine  which  is  sprayed 
into  a bunsen  flame.  A bright  yel- 
low color  will  indicate  a loss  of 
salt  in  excess  of  10  mEq.  per  liter.) 

(b)  Polyuria — To  test  response  to  ADH 
— 300  cc  of  IVz  per  cent  saline  is 
given  intravenously  over  a 45 
minute  period.  In  the  normal  in- 
dividual this  would  provoke  a dis- 
tinct antidiuresis;  in  compulsive 
water  drinkers,  where  there  is 
usually  an  inadequate  response  to 
pitressin,  it  would  also  produce  a 
modest  antidiuresis.  Absence  of 
response  would  indicate  diabetes 
insipidus  of  either  pituitary  or 
renal  origin. 

Another  test  would  be  injection 
of  aqueous  vasopressin  (pitressin) 
intravenously  or  intramuscularly 
after  ten  hours  of  fluid  and  water 
deprivation.  The  specific  gravity 
should  increase  above  1.022  (indi- 
cates the  response  of  the  distal 
tubule  to  ADH). 

(c)  Alkaline  Urine — If  the  urine  is  per- 
sistently alkaline  without  evidence 
of  infection,  it  would  suggest  a de- 
fect in  acid  secretion.  This  can  be 
tested  by  giving  ammonium  chlo- 
ride four  to  eight  gms.  daily  for 
four  days.  Check  urine  pH  and  tri- 
tratable  acidity.  In  the  normal  it 


should  drop  below  pH  of  5.5.  Fail- 
ure to  drop  would  indicate  renal 
tubular  acidosis.  Further  proof  is 
an  increase  in  urinary  sodium  and 
chloride  excretion  indicating  the 
characteristic  defect  in  hydrogen 
ion  exchange. 

A 24-hour  ammonium  excretion 
would  determine  whether  the  kid- 
neys are  able  to  form  ammonia. 
This  should  rise  under  ammonium 
chloride  loading. 

(d)  Other  tests — to  differentiate  be- 
tween diffuse  renal  disease  or  dis- 
crete function  defect — measure 
glomerular  filtration  rate  by  creati- 
nine clearance — should  be  normal 
in  the  latter.  Specific  defects — 
check  for  hypokalemia  and  hyper- 
calcemia by  serum  tests.  Rule  out 
obstructive  GU  disease. 

Amino-aciduria  can  be  checked. 
Amino-acid  nitrogen  excretion 
normal  is  50  to  150  mgs./24  hour. 
The  organic  aciduria  can  also  be 
checked  and  the  normal  is  usually 
approximately  60  mEq.  per  day. 

4.  Phenosulfonphthalein  test  (PSP):  — 
This  is  not  a good  test  for  renal  function 
since  90  per  cent  of  the  injected  dye  is 
bound  to  albumin  and  therefore  is  not 
filtered  at  the  glomerulus.  Excretion  by 
the  tubule  depends  chiefly  on  renal  plasma 
flow  which  recirculates  the  dye.  As  the 
albumin-PSP  complex  recirculates 
through  the  kidney  more  and  more  of  it 
is  excreted  until  finally  about  90  per  cent 
of  it  is  excreted  in  two  hours.  The  signifi- 
cant period,  however,  would  be  the  first  15 
minutes  when  at  least  30  or  35  per  cent 
should  be  excreted.  The  adequacy  of 
bladder  emptying  is  important  in  this  test. 
Other  chromagens  in  the  urine  may  inter- 
fere. The  test  really  does  not  indicate  any 
particular  type  of  renal  impairment  and 
is  therefore  not  a very  useful  test.  Its 
greatest  usefulness  would  be  as  a screen- 
ing test. 
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5.  Acid  loading  test  (ammonium  chloride 
test  of  Wrong  and  Davies) — determines 
quantity  of  hydrogen  ions  excreted  in 
urine  in  a certain  period  of  time.  Patients 
with  renal  tubular  acidosis  have  dimin- 
ished ability  to  excrete  hydrogen  ions. 
Patients  with  acquired  renal  disease  have 
a normal  fall  in  urine  pH. 

F.  Anatomical  Studies: 

1.  Intravenous  pyelogram — requires  fairly 
good  concentrating  ability  of  the  kidneys 
for  test.  Cannot  be  done  in  azotemic  pa- 
tients for  this  reason.  The  speed  of  ap- 
pearance of  dye  in  each  kidney  indicates 
over-all  function  of  the  kidney  (should 
appear  within  three  minutes).  Slow  ap- 
pearance in  one  kidney  where  there  is 
suspicion  of  renal  vascular  disease  may 
implicate  that  kidney.  The  main  purpose 
of  the  pyelogram  is  to  rule  out  obstruc- 
tion, etc.  Should  be  performed  fairly 
routinely. 

2.  Retrograde  pyelogra  m — performed 
when  intravenous  pyelogram  is  not  satis- 
factory. 

3.  Aortogram — very  useful  to  outline 
renal  arteries  and  aorta  in  suspected  renal 
vascular  disease.  Certainly  not  a routine 
test. 

4.  Renal  biopsy — will  reveal  etiology  of 
the  asymptomatic  proteinurias  and  other 
obscure  renal  lesions. 

5.  Radio-hippuran  test — still  not  stand- 
ardized too  well  but  may  be  useful  in  fu- 
ture to  measure  renal  blood  flow  and  func- 
tion. 

CLINICAL  SYNDROMES 

Utilizing  the  history,  physical  examination, 
a careful  urinalysis  and  the  proper  renal 
function  test,  one  can  usually  separate 
chronic  renal  disease  into  two  basic  groups, 
i.e.,  glomerular  or  tubular.  The  glomerulus 
and  proximal  tubule  can  be  considered  as  one 
functioning  unit  (glomerular)  while  the  dis- 
tal tubule — collecting  duct  system  (tubu- 


lar) is  another.  Examples  of  tubular  disease 
are  chronic  pyelonephritis  (before  the  stage 
of  contracted  kidneys  with  hypertension), 
tubular  acidosis,  hypokalemic  nephropathy, 
etc.  The  former  (glomerular)  syndrome 
would  be  characterized  by  early  hyperten- 
sion, azotemia,  edema,  vascular  changes  in 
the  fundi,  proteinuria  and  microscopic  bodies 
in  the  urine — (RBC,  casts).  The  primary  de- 
fect here  is  that  of  retention  of  the  end  prod- 
ucts of  metabolism  due  to  lack  of  filtration 
while  involvement  of  the  afferent  arteriole 
(juxta-glomerular  apparatus)  results  in  hy- 
pertension. The  distal  tubular  disease,  on 
the  other  hand,  would  be  characterized  by 
problems  in  acid-base  balance,  electrolyte 
depletion,  dehydration;  there  would  be  poor 
concentration  of  urine  early  and,  only  in  the 
late  stage,  changes  in  blood  pressure  and  azo- 
temia. The  individual  with  glomerular 
disease  would  follow  the  pattern  of  acute 
nephritis  and  might  exhibit  a high  specific 
gravity,  azotemia,  hypertension  and  edema 
early.  Death  would  result  because  of  uremia 
and  its  complications.  The  “tubular  type”  of 
patient  would  be  in  danger  because  of  exces- 
sive loss  of  water  and  electrolytes  and  the 
acid-base  abnormalities.  The  former  must  be 
treated  by  reducing  metabolism  and  by  arti- 
ficial removal  of  the  nitrogenous  waste;  the 
latter  could  be  easily  managed  by  continu- 
ous replacement  of  the  water  and  electrolyte 
losses  and  re-establishment  of  acid-base  bal- 
ance. The  prognosis  would  be  much  better 
in  the  “tubular  type”  of  disease.  It  thus  is 
essential  to  identify  the  basic  defect  in  each 
case  of  chronic  renal  disease  since  the  ther- 
apy and  prognosis  is  so  vastly  different.  This 
can  usually  be  accomplished  by  utilizing  the 
above  physiological  approach. 


TREATMENT 

1.  Chronic  renal  disease  with  azotemia — 
(glomerular  usually) — The  best  clinical  ex- 
ample of  this  situation  is  the  patient  with 
chronic  glomerulonephritis  who  is  azotemic, 
hypertensive  and  relatively  young  (20-40). 
Most  of  the  nephrons  have  been  destroyed 
(especially  the  glomeruli);  the  tremendous 
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amount  of  plasma  filtrate  and  solute  load 
must  be  handled  by  a very  few  nephrons. 
This  results  in  a high  volume  of  urine  but 
poor  removal  of  nitrogenous  and  acid  wastes 
plus  considerable  loss  of  electrolytes.  Anemia 
results  because  of  hemolysis  and  bone  mar- 
row depression;  hypertension  results  because 
of  vascular  involvement  and  the  patient  is 
edematous  chiefly  because  of  excessive  loss  of 
protein.  He  may  be  losing  or  retaining  ex- 
cessive amounts  of  salt  and  water — usually 
the  latter.  These  individuals  die  from  the 
complications  of  uremia  (chiefly  hemor- 
rhages), super- imposed  infections  or  over- 
whelming crises  which  destroy  the  precarious 
renal  balance.  Death  can  also  occur  pre- 
maturely because  of  iatrogenic  rigid  salt  re- 
striction, dehydration  or  use  of  potent  hypo- 
tensive drugs.  Surgery  is  extremely  harmful. 
Yet,  given  good  care,  the  individual  in  this 
situation  can  live  for  a long  time  in  spite  of  a 
BUN  of  100  or  more  and  a glomerular  filtra- 
tion rate  reduced  to  10-20  milliliters  per  min- 
ute. Survival  would  require  shielding  patient 
from  all  possible  stress.  The  following  course 
of  treatment  would  be  beneficial: 

a.  Hypertension — If  indicated,  the  hyper- 
tension can  be  reduced  gently  by  mild 
salt  restriction,  sedation,  reserpine;  a 
severe  drop  may  further  embarrass 
renal  blood  flow. 

b.  Anemia — The  anemia  need  not  be  cor- 
rected since  a hemoglobin  of  8-9  gms. 
per  cent  is  perfectly  compatible  with 
the  sedentary  type  of  life  of  a chronic 
nephritic.  If  correction  is  attempted, 
washed  red  cells  should  be  used.  (There 
is  no  response  to  hematinics,  iron  or 
B 12.) 

c.  Hyperkalemia — Chronic  uremics  as  a 
rule  do  not  have  trouble  with  hyper- 
kalemia unless  acute  renal  failure  super- 
venes. In  fact,  there  may  be  potassium 
depletion  due  to  tubular  involvement. 
A 24  hour  urine  analysis  for  electrolyte 
losses  will  clarify. 

d.  The  diet  should  be  low  in  protein  and 
high  in  carbohydrate  and  fat;  this  re- 


duces the  urea  production  tremendously 
(from  30  to  3 gms. /day).  Example: 
COH=  300  Gm,  F=  100  Gm,  P=  40  Gm. 

e.  Fluids — The  patient’s  thirst  will  usually 
determine  the  amount  of  water  needed 
but  it  should  always  be  as  great  as  the 
urine  volume.  Care  must  especially  be 
taken  during  acute  illnesses  or  surgery 
so  that  dehydration  does  not  occur. 

f.  Sodium — The  salt  intake  should  not  be 
set  at  an  arbitrary  figure  even  though 
patient  is  hypertensive  or  edematous. 
The  actual  urinary  salt  loss  per  24  hours 
should  be  measured  and  the  salt  intake 
adjusted  to  that  level.  Where  edema  or 
hypertension  exists,  the  salt  intake  can 
be  reduced  slightly  below  the  loss  thus 
aiding  the  loss  of  fluid. 

g.  The  potassium  in  the  diet  can  be  normal 
unless  there  is  excessive  loss  or  reten- 
tion; this  can  be  determined  by  serum 
and  urinary  potassium  determinations. 

h.  Exercise — Patient’s  activity  should  be 
curtailed  within  limits  of  fatigue  and  he 
should  be  watched  carefully  for  possible 
urinary  or  any  other  type  of  infection. 

i.  Infections — Antibiotics  that  are  not 
excreted  by  the  kidneys  (do  not  use 
streptomycin,  kanmycin  and  use  care 
with  tetracycline)  should  be  employed 
when  needed. 

With  proper  precautions  these  patients  can 
live  a long  time  and  be  made  quite  comfort- 
able in  spite  of  their  limited  reserve. 

2.  Chronic  distal  tubular  disease — the  most 
common  v'ariety  in  clinical  practice  is  chronic 
pyelonephritis  prior  to  onset  of  hypertension; 
this  occurs  in  patients  with  history  of  fre- 
quent urinary  infections  frequently  with 
renal  stones  who  do  not  have  hypertension 
and  excrete  a tremendous  amount  of  urine 
containing  a great  quantity  of  salt  and  potas- 
sium. The  situation  can  be  recognized  by  the 
urinary  and  serum  concentration  of  electro- 
lytes. These  patients  easily  become  dehy- 
drated and  go  into  shock  because  of  loss  of 
extracellular  volume;  they  behave  very  much 
like  the  individual  who  develops  heat  exhaus- 
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tion  from  sweating.  When  recognized  and 
treated  by  replacement  of  the  appropriate 
amount  of  salt,  potassium  and  water  plus 
vigorous  treatment  of  infection,  these  pa- 
tients will  survive  for  many  years.  A similar 
but  less  frequent  situation  exists  in  congeni- 
tal tubular  acidosis  where  systemic  acidosis 
occurs  due  to  a tubular  defect  which  pre- 
vents acidification  of  the  urine.  These  pa- 
tients become  life-long  problems  and  the 
proper  correction  of  the  acid  balance,  water, 
salt  and  other  food  stuff  losses  will  be  life- 
saving. The  prognosis,  in  general,  is  better 
than  that  in  the  glomerular  diseases. 

3.  Acute  renal  failure — this  catastrophe  re- 
sults whenever  there  is  a sudden,  severe,  cur- 
tailment of  renal  blood  flow.  It  may  occur 
in  the  perfectly  normal  individual  following 
the  “shock  or  crush  syndrome”  due  to  acci- 
dent, severe  loss  of  blood,  severe  illness  with 
associated  dehydration,  post-surgery,  trans- 
fusion reactions  or  any  severe  antigen-anti- 
body reaction.  The  common  denominator  is 
acute  deprivation  of  renal  blood  flow  due  to 
sudden  overwhelming  catastrophe.  It  fre- 
quently occurs  in  the  individual  with  chronic 
renal  disease  who  develops  an  infection  or  is 
exposed  to  surgery  or  accident;  the  already 
limited  renal  blood  flow  is  sharply  curtailed. 

The  warning  heralding  acute  renal  failure, 
in  either  case,  is  a decrease  of  urine  volume 
to  below  500  cc  /24  hours;  complete  anuria  re- 
sults when  the  volume  is  below  100  cc  per  24 
hours.  With  this  in  mind,  it  is  essential  that 
all  critically  ill  patients  should  have  the  urine 
output  monitored  carefully. 

A urine  volume  below  100  cc/24  hours  im- 
plies failure  of  excretion  of  the  metabolic 
wastes;  the  stage  is  now  set  for  the  compli- 
cations of  acute  anuria  (uremia).  Such  a de- 
crease in  renal  excretion  will  result  in  a slow 
rise  in  BUN  which,  however,  will  not  be  an 
important  toxic  factor  for  at  least  seven  to 
ten  days.  The  serum  potassium,  however, 
rises  much  faster  and  may  increase  at  the  rate 
of  0.5  mEq.  per  liter  per  day;  at  the  concen- 
tration of  7 mEq./L  it  can  be  lethal  because 
of  cardio-toxic  action.  Therefore,  within 


three  or  four  days  after  onset  of  anuria,  the 
individual  is  in  mortal  danger  because  of 
hyperkalemia.  Water  accumulation,  on  the 
other  hand,  will  occur  at  a gradual  rate  and 
edema  will  not  be  a problem  for  some  time. 
The  prime  objective  of  therapy  then  is  to  pre- 
vent the  lethal  hyperkalemia  or  infection,  to 
minimize  the  uremia  and  not  to  supply  more 
water  than  is  necessary  for  metabolism  while 
the  basic  precipitating  factors  are  corrected. 
The  following  steps  are  designed  to  tide  the 
individual  over  this  critical  period  until  the 
renal  function  resumes,  as  it  usually  will 
(five-seven  days): 

(1)  Prevent  water  over-load — administer 
only  500  cc  of  water  plus  water  lost  by  all 
routes,  i.e.,  vomiting,  diarrhea,  sweating,  etc. 
Indication  of  overload  is  gain  or  maintenance 
of  weight;  patient  should  lose  one  pound  per 
day. 

(2)  Reduce  the  uremia  by  eliminating  all 
proteins  from  the  diet  and  supplying  high 
carbohydrate  and  high  fat  diet,  i.e.,  (200  to 
300  grams  carbohydrate — 100  gm.  fat).  The 
urea  production  will  decrease  to  3 gms.  per 
day.  This  can  be  achieved  by  giving  hyper- 
tonic glucose  intravenously  or  orally,  by  giv- 
ing sugar  and  butterballs. 

(3)  Reduce  potassium  accumulation — 

a.  High  carbohydrate  plus  insulin  will 
drive  the  potassium  in  the  serum 
into  the  cells. 

b.  Eliminating  proteins  reduces  potas- 
sium intake.  Fluids  such  as  ginger 
ale,  sweet  tea,  and  root  beer  contain 
very  little  potassium  and  should  be 
used. 

c.  Potassium-combining  resins  (Kay- 
exalate  or  SKF  resin) — orally  60 
gms.  per  day  or  by  retention  enema 
in  20  per  cent  sorbital  will  produce 
a potassium  losing  diarrhea  and  also 
remove  potassium  from  the  serum. 
If  this  does  not  prevent  hyperkale- 
mia, then  peritoneal  dialysis  or  ar- 
tificial kidney  dialysis  would  be  in 
order.  Five,  two-hour  sessions  of 
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peritoneal  dialysis  is  equivalent  to 
one,  eight-hour  session  on  the  kid- 
ney. 

d.  Acidosis  can  be  reduced  by  giving 
bicarbonate  or  lactate. 

e.  Infection,  which  can  be  lethal,  is 
vigorously  treated  or  prevented  by 
antibiotics  not  excreted  by  the  kid- 
ney. 

f.  Avoid  all  catabolic  procedures 

which  would  increase  the  amount  of 
urea  and  production — i.e.,  oper- 

ations and  blood  transfusions.  If 
transfusions  are  necessary,  use 
fresh,  washed,  red  cells. 

g.  Testosterone  is  a good  anabolic 
agent  and  can  be  used  to  reduce 
catabolism.  This  can  be  given  by  in- 
jection at  the  rate  of  100  mg.  every 
other  day  for  several  days.  Calcium 
gluconate  must  also  be  given  to  re- 
place calcium  loss  in  uremia. 

h.  Mannitol — 25  per  cent  solution  I.V., 
if  given  early  may  produce  diuresis. 

(4)  Remove  the  factors  responsible  for  the 
anuria. 

The  above  conservative,  expectant  treat- 
ment of  acute  renal  failure  will  enable  the 
patient  to  survive  until  the  factors  that  re- 
duced the  renal  blood  flow  are  corrected. 
The  kidney  will  then  begin  to  function,  but 
because  of  distal  tubular  damage  due  to 
anoxia,  may  experience  a profound  diuresis 
with  excessive  loss  of  electrolytes  and  water. 
This  must  be  anticipated  and  treated  as 
needed.  If  treated  judiciously,  most  of  these 
patients  will  survive  and  will  have  return  of 
adequate  renal  function. 

SUMMARY 

The  management  of  chronic  renal  dysfunc- 
tion is  discussed  in  light  of  the  involved  ana- 
tomical segments  and  dynamic  processes.  The 
pertinent  facts  in  the  patient’s  history  and 
the  physical  findings  suggesting  renal  disease 
are  discussed  and  the  necessary  laboratory 
tests  required  to  pinpoint  the  abnormality 
and  reveal  the  etiology  are  discussed.  The 
pathophysiology  of  renal  dysfunction  is  dis- 


cussed in  detail  and  renal  dysfunction  is  di- 
vided into  two  major  groups,  i.e.,  the  glom- 
erular type  of  abnormality  involving  the 
glomerulus  and  proximal  tubule  and  the 
tubular  type  of  dysfunction  which  primarily 
involves  the  distal  tubule  and  collecting 
ducts.  It  is  pointed  out  that  the  prime  func- 
tion of  the  kidneys  is  that  of  excretion  of 
the  toxic  acid  products  of  metabolism  without 
at  the  same  time  causing  significant  loss  of 
water  and  base;  this  enables  the  body  to 
maintain  a normal  extracellular  fluid  volume 
and  remain  in  acid-base  balance.  This  func- 
tion is  achieved  by  a kidney  that  can  excrete 
a urine  six  times  as  dilute  or  four  times  as 
concentrated  as  the  plasma  in  terms  of  its 
osmolarity. 

The  basic  defects  in  the  two  major  types 
of  renal  dysfunction  are  discussed  and  treat- 
ment indicated.  The  glomerular  type  of 
chronic  renal  dysfunction  is  chiefly  seen  in 
the  nephritides  while  the  tubular  is  common- 
ly found  in  chronic  pyelonephritis.  Acute 
renal  failure  is  discussed;  early  recognition 
and  rational  treatment  is  indicated. 

It  is  pointed  out  that  in  spite  of  far-ad- 
vanced renal  dysfunction  with  azotemia  and 
a glomerular  filtration  rate  reduced  to  10  to 
20  ml/min.  long-range  survival  can  be  an- 
ticipated provided  that  proper,  judicious,  and 
cautious  therapy  is  instituted. 
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Summary: 

Quite  by  accident,  while  feeding  house 
plants,  it  was  discovered  that  various  aqueous 
solutions  of  B complex  stunted  the  growth 
of  the  molds  which  were  spreading  on  the 
containers  and  dirt  near  these  plants.  Various 
aqueous  dilutions  of  B complex  were  applied 
in  vitro,  to  Sabauraud  slants  and  blood  agar 
in  Petri  dishes,  which  were  seeded  with  lush 
growths  of  the  plant  mold.  All  dilutions 
(serial)  killed  these  growths.  Nine  children 
with  thrush  were  treated  with  50  per  cent 
aqueous  B complex  solution  topically,  and 
their  Monilia  Albicans  growths  disappeared 
within  48  hours.  An  elderly  female  amputee 
with  uncontrolled  diabetes  mellitus  ex- 
hibited a fulminating  thrush  of  her  tongue. 
She  was  treated  similarly  with  50  per  cent 
aqueous  solution  of  B complex,  and  her 
thrush  was  eliminated  within  72  hours. 
These  ten  patients  received  oral  antibiotics 
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(penicillin  or  tetracyclin)  concomitantly, 
which  did  not  appear  to  interfere  with  the 
elimination  of  thrush  of  the  tongue  and  oral 
cavity  in  these  ten  patients. 


One  of  us  grows  plants  in  his  office.  The 
dirt  and  sides  of  the  plant  containers  began 
to  show  lush  growths  of  a penicillin-like  mold 
which  interfered  with  the  growth  of  these 
plants,  especially  when  this  mold  surrounded 
the  plant  stems.  To  overcome  this  difficulty, 
several  drops  of  liver  extract  (crude)  solu- 
tion with  some  drops  of  B complex  solution 
were  added  to  water.  This  solution  was  used 
to  water  the  plants  in  an  attempt  to  revitalize 
their  growth.  However,  it  was  noted  that 
the  excessive  mold  growths  became  devi- 
talized. Then,  in  order  to  determine  whether 
the  liver  extract  or  the  B complex  was  the 
cause  for  impeding  the  growth  of  the  mold, 
each  substance  was  applied  to  different  areas 
of  mold  growth.  It  was  discovered  that  the 
liver  extract  produced  more  mold  growth, 
while  the  B complex  destroyed  the  mold. 

Since  Penicillin  Notatum  is  related  closely 
biologically  to  Monilia  Albicans,  which  causes 
the  growth  of  thrush  in  humans,  a 50  per 
cent  aqueous  solution  of  B complex  was  ap- 
plied directly  to  the  thrush  growths  in  three 

97 


TOPICAL  APPLICATION  OF  B COMPLEX 


separate  colored  and  six  white  children  (in 
vivo).  These  thrush  deposits  became  elimi- 
nated within  48  hours.  A 70  year  old  colored 
uncontrolled  diabetic  amputee  (both  legs) 
exhibited  a thick  yellowish  deposit  on  her 
tongue  and  pharyngeal  areas.  She  was  treated 
similarly.  Within  48  hours,  the  thrush  be- 
came eliminated.  She  remarked  that  since 
this  therapy  was  completed  she  could  again 
enjoy  eating,  since  she  had  been  unable  to 
taste  her  food  adequately  for  some  years. 

Each  of  the  ten  above  patients  was  given 
either  penicillin  or  oxytetracyclin  orally 
while  they  were  being  treated  topically  with 
the  50  per  cent  aqueous  solution  of  B com- 
plex. The  use  of  these  antibiotics  did  not  ap- 
pear to  increase  the  growth  of  monilia  albi- 
cans while  their  oral  cavities  and  tongues 
were  painted  with  the  aqueous  B complex 
solution  (50  per  cent).  Each  patient’s  oral 
cavity  was  painted  with  this  solution  after 
each  meal  and  at  bedtime. 

The  in  vitro  studies  were  performed  with 
Petri  dishes  which  contained  blood  agar. 
These  were  seeded  with  swabbings  of  the 
plant  mold  from  the  office  plants.  These 
mold  growths  appeared  to  spread  more  quick- 
ly when  these  Petri  dishes  were  kept  at  room 
temperature  rather  than  in  the  incubator. 

An  agar  plate  of  one  week’s  growth  of  mold 
was  used  for  testing  the  lytic  power  of  serial 
dilutions  of  B complex  in  water.  These  dilu- 
tions were  prepared  from  a stock  vial  of  B 
complex  solutions.  These  serial  dilutions 
were: 

Tube  >1  1:5  dilution  (0.25  c.c.  in  1 c.c. 
H,0) 

Tube  1:5  dilution  Jl  (0.25  c.c.  in  1 c.c. 
H,0) 

Tube  1:5  dilution  ^2  (0.25  c.c.  in  1 c.c. 
H,0) 

Tube  ;4  1:5  dilution  '3  (0.25  c.c.  in  1 c.c. 
H._,0) 

Tube  £5  1:5  dilution  tube  £4  (0.25  c.c.  in 
1 c.  c.  H,0) 

In  all  cases  the  mold  so  treated  showed 
complete  lysis  in  the  area  treated.  Each  test 
was  completed  in  eight  hours. 


The  first  in  vitro  studies  at  the  office  em- 
ployed various  B complex  solutions  which 
contained  different  preservatives,  since  it 
was  thought  that  the  presence  of  these  par- 
ticular preservatives  might  have  been  the 
cause  for  the  death  of  the  molds.  However, 
this  was  not  found  to  be  true,  since  each  B 
complex  preparation  produced  identical  re- 
sults which  resulted  in  the  death  of  the  mold 
areas  which  had  been  so  treated. 

Nelson^  wrote  that  “at  present  there  is  no 
completely  effective  agent”  for  treating 
thrush  (monilia  albicans).”  We  have  not 
been  able  to  locate  any  reference  where  topi- 
cal B complex  solutions  have  been  used  to 
treat  monilial  infections  of  the  oral  cavity. 
However,  Sutton-  wrote  that  generous 
amounts  of  B complex  (parenterally)  should 
be  employed  in  such  cases.  Vitamin  A with 
local  agents  was  used  to  clear  such  a case 
by  Ephraim. 3 Gargles,  the  application  of 
gentian  violet  and  Amphotericin®  and  sodium 
propionate  have  been  used  with  varying 
success  in  the  treatment  for  thrush  infec- 
tions. Lately  My  costatin®  (Squibb)  has  been 
used  as  has  a 10  per  cent  solution  of  formalin. 

However,  the  topical  use  of  B complex 
aqueous  solution  (50  per  cent)  can  be  em- 
ployed without  danger  even  to  infants  who 
have  thrush.  If  they  happen  to  swallow  some 
of  this  solution,  no  harm  can  ensue. 

Whether  or  not  the  topical  application  of  B 
complex  aqueous  solutions  might  prove  ef- 
ficacious for  the  treatment  of  gastric  moni- 
liasis or  even  vaginal  candidiasis  remains  to 
be  seen. 
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This  is  an  important  topic  for  all  of  us  and 
especially,  for  the  general  practitioner  who 
sees  many  of  these  patients.  Like  the  com- 
mon cold,  prostatitis  is  prevalent,  not 
thoroughly  understood,  and  often  difficult  to 
treat. 

I will  first  dispose  of  acute  prostatitis  (or 
trigonitis)  briefly,  by  saying  that  it  is  similar 
to  acute  inflammatory  processes  anywhere 
in  the  body,  and  is  usually  followed  by  the 
chronic  phase,  which  we  will  discuss  at 
greater  length.  The  symptoms  of  acute  pros- 
tatitis are  often  severe  and  accompanied  by 
considerable  morbidity,  dysuria,  hematuria, 
urgency,  and  sometimes  acute  retention. 

Chronic  prostatitis.  For  convenience,  I 
would  like  to  group  these  patients  according 
to  age.  The  first  group  would  be  those  from 
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approximately  9 to  12  or  13,  and  these  con- 
stitute a group  in  which  one  rarely  expects 
to  find  prostatitis.  On  the  other  hand,  in 
enuretics,  boys  with  hypospadias,  or  those 
having  congenital  bands,  meatal  stenosis,  or 
any  condition  requiring  catheterization  or  in- 
strumentation, there  is  the  possibility  of  pros- 
tatitis developing.  As  little  as  one  might  sus- 
pect it,  these  children  are  greatly  benefited 
by  careful  massage,  and  one  should  bear 
this  in  mind,  especially  in  those  I mentioned 
above  who  have  had  instrumentation. 

The  second  group  would  be  those  in  their 
late  teens  or  early  adult  life,  and  these,  of 
course,  contract  prostatitis  by  absorption 
from  areas  outside  the  urinary  tract,  such  as 
bad  teeth,  infected  tonsils,  upper  respiratory 
infections,  and  etc.  In  addition,  however, 
they  frequently  develop  congestion  and 
swelling  from  ungratified  sex  desires  and 
emotion.  This  produces  not  only  swelling  in 
the  prostate,  but  congestion  in  the  ducts  as 
well;  and  therefore,  evacuation  of  the  secre- 
tion is  hindered.  This  blocking  of  the  normal 
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escape  routes  accentuates  the  retention  of 
secretion,  and  merely  aggravates  the  infec- 
tion in  the  prostate.  Some  of  these  patients 
relieve  themselves  by  masturbation,  which, 
of  itself,  may  lead  to  prostatitis  if  practiced 
in  excess.  Evacuation  is  necessary  to  secure 
improvement  in  these  patients  and,  though 
massage  is  a poor  substitute  for  sex,  it  is  “the 
best  we  have.”  In  addition  to  absorption  from 
outside  and  from  ungratified  sexual  desires, 
there  are  still  those  who  acquire  prostatitis 
from  either  venereal  infection,  trichomonad 
infection,  or  other  non-specific  bacteria  by 
extension  up  the  urethra.  Since  the  advent  of 
the  Sulfas  and  Penicillin,  gonorrhea  has  been 
a much  less  important  factor  in  this  type  of 
prostatitis  than  formerly;  but  the  non-gonor- 
rheal  urethritis  that  we  now  have  is  often 
more  difficult  to  permanently  and  completely 
eradicate  than  gonorrhea. 

The  third  group  are  those  in  later  adult 
life — around  40  or  50 — who  can,  of  course, 
contract  prostatitis  from  outside  the  urinary 
tract  just  as  those  in  earlier  life  and  can  con- 
tract urethritis,  either  venereal  on  non- 
specific, just  as  those  in  early  ages.  It  is  in 
this  age  group,  however,  that  ungratified  sex- 
ual life  takes  a different  turn.  Their  wives 
have  often  had  a change  of  life  and  with  it,  a 
lessening  in  their  interest  in  sexual  activity; 
and  in  the  male,  the  sex  drive  may  have  les- 
sened, and  he  himself  have  less  inclination 
for  frequent  and  regular  evacuations.  This 
brings  on  the  same  congestion,  the  same 
swelling  and  obstruction  to  the  escape  ducts, 
and  the  same  prostatitis,  as  in  the  younger 
men.  It  is  further  complicated  by  the  begin- 
ning prostatism  of  late  adult  life.  It  is  diffi- 
cult then,  at  this  stage,  to  accurately  differen- 
tiate between  the  symptoms  that  are  caused 
by  a swollen,  congested  prostate,  on  the  one 
hand,  and  those  of  prostatism  that  is  begin- 
ning on  the  other  hand. 

Treatment 

The  treatment  of  acute  prostatitis  consists 
of  rest  in  bed,  plenty  of  fluids,  antibiotics, 
and  possibly,  very  gentle  massages.  In  cases 
where  straining  and  dysuria  are  severe  or 


acute  retention  develops,  one  must  use  an 
indwelling  catheter  no  matter  how  much  the 
patient  might  object  to  it.  If  abscess  de- 
velops, this  often  must  be  drained,  though 
this  condition  rarely  develops  nowadays  with 
quick  recognition  of  the  true  situation  and 
the  active  use  of  antibiotics  and  the  other 
measures  mentioned  above. 

In  chronic  prostatitis,  there  are  those  of  us 
in  Urology  who  massage  and  those  who  do 
not.  I belong  to  the  group  who  believe  that, 
once  prostatitis  has  developed  and  the  ducts 
are  partially  obstructed,  and  especially  when 
the  patient’s  sex  life  is  such  that  adequate 
and  regular  evacuations  are  not  adequate, 
regular  massage  therapy  is  by  far  the  best 
way  of  handling  these  patients.  I do  not  wish 
to  over-emphasize  the  sexual  aspect  of  my 
subject,  but  it  is  so  important  that  a frank 
discussion  of  it  is  best  between  the  physician 
and  the  patient.  It  should  be  pointed  out  that 
reasonable  and  regular  normal  evacuation  is 
about  the  best  therapy  that  we  have,  and  that 
our  massages  are  to  be  counted  on  as  supple- 
mentary therapy.  One  would  naturally 
search  for  outside  foci  in  the  teeth  and  tonsils 
and  other  areas  and  eliminate  them  when 
possible.  I would  like  to  digress  a moment 
and  point  out  that,  for  some  reason  not  com- 
pletely understood,  most  patients  who  have 
passed  ureteral  calculi  either  by  themselves 
or  by  manipulation  develop  some  prostatitis; 
and  they  should  be  followed  after  the  pas- 
sage of  a stone  with  regular  massages  and 
check-ups  for  some  months  afterward. 

Are  antibiotics  of  any  avail?  Yes,  they 
are,  particularly  in  the  acute  conditions,  and 
indeed,  in  some  chronic  conditions.  However, 
since  they  must  be  carried  through  the  blood 
stream  and  since  the  blood  supply  in  the  in- 
terstitial portions  of  the  prostate  gland  is  very 
meager,  then  only  a very  tiny  percentage  of 
the  effective  antibiotic  elements  ever  reach 
the  areas  that  need  it  most.  For  that  reason, 
antibiotics  have,  as  a rule,  been  of  doubtful 
value  in  most  cases  of  chronic  prostatitis. 
Even  when  one  secures  improvement  by  this 
medication,  the  infection  will  return  quickly 
as  soon  as  it  is  discontinued,  unless  proper 
massages  or  other  evacuation  is  practiced. 
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The  use  of  sounds  formerly  was  almost  a 
prerequisite  in  the  treatment  of  prostatitis 
and  still  is  useful  when  stricture  is  present. 
In  former  times,  when  gonorrhea  and  the 
resultant  strictures  were  prevalent,  sounding 
probably  was  a most  important  part  of  the 
treatment;  but  this  is  seldom  necessary  now, 
and  we  rarely  use  it  for  routine  purposes  in 
the  ordinary  treatment  of  prostatitis  without 
demonstrable  stricture. 

And  now,  a word  about  the  frequency  and 
duration  of  the  treatment  for  prostatitis.  So 
many  patients  ask  the  question,  “When  will 
I be  well,  and  how  long  will  this  treatment 
take?”  There  is  no  ready  answer  to  this  ques- 
tion, and  we  can  merely  point  out  to  them 
that,  once  the  prostate  is  thoroughly  in- 
flamed and  the  ducts  diseased  and  narrowed, 
then  evacuation  becomes  incomplete,  and  the 
problem  of  prostatitis  is  then  of  long  stand- 
ing. The  treatment,  obviously,  should  not  be 
given  too  frequently,  maybe  once  a week  or 
every  two  weeks  at  first,  gradually  lengthen- 
ing the  time  between  massages,  as  symptoms 
indicate.  Once  we  reach  the  place  where 
every  three  months  or  so  is  adequate,  then 
the  patient  can  be  considered  in  satisfactory 
condition,  but  should  continue  to  be  treated 
three  or  four  times  a year,  almost  indefinite- 
ly. Indeed,  I advise  most  of  my  patients  and 
friends  over  forty  to  come  in  for  fairly  regu- 
lar massages  anyway,  and  there  have  been 
many  occasions  when  this  has  proven  a very 
fortunate  practice.  Not  only  is  the  prostatitis 
kept  under  better  control  and  better  observa- 
tion, but  early  carcinomas  and  other  changes 
are  much  more  readily  recognized  and 
treated. 

A few  suggestions  about  the  technique  of 
massage  would  seem  proper  at  this  time.  No 
one  can  tell  you  just  how  hard  to  press  upon 
the  gland  when  you  are  massaging  it,  and  this 
pressure  must  obviously  vary  according  to 
the  individual  and  the  degree  and  acuteness 
of  the  swelling  of  the  gland.  It  is  usually  best 
to  massage  gently  the  first  time  or  two  until 
you  have  ascertained  the  true  situation,  and 
then  you  may  gradually  increase  the  pressure 
to  tolerance  with  an  eye  toward  any  reactions 


that  might  have  resulted  from  previous  mas- 
sages. In  stroking  the  prostate,  one  would 
ordinarily  stroke  from  above  downward  and 
from  without  inward,  avoiding  intense  pres- 
sure on  the  urethra  in  the  mid  line.  It  is 
often  wise  to  watch  the  secretion  drip  from 
the  meatus  in  order  to  determine  which  por- 
tion of  the  gland  yields  the  greatest  amount 
of  secretion.  If  there  is  one  area  larger  than 
the  other  or  firmer  or  more  tender  than  else- 
where, it  is  often  best  to  concentrate  on  that 
one  specific  area,  for  a few  times,  and  not 
give  the  entire  gland  a thorough  pressure  for 
evacuation.  Any  nodules,  such  as  those  just 
mentioned,  must  be  carefully  evaluated  for 
possible  early  carcinoma  or  calculus  forma- 
tion. 

I would  finally  suggest  that  “when  in 
doubt,  massage  gently”  is  a good  rule  until 
you  are  sure  more  firm  pressure  can  be 
tolerated.  I might  call  attention  to  the  fact 
that  overly  aggressive  massage  can  lead  to 
worsening  of  the  condition,  and  sometimes, 
epididymitis  and  other  complications. 

What  do  you  do  with  the  secretion  ob- 
tained? First  of  all,  in  spite  of  the  amount  of 
pus  that  is  present,  we  have  experienced  little 
success  in  attempting  to  culture  it  and  deter- 
mine what  bacteria  are  present  or  what  sen- 
sitivities might  be  shown.  This  is  surprising 
and  not  altogether  understood,  but  cultures 
are  usually  of  no  avail.  An  examination  of 
the  fresh,  wet  specimen  under  the  microscope, 
immediately  after  massage,  gives  us  the  most 
information  as  to  the  amount  of  pus  cells, 
the  number  of  clumps  present,  the  number  of 
red  cells  present,  the  amount  of  debris,  crys- 
tals, and  so  on.  As  the  number  of  pus  cells 
and  clumps  diminish,  one  can  assume  that 
the  condition  is  improving;  but  the  actual 
numerical  count  must  not  be  taken  too  liter- 
ally, as  a definite  indication  of  this  improve- 
ment. One  may  massage  a different  area  or 
exert  different  pressures  or  a patient  may 
have  evacuated  himself,  prior  to  coming  to 
the  office.  Therefore,  while  a steady  down- 
trend in  the  numerical  count  of  pus  cells  in 
the  secretion  is  imortant,  one  must  not  rely 
upon  that  too  completely. 
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Most  cases  of  prostatitis  will  improve  with 
regular  intercourse,  massage,  or  general 
therapy  as  outlined  above.  Some,  however, 
will  prove  resistant,  and  as  time  goes  on,  if 
they  continually  resist  all  conservative  ther- 
apy then  one  must  consider  other  measures 
which  might  be  tried.  A panendoscopic 
examination  of  the  posterior  urethra,  bladder 
neck,  and  trigon  might  yield  information  that 
would  be  helpful.  One  would  certainly  cali- 
brate the  urethra  with  a sound  to  ascertain 
there  is  an  adequate  channel.  Vasotomy, 
with  irrigation  of  the  ducts,  has  proven  bene- 
ficial in  some  of  our  obstinate  cases,  and  this 
need  not  render  the  patient  sterile  by  any 
means.  Some  men  advocate  prostatectomy, 
and  even  suggest  radical  prostatectomy  with 
removal  of  the  seminal  vesicles  especially 
when  iritis,  arthritis  or  other  conditions  are 
present  and  a focus  of  infection  seems  to  per- 
sist in  the  prostate  and  vesicles.  This  is 
pretty  radical  treatment  and  yet,  a really 
obstinate  case  of  prostatitis  can  be  a serious 
thing  if  it  is  adversely  affecting  the  body 
economy. 

It  seems  proper  at  this  point  to  warn 
against  the  assumption  that  a transurethral 
resection  is  indicated  to  remove  the  infected 
prostate  and  what  little  obstruction  might  be 
caused  by  the  inflamed  gland.  One  is 
tempted  to  do  a transurethral  resection  since 
an  incision  is  avoided  and  the  gland  is  usually 
not  very  large  at  this  stage.  Also  the  patient 
will  accept  it  more  readily  than  he  will  an 
open  surgical  procedure.  On  the  other  hand, 
our  experience  has  been  very  unfavorable 
with  resection  in  these  glands,  because  of  the 
morbidity,  infection,  bleeding,  and  general 
dissatisfaction  resulting  from  the  procedure. 
One  inevitably  leaves  a little  fringe  of  in- 
fected gland,  there  is  sloughing  and  infection 
remaining  in  this  area,  and  the  scarring  and 
frequency  of  urination  are  too  prevalent  to 
permit  its  use  except  in  very  isolated  cases. 
I would  strongly  urge  open  surgery,  rather 
than  transurethral  surgery  in  cases  that  have 
marked  prostatitis  and  require  surgical  re- 
moval. 


Calculi  develop  in  the  prostate  gland,  usual- 
ly from  preceding  infection,  and  oftentimes, 
prevent  the  eradication  of  prostatitis  and 
make  their  removal  essential.  This  is  one 
area  in  which  transurethral  resection  might 
be  utilized,  because  the  prostatitis  has  sub- 
sided ordinarily  and  is  merely  being  aggra- 
vated by  the  presence  of  these  calculi;  thus 
unroofing  them  and  removing  them  would 
be  beneficial  no  matter  what  the  resulting 
morbidity.  If  the  collections  of  calcium  are 
large  and  wide-spread,  however,  even  here 
open  prostatectomy  is  often  preferable  to 
transurethral  resection.  The  mere  presence 
of  calculi,  unless  they  cause  symptoms  and 
marked  concentration  of  pus  in  the  secretion, 
may  be  ignored  and  allowed  to  remain. 

Hemospermia  is  a condition  which  must  be 
differentiated  from  prostatitis  of  sufficient 
degree  to  cause  red  cells  in  the  secretion.  The 
patient  will  usually  inform  you  that  there  is 
blood  in  the  ejaculate,  and  this  condition  is 
rarely  acute.  In  the  massage,  one  can  fre- 
quently have  a pretty  good  idea  that  the 
blood  is  coming  from  the  seminal  vesicles, 
rather  than  from  the  prostate.  It  results  from 
infection  in  the  seminal  vesicle  and  will 
usually  respond  to  adequate  and  patient 
therapy. 

Granulomatous  prostatitis,  according  to 
Richards  and  Rubin,  is  an  uncommon  lesion. 
It  may  be  confined  to  the  prostate  or  be  part 
of  a generalized  allergic  process.  The  symp- 
toms are  those  of  bladder  neck  obstruction 
and  the  gland  is  firm  to  hard  and  may  be 
mistaken  for  carcinoma.  Histologically  the 
tissue  is  packed  with  leukocytes,  mostly 
eosinophiles.  I mention  this  condition  be- 
cause there  is  evidence  that  some  few  in- 
stances of  prostatic  enlargement  due  to  al- 
lergy have  been  reported.  The  localized  form 
is  treated  as  simple  prostatic  hypertrophy; 
the  generalized  variety  may  be  but  part  of  a 
fatal  disease. 
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AMA-ERF 

Through  its  generosity  and  sense  of  respon- 
sibility toward  young  aspiring  physicians,  the 
medical  profession  is  compiling  one  of  the 
brightest  chapters  in  the  history  of  the  Amer- 
ican Medical  Association. 

Since  1951,  when  the  AMA  established  its 
Funds  for  Medical  Schools,  members  of  the 
profession  have  contributed  through  this 
channel  an  average  of  more  than  one  million 
dollars  a year.  Four  times  this  amount  is 
contributed  annually  by  physicians  directly 
to  the  nation’s  medical  schools. 

Physicians  contribute  to  medical  schools 
through  AMA’s  Education  and  Research 
Foundation  in  two  ways.  Some  designate  a 
specific  school  to  receive  their  donations, 
others  donate  to  medical  education  in  general. 
In  the  latter  case,  funds  are  distributed 
equally  among  the  country’s  AMA-approved 
medical  schools.  In  both  cases,  use  of  the 
money  is  unrestricted.  The  schools  can  use 
it  as  they  see  fit. 

More  than  half  of  the  schools  use  AMA- 
ERF  grants  to  hire  more  faculty,  to  broaden 
their  curricula,  to  retain  and  attract  the  high 
quality  teachers  essential  to  medical  educa- 
tion. In  several  instances,  the  purchase  of 


needed  equipment  has  been  made  possible 
only  through  these  grants.  Improving  build- 
ings and  libraries,  establishing  contingency 
funds,  meeting  operating  expenses — these  are 
some  of  the  other  major  uses  which  medical 
school  deans  make  of  AMA-ERF  contribu- 
tions. 

In  1963  Alabama  physicians  gave  $8,477  to 
medical  schools  through  AMA-ERF. 

Funds  for  Medical  Schools  is  a project  of 
the  AMA-Education  and  Research  Founda- 
tion, a non-profit  organization.  Contributions 
to  the  funds  are  tax  deductible. 

The  principal  aims  of  AMA-ERF  are  to  pro- 
mote better  public  health  by  supporting  med- 
ical education  and  research,  to  stimulate  a ca- 
reer interest  in  medicine  among  talented 
young  people,  and  to  help  medical  students 
pay  their  own  way  through  their  long  and 
costly  training  period. 

Because  AMA  underwrites  the  expenses  of 
the  Foundation,  none  of  the  money  collected 
is  used  for  administrative  expenses.  Every 
donated  dollar  goes  to  work  for  the  purpose 
the  donor  designates.  A contribution  to 
AMA-ERF  is  one  of  the  most  effective  in- 
vestments that  can  be  made  in  the  future  of 
American  medicine. 
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Beware  The  Slumber  Mongers 

“While  millions  of  Americans  are  tossing 
and  turning  in  their  beds,  a growing  legion  of 
slumber  mongers  are  making  hay  peddling 
pills,  powders,  drinks,  and  devices  designed 
to  wring  cash  from  the  sleepless,”  according 
to  an  article  in  the  current  (September)  To- 
day’s Health  magazine,  published  by  the 
American  Medical  Association. 

The  problem  of  sleeplessness  is  genuine  and 
serious  with  even  the  best  adjusted  person 
occasionally  having  difficulty  falling  asleep, 
the  article  points  out. 

“Unfortunately,  many  of  those  on  the  rack 
of  insomnia  clutch  frantically  for  any 
promised  relief,”  the  article  said.  “This  is 
especially  true  of  the  majority  of  those  suf- 
fering from  chronic  insomnia  where  the 
sleeplessness  is  due  to  causes  that  are  de- 
scribed as  ‘neurotic.’  ” 

Not  all  sleep  aids  are  utterly  valueless,  the 
article  continued.  A few  may  actually  be 
helpful  where  the  insomnia  is  not  too  severe. 

“But  most  of  them  are  of  little,  if  any,  value 
in  severe  chronic  conditions;  some  of  the 
non-prescription  medications  may  be  dan- 
gerous because  of  a human  tendency  to  be- 
lieve that  a bigger  dose  might  improve  the 
result;  and  practically  all  but  the  home  reme- 
dies cost  far  too  much  for  the  purpose.” 

The  chronic  insomniac  ultimately  will 
turn  to  drugs  since  he  will  probably  find  no 
sustained  relief  from  homemade  remedies 
such  as  reading  a dull  book  or  counting 
sheep,  or  from  gadgets  which  range  from  ear 
plugs  to  stuffed  chairs  advertised  as  being 
able  to  massage  the  occupant  into  a state  of 
relaxation. 

“In  this  area,  that  of  the  over-the-counter 
sleep  preparations,  the  panacea  peddlers  find 
their  Eldorado,”  according  to  the  article. 

Such  products  that  may  sell  at  a relatively 
low  price  when  marketed  for  one  purpose 
seem  to  leap  in  cost  when  packaged  as  a 
sleep  promoter.  For  example,  30  pills  con- 
taining mostly  aspirin,  some  antihistamine 


and  minute  amounts  of  other  sedatives  cost 
$2.  when  sold  as  a sedative  for  sleeplessness 
while  another  antihistamine-aspirin  prepara- 
tion offered  for  relief  of  hay  fever  costs  only 
about  half  as  much. 

A vastly  more  effective  sedative,  a pre- 
scription drug,  can  be  had  for  about  $1.  for 
30  tablets,  the  article  pointed  out. 

Prescribed  by  a physician,  barbiturates  are 
usually  effective  in  most  sleeplessness  and 
can  be  used  for  prolonged  periods  without  ill 
effects  unless  the  patient  suffers  from  a se- 
vere personality  disturbance,  it  said. 

Over-the-counter  preparations  sold  for 
sedation  and  relaxation,  to  ease  tensions,  or 
overcome  insomnia  generally  contain  one  or 
more  of  three  groups  of  drugs — antihista- 
mines, hypnotics  such  as  scopolamine,  and 
sedatives  of  the  bromide  group,  it  was  ex- 
plained. Many  also  contain  aspirin,  vitamins 
and  other  substances  not  necessarily  related 
to  sleep. 

With  regard  to  the  antihistamines,  drowsi- 
ness is  only  a side  effect  produced  by  these 
drugs  and  does  not  always  occur.  In  addition, 
the  more  effective  antihistamines  may  not 
be  sold  without  a prescription.  Those  that  are 
sold  without  a prescription  may  be  variable 
in  effect. 

The  AMA  Council  on  Drugs  has  said:  “It  is 
our  opinion  that  it  would  not  be  a reliable 
remedy  for  a person  suffering  from  insomnia. 
While  certain  persons  do  become  drowsy 
when  taking  antihistamine  preparations,  such 
effect  is  not  uniform  and  most  persons  will 
build  up  a tolerance  for  the  drug.” 

Scopolamine  is  a toxic  substance  and  can 
be  included  in  non-prescription  preparations 
only  if  the  amount  is  so  small  as  to  be  vir- 
tually inactive.  Sedatives  of  the  bromide 
group  are  generally  sold  over  the  counter  in 
doses  small  enough  to  be  harmless.  However, 
there  have  been  reports  of  serious  symptoms 
resulting  from  overdoses  of  bromides  and 
scopolamine  sold  in  nonprescription  products. 

Author  of  the  article  is  Bernard  Seeman. 
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Auto  Official  Calls  For  Approval 
Of  New  Highway  Program  By  1968 

Traffic  congestion  and  accident  rates  will 
reach  “intolerable  levels”  unless  the  inter- 
state highway  system  is  completed  on  time 
and  Congress  approves  a new  federal  road- 
building program  by  1968,  an  automotive 
executive  said. 

Byron  J.  Nichols,  general  manager  of 
Chrysler  Corporation’s  Dodge  Division,  urged 
immediate  planning  for  a second  major  fed- 
eral highway  project.  He  said  +he  program 
will  be  urgently  needed  when  the  41,000- 
mile  interstate  network  now  being  built  is 
completed  by  1972. 

Addressing  the  Commanders  Luncheon  at 
the  national  AMVETS  convention  in  Phila- 
delphia. Nichols  said  the  interstate  system, 
and  especially  its  urban  freeway  links,  must 
be  finished  on  time  “so  we  can  get  on  with 
the  job  of  meeting  still  greater,  future  high- 
way needs.” 

He  declared: 

“The  interstate  system  is  not  an  accom- 
plishment we  will  be  able  to  rest  on  for 
years.  It  is  only  a catch-up  program.  It  is 
only  a program  to  meet  needs  that  had  gone 
ignored  from  1930  to  1956.” 

Nichols  pointed  out  that  the  U.  S.  will 
have  an  estimated  population  of  250  million 
and  about  120  million  cars  and  trucks  by 
1980.  He  said  motor  vehicle  mileage  by  1980 
will  be  about  85  per  cent  greater  than  it  is 
today. 

Most  of  the  increases  in  population  and 
vehicle  travel  will  be  in  metropolitan  areas, 
he  added. 

“With  this  much  growth  in  population  and 
motor  vehicle  travel  ahead  of  us  in  the  next 
15  years,”  he  declared,  “traffic  congestion  and 
accident  rates  in  American  cities  will  reach 
intolerable  levels  unless  the  urban  freeway 
links  in  the  interstate  system  are  completed 
and  a new  federal-aid  highway-building  pro- 
gram is  ready  to  take  up  where  the  present 
program  ends  in  1972.” 


The  auto  executive  told  the  veterans  group 
that  the  modern  divided  highway  “represents 
one  of  the  greatest  contributions  ever  made 
to  automotive  safety.” 

The  interstate  system,  he  said,  “has  been 
the  key  factor  in  holding  the  nation’s  high- 
way fatality  rate  at  a fairly  constant  level 
while  miles  driven  have  increased  year  after 
year.” 

“There  is  no  doubt  whatsoever  that  without 
this  system,  the  deaths  on  our  highways  over 
the  past  several  years  would  have  been  sub- 
stantially higher.” 

He  said  the  new  highways  are  already 
saving  an  estimated  3,000  lives  a year  and  will 
save  about  8,000  a year  when  the  system  is 
completed. 

“In  the  saving  of  human  life,  the  develop- 
ment of  these  modern  highways  is  second 
only  to  some  of  the  greatest  discoveries  of 
medical  science,”  he  asserted. 

He  said  the  interstate  system  is  “the  big- 
gest public  works  program  ever  undertaken 
in  the  entire  history  of  man. 

“And  it  is  a remarkable  example  of  con- 
structive partnership  between  the  federal 
government,  the  states,  and  private  industry 
in  meeting  a critical  national  need.” 

Nichols  said  the  freeways  in  the  system 
have  helped  restore  the  central  cities  of  large 
metropolitan  areas.  They  have  helped  “re- 
verse the  trend  of  a few  years  ago,  when 
spreading  decay  in  older  downtown  areas  was 
threatening  the  well-being  of  cities  across  the 
nation,”  he  said. 

He  challenged  the  AMVETS  to  “make 
themselves  heard”  in  their  own  communities 
in  support  of  completing  the  present  high- 
way projects  to  begin  in  1972. 

“A  great  opportunity  lies  directly  ahead 
of  us  in  the  development  of  better,  more 
efficient  urban  transportation,”  he  said. 
“And  what  we  make  of  that  opportunity  will 
affect  the  lives  of  the  overwhelming  majority 
of  the  American  people  for  generations  to 
come. 
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AUXILIARY-PARTNERS  IN  AMA-ERF 

Medical  Auxiliary  members  are  busy  these 
days  making  plans  for  AMA-ERF  fund  rais- 
ing projects.  They  have  many  good  ideas  and 
want  the  help  of  you  doctors  in  carrying  them 
out. 

First,  I must  mention  that  our  drive  for 
funds  last  year  was  most  successful — far 
exceeding  the  amount  raised  the  year  before. 
Under  the  inspired  and  imaginative  leader- 
ship of  Mrs.  Curtis  Smith  of  Mobile,  the 
Auxiliary  members  in  Alabama  raised 
$9,285.58.  That  is  a tidy  sum.  We  promise  to 
top  that  this  coming  year  with  your  help. 
I must  prove  that  I,  too,  am  a good  store- 
keeper— and  one  with  zest  and  imagination. 

Seriously,  all  good  Auxiliary  members  are 
interested  in  what  you  are  interested  in. 
GOOD  medical  schools  help  make  GOOD  doc- 
tors. Many  of  our  young  people,  our  own 
sons  and  daughters,  will  enter  the  field  of 
medicine.  We  want  to  do  our  part  to  raise 
funds  for  better  medical  education  and  re- 
search. We  are  willing  to  work  to  keep  medi- 
cal schools  as  free  as  possible  from  govern- 
ment intervention  and  control.  We  want  to 
help  with  the  Loan  Guarantee  Fund  for 


medical  students  who  need  a boost.  We  are 
proud  to  be  partners  with  you  in  supporting 
AMA-ERF. 

One  great  satisfaction  in  AMA-ERF  is  in 
being  able  to  designate  your  contribution  to 
the  medical  school  of  your  choice.  In  a recent 
letter  to  me  Dr.  S.  Richardson  Hill,  Dean  of 
the  Medical  College  of  Alabama,  expressed 
appreciation  for  the  administration  and  staff 
for  our  work  in  AMA-ERF.  He  stated  that 
they  are  especially  grateful  for  all  the  AMA- 
ERF  funds  designated  to  come  to  the  Medical 
College  of  Alabama. 

When  your  Auxiliary  wife  begins  to  talk 
about  our  several  plans  do  lend  an  ear.  It 
may  help  you  with  your  Christmas  giving. 
Our  plans  include  donations,  of  course, 
gratefully  received.  We  have  charms  in  gold 
and  silver  in  the  shape  of  the  State  of  Ala- 
bama, compacts  and  lighters  with  a handsome 
emblem  on  them,  AMA-ERF  playing  cards, 
stationery,  sympathy  and  appreciation  cards, 
and  most  helpful  Christmas  card  plans.  All 
of  these  are  available  on  order.  Your  County 
Auxiliary  AMA-ERF  chairman  will  help  you 
— or  please  communicate  with 

Mrs.  W.  D.  Anderson 
AMA-ERF  Chairman,  Alabama 
30  Guilds  Woods 
Tuscaloosa,  Alabama  35401 


ANNOUNCING 


The  availability  of  the  sixth  and  seventh 
guides  in  the  series  of  “Guides  to  the  Evalua- 
tion of  Permanent  Impairment”  developed 
by  the  Committee  on  Rating  of  Mental  and 
Physical  Impairment.  They  are  entitled: 
“Guides  to  the  Evaluation  of  Permanent 
Impairment — The  Digestive  System”  and 
“Guides  to  the  Evaluation  of  Permanent  Im- 
pairment— The  Peripheral  Spinal  Nerves.” 

These  guides,  like  all  the  others  in  the 
series,  have  been  designed  primarily  for  use 
by  physicians.  The  guides  are,  however,  of 
interest  and  use  to  all  concerned  with  the 
medical,  administrative,  or  judicial  aspects 
of  programs  for  the  disabled.  The  previously 


published  guides  in  the  series  deal  with  the 
extremities  and  back;  the  visual  system;  the 
cardiovascular  system;  ear,  nose,  throat,  and 
related  structures;  and  the  central  nervous 
system. 

A limited  number  of  copies  of  these  guides 
may  be  obtained,  without  charge,  upon  writ- 
ten request  to  the  Committee  on  Rating  of 
Mental  and  Physical  Impairment,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Raymond  M.  McKeown,  M.  D. 

Chairman 

Committee  on  Rating  of  Mental 
and  Physical  Impairment 
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In  writing  this  column  hardly  a moment 
has  passed  since  the  previous  one  was  written 
in  which  stirring  events  have  not  occurred 
regarding  the  course  of  HR  11865  through  the 
Congress.  The  Democratic  Convention  in 
which  the  Alabama  and  Mississippi  delega- 
tions were  “deleted”  passed  into  history.  On 
August  31  the  Social  Security  Amendments  of 
1964  (HR  11865)  came  to  the  floor  of  the 
Senate.  Senator  Albert  Gore,  of  Tennessee, 
had  expected  to  add  his  amendment  to  the 
bill  as  soon  as  it  was  presented.  Instead, 
Senator  Russell  B.  Long,  of  Louisiana,  with 
only  a handful  of  Senators  present,  offered 
an  amendment  to  the  Mills  bill  which  had 
been  approved  by  the  Senate  Finance  Com- 
mittee. The  Long  Amendment  was  to  in- 


crease cash  benefits  and  allowable  earnings 
for  present  beneficiaries  of  Social  Security. 
This  would  have  used  up  available  Social  Se- 
curity taxes  and  would  have  prevented  any 
possibility  of  adding  health  insurance  bene- 
fits in  the  foreseeable  future. 

Senator  Gore  was  upset.  With  Mike  Mans- 
field, Hubert  Humphrey,  and  Paul  H.  Douglas 
coaching  him.  Senator  Gore  tacked  the  King- 
Anderson-Ribicoff-Gore  amendment  to  the 
Long  amendment  “instead  of  the  Mills  bill 
proper.”  This  would  give  a $7  increase  in 
cash  (not  a percentage) ; would  raise  the  tax 
base  to  $5,600  and  would  reduce  nursing 
home  care  from  180  to  60  days. 

“Wednesday,  September  2,  1964  should  be 
remembered  as  a day  of  mourning  by  Ameri- 
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can  Medicine”  was  stated  on  September  4 by 
Marjorie  Shearon,  Editor  of  “Challenge  to 
Socialism.”  The  vote  favoring  the  Gore 
amendment  was  49-44  as  everyone  knows. 
Unfortunately  one  of  our  Senators  was  hos- 
pitalized at  University  Hospital,  Birmingham, 
the  night  before  the  voting,  and,  of  course, 
was  absent  on  the  day  the  vote  was  taken. 
The  Senator  had  received  a telegram  from 
the  undersigned  prior  to  his  re-election  in 
1962  informing  him  of  personal  support  of 
his  candidacy.  Other  known  sources  of  physi- 
cian support  indicated  that  he  was  well 
thought  of  by  the  medical  profession,  but  he 
has  frequently  stated  that  “the  doctors  nearly 
beat  me.”  The  Senator’s  prestige  in  health 
legislation  is  unquestioned. 

The  final  amendment  passed  60-28.  The 
tax  base  was  raised  to  $5,600,  the  tax  rate 
was  raised  to  10.4  per  cent  of  taxable  pay- 
rolls and  a straight  $7  a month  increase  in 
benefits  was  given  to  all  beneficiaries. 

A group  of  “friends  of  medicine”  and 
several  members  of  the  Association  met  with 
a Washington  representative  of  the  AMA  be- 
fore the  bill  was  brought  up  in  the  Senate. 
This  meeting  was  held  in  Birmingham  to  re- 
view the  voting  possibilities  of  the  Repre- 
sentatives from  Alabama.  Four  of  them  were 
known  to  be  opposed  to  the  Senate-passed 
bill,  but  four  were  doubtful.  The  detailed 
alignment  politically  of  each  of  these  men 
was  known  to  the  AMA  representative.  This 
information  was  passed  on  to  members  of 
the  Association  who  were  in  position  to  con- 
tact the  Alabama  Congressmen.  Answers  of 
all  sorts  were  received  from  the  doubtful 
ones.  The  most  evident  fact  in  reviewing 
these  answers  was  that  the  Administration 
had  intimidated  these  men  with  loss  of  ap- 
propriations or  offered  them  positions  in  the 
Government  to  get  their  vote.  The  member- 
ship of  the  Association  and  friends  such  as 
the  Alabama  Trucking  Association,  the  Farm 
Bureau,  and  the  Alabama  Chamber  of  Com- 
merce, individuals  in  City  and  State  govern- 
ment and  others  responded  magnificently  to 
the  call  for  telegrams  to  the  Representatives. 
Representative  George  Andrews’  office  in- 
formed some  of  our  members  that  as  of  Sep- 


tember 13  he  had  received  600  telegrams  (the 
letter  to  the  membership  regarding  the  tele- 
graphic campaign  was  mailed  from  the  Cen- 
tral Office  on  September  4).  Representative 
Andrews’  office  requested  that  no  more  tele- 
grams be  sent  since  he  had  600  already  and 
he  indicated  that  he  was  opposed  to  this 
legislation. 

On  September  15  the  bill  was  passed  to 
the  Senate-House  Conference  Committee. 
The  administrative  forces  “Beat”  a strategic 
retreat  since  they  felt  they  did  not  have 
enough  votes  in  the  House  to  pass  the  Senate 
amendment.  It  was  felt  by  the  news  commen- 
tators that  this  bill  would  probably  not  come 
up  again  this  session. 

What  finally  happens  will  be  known  before 
this  column  is  printed.  But  we  have  learned 
that  we  must  be  organized  down  to  the 
County  Society  level  for  national  elections 
and  that  communications  must  be  rapid  and 
accurate.  “Physicians,  it  would  seem,  are 
expendable”  is  a quote  from  the  “Challenge 
to  Socialism.”  The  Doctors’  Draft  as  far  as 
the  Military  Establishment  is  concerned  was 
the  opening  wedge.  More  specific,  ways  and 
means  politically  must  be  devised  to  help  us 
to  stand  together  against  the  onslaughts  of 
socialization. 
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Medicine  and  Religion 


Arne  E.  Larson,  Assistant  Director 
Department  of  Medicine — Religion,  American  Medical  Association 


Medical  leaders  have  long  recognized  the 
fact  that  man  cannot  be  separated  into  parts 
in  the  care  and  treatment  of  illness.  Man,  as 
a whole  being,  is  affected  by  spiritual,  mental, 
and  psychological  as  well  as  physical  factors. 

The  goal  of  all  medicine  is  to  obtain  the 
best  of  health  conditions  for  the  human  race. 
It  is  indeed  good  to  have  the  best  degree  of 
rapport  with  the  clergy  so  that  the  best  care 
and  treatment  of  the  individual  patient  may 
go  forward.  This  brings  the  highest  possible 
degree  of  help  and  consideration  for  the  needs 
of  both  the  patient  and  his  family. 

One  vital  factor  in  the  total  health  of  a 
person  is  his  faith.  It  is  not  a matter  of 
whether  we  agree  or  disagree  or  accept  his 
particular  type  or  degree  of  faith.  The  pa- 
tient has  faith  and  we  must  deal  with  the 
patient  within  the  realm  of  his  faith. 

Thus,  religion — practical,  working  religion 
such  as  is  needed  in  the  care  of  the  sick — 
is  at  once  a source  of  help  and  comfort  to 
both  physician  and  patient. 

For  these  reasons  the  Board  of  Trustees  of 
the  American  Medical  Association  estab- 
lished a Committee  on  Medicine  and  Religion. 
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Dr.  Paul  B.  McCleave,  an  ordained  clergy- 
man, was  invited  by  AMA  to  become  director 
of  the  new  Department  of  Medicine  and  Re- 
ligion. The  department  began  its  task  in 
September  of  1961.  Since  that  time  a great 
deal  of  research  has  gone  on  in  this  field  in- 
cluding consultation  with  heads  of  various 
faith  groups  and  physicians.  During  the  early 
months  of  the  new  program  many  pilot  proj- 
ects were  carried  on  to  determine  the  best 
way  to  proceed.  Total  scope  of  this  effort 
was  then  defined  in  four  major  areas: 

1.  Physician-Clergy  Relations  in  Total  Pa- 
tient Care 

2.  Hospital  Chaplaincy  and  Clinical  Pas- 
toral Education 

3.  Medical  School  and  Nursing  School 
Education 

4.  Theological  Education 

Following  the  initial  formation  of  the  de- 
partment, its  goals  and  objectives,  plans  were 
made  to  encourage  each  state  medical  asso- 
ciation to  establish  a committee  for  this  work, 
or  to  assign  the  task  to  an  existing  committee. 
At  this  time  forty-six  states  have  accom- 
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plished  this.  Generally,  the  state  group  en- 
courages and  assists  each  county  society  to: 

1.  establish  its  own  committee  and  intro- 
duce the  subject  to  its  members; 

2.  plan  and  carry  on  a continuing  dialogue 
between  clergy  of  all  faiths  and  phy- 
sicians; 

3.  make  best  use  of  all  resource  material 
available  for  programs. 

In  addition,  state  committees  plan  programs 
for  annual  meetings  and  provide  training 
sessions  for  county  chairmen. 

Over  400  county  societies  have  engaged  in 
one  or  more  programs  involving  the  clergy 
and  physicians.  Topics  for  their  discussions 
range  from  discussing  problems  related  to 
hospital  procedures  and  relationships,  to  the 
moral  ethical  responsibilities  of  both  profes- 
sions in  organ  transplants,  use  of  the  heart- 
lung  machine  and  the  kidney  machines. 
Maintaining  life  through  ordinary  and  extra- 
ordinary means  is  currently  of  great  interest 
and  importance. 

For  long  a myth  has  been  abroad  that  a con- 
flict exists  between  religion  and  science  and 
that  men  of  science,  including  physicians, 
take  a dim  view  of  religion  in  general,  prac- 


tice it  with  indifference  and  often  deny  its 
reality.  On  the  contrary,  the  physicians  with 
whom  we  come  in  daily  contact  are,  in  the 
majority  of  instances,  active  members  of 
some  church;  they  are  positive  in  their  re- 
ligious belief;  they  practice  their  faith  in  their 
profession  daily;  they  contribute  substantial- 
ly of  their  time  and  money  to  support  of  the 
church  and  its  activity.  Comparing  a given 
number  of  physicians  with  equal  numbers  of 
persons  from  other  fields,  their  interest  and 
active  participation  in  church  and  civic  af- 
fairs will  match  favorably  anywhere. 

Differences  do  exist  between  the  clergy 
and  the  physicians  that  sometimes  stand  in 
the  way  of  the  best  possible  care  of  patients. 
However,  the  limited  experience  of  many 
groups,  currently  in  communication,  proves 
these  can  be  resolved  to  the  satisfaction  of 
members  in  both  professional  groups.  In- 
volvement in  this  program  by  county  medical 
societies  can  and  will  lead  to  improvement  of 
relationships  and  general  patient  care. 

It  is  then  appropriate  that  these  two  pro- 
fessions come  to  a closer  understanding  and 
draw  upon  the  resources  of  each  other  in 
their  daily  activities  in  the  service  of  God’s 
creation — mankind. 


NURSING  NEWSLETTER 


THE  NEW  DIPLOMA  SCHOOLS 

Diploma  schools  of  nursing  today  prepare 
approximately  80  per  cent  of  the  students 
graduated  each  year  from  basic  nursing  pro- 
grams. These  hospital  schools  have  under- 
gone great  changes  since  the  first  one  was  or- 
ganized in  this  country  90  years  ago.  In  the 
early  years  the  changes  came  in  the  care  of 
patients  and  in  the  housekeeping  of  hospitals; 
today,  the  changes  are  in  the  nature  of  the 
schools  themselves.  Some  of  these  recent 
changes,  particularly  in  teaching  and  learn- 
ing, are  described  in  this  article. 


(Frances  K.  Peterson,  “Education  for  Nursing 
Practice — The  New  Diploma  Schools,”  American 
Journal  of  Nursing,  64:  68,  May,  1964) 
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ASSOCIATE  DEGREE  EDUCATION 

Begun  as  an  experiment  12  years  ago,  asso- 
ciate degree  programs  in  nursing  today  pre- 
pare about  five  per  cent  of  the  students  grad- 
uated each  year  from  basic  nursing  programs. 
The  question  most  frequently  raised  about 
associate  degree  education  in  nursing  prob- 
ably is,  how  can  a nurse  learn  everything 
she  needs  to  know  in  only  two  years?  In  seek- 
ing an  answer  to  this  and  other  questions, 
the  Journal’s  contributing  editor  talked  to 
directors  and  faculty  members  in  associate 
degree  programs,  nursing  service  directors 
who  have  observed  the  performance  of  grad- 
uates, and  some  graduates  themselves. 


(American  Journal  of  Nursing,  “Education  for 
Nursing  Practice — The  Associate  Degree  Program,” 
64:  68,  May,  1964) 
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BACCALAUREATE  EDUCATION 

Baccalaureate  programs  in  nursing  today 
prepare  approximately  15  per  cent  of  the 
students  graduated  each  year  from  basic 
nursing  programs.  It  is  frequently  stated 
that  such  enrollments  should  be  increased 
since  this  is  the  best  route  to  graduate  prepar- 
ation for  teaching,  supervision,  and  adminis- 
tration— the  critical  needs  in  nursing  today. 
Baccalaureate  programs  for  nurses  have  fol- 
lowed various  patterns  in  past  years.  Not  all 
of  them  have  been  sound,  says  this  noted 
nursing  educator.  The  author  describes  those 
patterns  and  discusses  them  in  relation  to 
the  common  characteristics  found  in  all  bac- 
calaureate education. 


(Mildred  E.  Newton,  “Education  for  Nursing 
Practice — Nurses’  Caps  and  Bachelors’  Gowns,” 
American  Journal  of  Nursing,  64:  68,  May,  1964) 


ROLE  OF  ANA  AND  NLN  IN  STATE 

BOARD  TEST  POOL  EXAMINATIONS 

Questions  concerning  the  roles  of  the 
American  Nurses’  Association  and  the  Na- 
tional League  for  Nursing  in  relation  to  the 
State  Board  Test  Pool  Examination  were 
apparently  resolved  at  a meeting  of  the  ANA 
Committee  of  State  Boards  of  Nursing,  June 
9-10. 

Earlier  the  ANA  had  taken  issue  with  an 
NLN  board  authorization  to  create  an  NLN 
Advisory  Committee  of  Boards  of  Nursing. 
This  action  taken  in  January,  ANA  believed, 
would  endanger  the  system  used  today 
through  which  state  boards  of  nursing  co- 
operatively develop  and  use  licensing  exam- 
inations. It  was  stated  that  creation  of  an 
NLN  committee  would  make  it  possible  to 
bypass  the  ANA  Committee  of  State  Boards 
of  Nursing  and  permit  development  of  poli- 
cies and  procedures  regarding  licensing 
examinations  by  persons  outside  of  nursing. 

NLN  staff  agreed  that  the  ANA  committee 
was  the  policy-making  group  for  the  State 
Board  Test  Pool  Examinations,  but  expressed 
concern  about  not  being  more  involved  in 


discussions  preceding  the  formulation  of 
policy. 


(American  Journal  of  Nursing,  “ANA,  NLN 
Resolve  Questions  of  State  Board  Relationships,” 
64:  28,  July,  1964) 


INTERACTION  IN  THE 
OPERATING  ROOM 

How  does  the  operating  room  nurse  assist 
in  carrying  out  the  health  plan  by  pro- 
viding special  nursing  care  in  a unique  set- 
ting— one  which  can  be  called  “bedside”  in  a 
real  sense?  How  does  the  nurse  actively  par- 
ticipate in  the  care  of  any  patient  under- 
going surgery?  How  do  her  relationships 
with  other  members  of  the  health  team  pro- 
mote a better  understanding  of  the  patient? 
What  are  some  of  the  nursing  activities  in 
the  operating  room  that  would  indicate  col- 
laboration? The  objective  of  this  article  is 
to  answer  these  and  other  questions  set  forth 
by  the  author. 


(Sister  Mary  Virginia  Clare,  O.  P.,  R.  N.,  “Pro- 
fessional Collaboration  in  Operating  Room  Nurs- 
ing,” AORN  Journal,  March-April,  1964) 


ANA  CONVENTION— A SUMMARY 

The  theme  of  this  year’s  convention  was 
“The  Knowledge  Explosion — Its  Impact  on 
Nursing  and  Health  Care.”  The  summary  of 
the  convention  includes  results  of  the  ANA 
elections,  a report  of  the  House  of  Delegates 
actions,  and  the  various  sections  in  the  ANA 
organization.  Also  included  is  a review  of 
the  numerous  clinical  sessions  and  papers. 


(American  Journal  of  Nursing,  “Nurses  Con- 
vene,” 64:  84,  July,  1964) 


NLN  STATEMENT  OF  BELIEFS  AND 
RECOMMENDATIONS  REGARDING 
BACCALAUREATE  EDUCATION 

The  original  statement  was  developed  by 
the  enlarged  Subcommittee  on  Undergrad- 
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uate  Education  and  was  submitted  to  and  ac- 
cepted by  the  NLN  Steering  Committee  and 
Council  of  Member  Agencies  of  the  Depart- 
ment of  Baccalaureate  and  Higher  Degree 
Programs  in  the  fall  of  1963.  The  essence  of 
this  statement  is  unaltered.  The  statement  in- 
cludes the  basic  beliefs  of  the  NLN,  its  recom- 
mendations concerning  recruitment,  ad- 
vanced standing,  application  of  criteria,  and 
identification  of  programs. 


(Nursing  Outlook,  “Statement  of  Beliefs  and 
Recommendations  Regarding  Baccalaureate  Nurs- 
ing Programs  Admitting  Registered  Nurse  Stu- 
dents,” 12:  57,  June,  1964) 


THE  PROFESSIONAL  STATUS 
OF  NURSING 

The  author  discusses  the  four  basic  struc- 
tural components  which  E.  C.  Hughes  thinks 
distinguishes  a profession  from  an  occupation. 
He  presents  the  four  dilemmas  of  nursing  as 
the  patient-care  versus  patient-care-adminis- 
tration, the  degree  of  autonomy  in  which  the 
profession  works,  the  great  change  in  the 
image  and  expectations  nurses  hold  of  the 
nursing  profession,  and  nursing  education. 
He  proceeds  to  describe  each.  The  author 
concludes  by  stating  the  reasons  why  the 
nursing  profession  must  define  its  specific 
goals,  teach  the  public  what  they  mean  by 
professionalism,  and  imbed  a true  image  of 
the  professional  nurse. 


(Ralph  H.  Meyer,  “Professional  Status  of  Nurs- 
ing,” Hospital  Topics,  42:  35,  May,  1964) 


GUIDELINES  FOR  CONSTRUCTION 
OF  NURSING  SCHOOLS 

Planning  considerations  relating  to  the  es- 
tablishment of  new  nursing  educational  fa- 
cilities or  the  expansion  of  existing  schools 
are  given  in  a joint  committee  report  released 
today  by  the  National  League  for  Nursing 
and  the  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare. 
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The  report,  “Nursing  Education  Facilities: 
Programming  Considerations  and  Architec- 
tural Guide,”  is  the  work  of  a 14-member 
Joint  Committee  of  the  National  League  for 
Nursing  and  the  Public  Health  Service. 

The  88-page  document  presents  a compre- 
hensive picture  of  facility  needs  as  related 
to  four  types  of  nursing  education  programs. 
These  are  the  diploma  and  practical  nursing 
programs,  the  associate  degree  program,  and 
the  collegiate  programs  at  the  baccalaureate 
and  graduate  levels. 


(Public  Health  Service  News  Release,  U.  S. 
Department  of  Health,  Education,  and  Welfare, 
July  30,  1964) 


THE  LAW  AND  THE  PRIVATE 
DUTY  NURSE 

The  author  states  the  private  duty  nurse 
is  responsible  for  her  own  negligent  acts,  is 
not  eligible  for  workmen’s  compensation,  and 
rarely  has  a “legal  right”  to  practice  in  a 
given  hospital.  The  relationship  between  the 
hospital  and  the  private  duty  nurse  has  some 
similarities  to  that  between  the  hospital  and 
members  of  the  medical  staff.  These  similari- 
ties are  most  noticeable  when  the  hospital 
restricts  the  activities  of  the  private  duty 
nurse  in  the  hospital,  or  forbids  her  to  prac- 
tice there.  The  author  presents  several  court 
decisions  to  support  this  statement. 


(Nathan  Hershey,  “The  Private  Duty  Nurse,” 
American  Journal  of  Nursing,  64:  121,  May,  1964) 


ADMISSION  AS  A NURSING  PROCEDURE 

The  article  stresses  the  need  for  making  the 
admission  procedure  less  of  a routine  task  and 
points  out  the  importance  of  making  it  a 
therapeutic  one  and  thereby  establishing  a 
relationship  with  the  patient  and  the  role  of 
the  nurse  in  achieving  this  relationship.  Also 
described  are  the  results  of  a study  conducted 
in  a large  university  hospital  to  test  the 
validity  that  patient-centered  nursing  during 
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admission  would  produce  more  positive  ef- 
fects. 


(Roslyn  R.  Elms,  R.  N.,  M.  S.  N.,  and  Donna 
K.  Diers,  R.  N.,  B.  S.  N.,  “The  Patient  Comes  to  the 
Hospital,”  Nursing  Forum,  II:  89,  1963) 


NURSING  EDUCATION  FOR  THE  FUTURE 

The  characteristics  of  technical  and  pro- 
fessional education  and  the  performance  to 
be  expected  of  the  graduates  of  these  pro- 
grams are  described.  The  author  states,  how- 
ever, that  it  is  true  that  in  neither  field  of 
education — technical  nor  professional — are 
instructional  programs  consistently  achieving 
these  results.  The  author  believes  that 
despite  present  uncertainty  and  confusion, 
the  nursing  profession  must  come  to  an 
understanding  regarding  the  desired  nature 
of  both  nursing  education  and  nursing  prac- 
tice. 


(Mary  S.  Tschudin,  B.  S.,  Ph.D.,  “Educational 
Preparation  Needed  by  the  Nurse  in  the  Future,” 
Nursing  Outlook,  12:  32,  April,  1964) 


CHANGING  ANA  TO  MEET 
CHANGING  NEEDS 

This  is  a series  of  three  articles  which  at- 
tempts to  take  a critical  look  at  the  functions 
of  the  ANA,  and  the  mechanisms  needed 
within  the  organization  to  carry  them  out. 
Part  I:  Appraising  the  Situation — focuses  on 
ideas  behind  the  proposed  changes  suggested 
in  the  structure  of  the  association.  Part  II: 
Concern  With  Practice — outlines  rearrange- 
ments which  will  enable  ANA  to  focus  on  the 
growing  interest  and  identification  of  nurses 
with  special  areas  of  practice.  (The  Study 
Committee  on  the  Functions  of  ANA,  which 
is  presenting  the  proposals,  believes  this  is 
“imperative  and  urgent,”  and  suggests  the 
creation  of  ANA  Specialty  Divisions  to 
achieve  it.)  Part  III:  Resolving  Complex 

Problems — in  order  to  cope  better  with  some 


of  the  serious  questions  facing  nursing  in 
the  areas  of  economic  and  general  welfare, 
nursing  education,  and  nursing  services,  the 
Study  Committee  on  the  Functions  of  AMA 
has  proposed  the  creation  of  three  national 
commissions  within  the  association.  How 
these  commissions  would  function  and  the 
needs  for  them  are  described  in  this  third 
in  a series. 


(American  Journal  of  Nursing,  Part  I:  64:  111, 
March,  1964;  Part  II:  64:  113,  April,  1964;  Part  III: 
64:  117,  May,  1964) 


NURSING  COURSES  INCLUDED  IN 
NEW  KELLOGG-AHA  PLAN 

The  W.  K.  Kellogg  Foundation  will  finance 
the  newly  formed  “Partnership  for  Progress” 
of  the  American  Hospital  Association  and 
other  agencies  and  universities.  The  purpose 
of  the  five-year  grant  of  $1,306,970  is  to 
sharpen  skills  of  hospital  personnel  through 
communication  of  up-to-date  knowledge. 
There  will  also  be  a home  study  course  di- 
rected to  the  increase  of  nursing  management 
skills,  patterned  somewhat  after  the  founda- 
tion-assisted program  for  hospital  nursing 
unit  supervisory  personnel  as  conducted  for 
the  past  four  years  by  the  Canadian  Hospital 
Association  and  the  Canadian  Nurses  Asso- 
ciation. Each  series  of  lessons  will  deal  with 
a particular  type  of  administrative  skill  com- 
monly required  by  those  at  a given  nursing 
management  level. 


(American  Journal  of  Nursing,  “Nursing  Courses 
Included  in  New  Kellogg-AHA  Plan,”  64:  30, 
April,  1964) 


BOARDS  OF  REVIEW  RELEASE 
NEW  ACCREDITATION  FIGURES 

Following  the  spring  meetings  of  the  boards 
of  review,  programs  in  nursing  education  ac- 

( Please  turn  to  Page  116) 
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AROUND  THE  STATE 


credited  by  NLN  now  number: 

Masters  programs  _ _ 35 

Baccalaureate  programs  143 

Programs  admitting  students  with  no 
previous  preparation  in  nursing  and 
R.N.  students  from  associate  degree 
and  diploma  programs  . 72 

Programs  admitting  only  students 
with  no  previous  preparation  in  nurs- 
ing   , 60 


Programs  admitting  only  R.N.  stu- 
dents 8 

Programs  admitting  only  R.N.  stu- 
dents to  a major  in  a specialized  area 

of  nursing 3 

Associate  Degree  programs  . . 5 

Diploma  Programs ..  571 


(National  League  for  Nursing  News,  July- 
August,  1964,  12:  6) 


REQUEST  FORM 


Copies  of  the  following  articles  are  available.  Please  check  the  ones  which  you  would  like 
to  receive: 


n THE  NEW  DIPLOMA  SCHOOLS 110 

□ ASSOCIATE  DEGREE  EDUCATION  110 

□ BACCALAUREATE  EDUCATION ..  Ill 

□ ROLE  OF  ANA  AND  NLN  IN  STATE  BOARD  TEST  POOL  EXAMINATIONS  Ill 

□ INTERACTION  IN  THE  OPERATING  ROOM  . 111 

□ ANA  CONVENTION— A SUMMARY  _ 111 

□ NLN  STATEMENT  OF  BELIEFS  AND  RECOMMENDATIONS  REGARDING 

BACCALAUREATE  EDUCATION  112 

□ THE  PROFESSIONAL  STATUS  OF  NURSING  112 

□ GUIDELINES  FOR  CONSTRUCTION  OF  NURSING  SCHOOLS  112 

□ THE  LAW  AND  THE  PRIVATE  DUTY  NURSE 112 

□ ADMISSION  AS  A NURSING  PROCEDURE  112 

□ NURSING  EDUCATION  FOR  THE  FUTURE  . 113 

□ CHANGING  ANA  TO  MEET  CHANGING  NEEDS  113 

n NURSING  COURSES  INCLUDED  IN  NEW  KELLOGG-AHA  PLAN 113 

□ BOARDS  OF  REVIEW  RELEASE  NEW  ACCREDITATION  FIGURES  ..  113 


Mail  to: 

Department  of  Nursing 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
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// 

Public  Health 


Alabama  Water  Improvement 
Commission  Responsibilities, 
Activities  and  Accomplishments 

Ira  L.  Myers,  M.  D.,  State  Health  Officer 
Chairman,  Water  Improvement  Commission 


Federal  and  State  Roles  in 
Water  Pollution  Control 

The  Commission  contends  that  full  author- 
ity over  intrastate  control  of  water  pollution 
should  and  must  be  vested  in  the  states  and 
that  the  federal  government  should  not  be- 
come involved.  On  the  other  hand,  the  Com- 
mission feels  that  the  federal  government 
should  have  enforcement  powers  over  the 
pollution  of  interstate  waters  where  the 
health  and  welfare  of  the  citizens  of  a state 
are  affected  by  pollution  discharged  within 
another  state. 

The  federal  government  contributes  to  the 
over-all  control  of  water  pollution  by  inves- 
tigations and  research  of  the  various  aspects 
of  water  pollution  and  related  problems.  The 
federal  government  provides  special  labora- 
tory services  and  consultation  on  unusual 
problems. 

To  a large  degree  the  outstanding  progress 
in  the  construction  of  municipal  sewage 
treatment  works  in  Alabama  since  1956  can 
be  credited  to  federal  grant  programs.  Rec- 
ords reveal  that  96  municipal  projects  in  Ala- 
bama costing  an  estimated  $54,707,746  have 
been  federally  assisted  to  the  extent  of  $14,- 
872,450.  In  addition,  12  Alabama  municipal- 
ities have  received  grants  under  the  Accel- 
erated Public  Works  Program  totaling  $1,- 
277,369  for  the  construction  of  collecting 
sewers. 


Water  Quality  Conditions  In  Alabama 

The  comprehensive  study  of  pollution  of  all 
streams  and  tributaries  in  Alabama  con- 
ducted by  the  Commission  during  1948  and 
1949  provides  an  excellent  baseline  on  which 
comparisons  may  be  made.  The  1948-1949 
studies  revealed  these  waters  to  be  in  good 
sanitary  condition  with  few  exceptions. 
Municipalities  of  the  Tennessee  River  Basin 
were  then  discharging  untreated  sewage 
which  created  unsatisfactory  conditions  par- 
ticularly at  Athens  and  Huntsville  where  the 
flows  of  the  recieving  streams  were  extreme- 
ly low.  Municipalities  along  the  Tennessee 
River  lakes  were  found  to  contribute  bacteria 
in  numbers  which  affected  recreational  ac- 
tivity. The  Mobile  River  and  portions  of  Mo- 
bile Bay  immediately  adjacent  to  the  cities 
of  Mobile,  Prichard,  and  Chickasaw  were  af- 
fected by  bacteria  contained  in  untreated  or 
partially  treated  sewage.  The  Warrior  River 
basin  contained  the  most  highly  polluted 
areas  within  the  State.  These  highly  polluted 
areas  are  Five  Mile  and  Valley  Creeks  from 
the  City  of  Birmingham  to  their  junctions 
with  the  Warrior  River,  Village  Creek  above 
Bayview  Lake,  and  the  Warrior  River  below 
Tuscaloosa.  Choccolocco  Creek  was  found  to 
be  grossly  polluted  by  untreated  sewage  from 
the  Anniston  area  and  Black  Creek.  The 
Coosa  River  in  the  Gadsden  area  was  in 
questionable  condition  due  to  untreated  sew- 
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age  and  industrial  waste.  Dye,  Shirtee,  and 
Tallaseehatchee  Creeks  in  the  Coosa  River 
basin  were  contaminated  by  industrial  waste. 
Autauga  and  Catoma  Creeks  in  the  Alabama 
River  basin  were  polluted  by  untreated  sew- 
age from  Prattville  and  Montgomery,  respec- 
tively. Pepperell  Branch  and  Sougahatchee 
Creek  in  the  Tallapoosa  River  basin  were 
found  to  be  heavily  polluted  by  industrial 
waste.  Untreated  sewage  from  Auburn 
created  problems  in  Parkerson  Mill  and 
Wrights  Mill  Creeks  of  this  basin. 

Since  the  discharge  of  untreated  and  par- 
tially treated  sewage  constituted  the  most 
widespread  problem  of  pollution  of  1949,  a 
comparison  of  the  status  of  sewage  treatment 
in  1949  and  1964  is  appropriate.  The  number 
of  municipalities  providing  adequate  treat- 
ment facilities  has  increased  from  26  in  1949 
to  98  in  1964.  Municipalities  providing  inade- 
quate or  no  treatment  of  sewage  in  1964,  are, 
for  the  most  part,  small  in  population,  and 
the  effects  on  receiving  waters  from  these 
wastes  are  of  a local  nuisance  character.  Be- 
cause of  the  larger  cities  in  the  Tennessee 
River  basin  this  area  deserves  special  men- 
tion. All  major  municipalities  in  this  basin, 
with  one  exception,  provide  adequate  treat- 
ment facilities.  At  this  time  plans  and  speci- 
fications for  sewage  treatment  from  this  last 
major  city  are  undergoing  review.  Other 
basins  showing  notable  progress  in  sewage 
treatment  are  the  Warrior,  Coosa,  Alabama, 
Mobile,  Perdido,  Choctawhatchee,  and  Con- 
ecuh. Areas  in  which  problems  of  some  mag- 
nitude are  being  experienced  because  of  the 
lack  of  adequate  sewage  treatment  are  on  the 
Warrior  River  at  Cordova,  Little  Cahaba 
River  at  Trussville,  and  the  Chattahoochee 
River  in  the  Lanett  area  where  bacterial  con- 
centrations are  usually  high  and  public  water 
supplies  and  recreational  areas  could  be  af- 
fected. 

In  1949  severe  pollution  from  industrial 
sources  was  limited  to  Five  Mile  and  Valley 
Creeks  in  Jefferson  County,  the  Warrior 
River  at  and  below  Tuscaloosa,  Pepperell 
Branch  and  Sougahatchee  Creek  in  the  Talla- 
poosa River  basin,  the  Coosa  River  and  Black 
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Creek  at  and  below  Gadsden,  Dye  Creek  in 
St.  Clair  County,  and  Shirtee  and  Tallasee- 
hatchee Creeks  in  Talladega  County.  With 
the  exception  of  Dye  Creek  from  which  the 
source  of  industrial  waste  creating  a prob- 
lem in  1949  has  been  removed,  these  areas 
are  still  severely  polluted  by  industrial 
wastes. 

Although  there  has  been  a considerable  in- 
crease in  industrial  activity  over  the  entire 
state  since  1949  and  industries  have  located 
in  areas  and  on  streams  where  none  existed 
before,  no  significant  problems  due  to  these 
sources  of  waste  have  developed. 

The  Mobile  River  within  the  harbor  area 
and  for  a distance  of  five  miles  upstream  from 
its  mouth  together  with  Chickasaw  Creek  for 
a distance  of  two  miles  above  its  junction 
with  the  Mobile  River  has  been  defined  as  an 
area  in  which  a minimum  dissolved  oxygen 
concentration  of  2.0  parts  per  million  will  be 
accepted.  This  decision  was  reached  by  the 
Commission  after  a thorough  evaluation  of 
the  problems  encountered  and  a determina- 
tion that  the  public  interest  would  not  be 
compromised  by  such  a decision.  This  con- 
centration of  dissolved  oxygen  will  permit 
fish  to  travel  up  the  Mobile  River  and  will 
not  interfere  with  other  uses  of  the  waters. 

The  situation  in  the  Warrior  River  at  Tus- 
caloosa has  been  improved  through  the  con- 
struction of  sewage  treatment  plants  by 
Northport  and  Tuscaloosa  and  the  construc- 
tion of  Lake  Smith  on  the  Sipsey  Fork.  The 
construction  and  operation  of  this  lake  as  a 
storage  reservoir  to  supply  water  for  a hydro- 
electric plant  has  increased  the  normal  low 
flow  in  the  Warrior  River  significantly.  The 
dilution  afforded  by  an  increase  of  about  ten 
times  the  low  flow  of  the  river  at  Tuscaloosa 
has  undoubtedly  improved  conditions  in  the 
river,  although  the  degree  is  yet  to  be  deter- 
mined by  water  quality  surveys. 


Note:  The  final  article  which  summarizes  the 
status  of  pollution  control  in  Alabama  and  offers 
approaches  to  more  effective  water  pollution  con- 
trol will  appear  in  next  month’s  issue. 
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BUREAU  OF  LABORATORIES 
Thomas  S.  Hosty.  Ph.D„  Director 
August  1964 

Examinations  for  intestinal  parasites 1,451 

Typhoid  cultures  (blood,  feces,  urine 

and  other) 237 

Brucella  cultures 0 

Examinations  for  malaria 4 

Examinations  for  gonococci 1,830 

Serologic  tests  for  syphilis  (blood  and 

spinal  fluid) 23,122 

Darkfield  examinations 3 

Agglutination  Tests 1 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 34 

Complement  fixation  tests 45 

Examinations  for  Negri  bodies 

(smears  and  animal  inoculations) 238 

Water  examinations 3,104 

Milk  and  dairy  products  examinations 3,602 

Examinations  for  tubercle  bacilli 3,512 

Miscellaneous  examinations 3,930 


Total 41,113 

BUREAU  OF  PREVENTABLE  DISEASES 
W.  H.  Y.  Smith,  M.  D„  Director 
CURRENT  MORBIDITY  STATISTICS 
1964 

•E.  E. 


July 

August 

August 

Tuberculosis  ..  — 

93 

134 

176 

Syphilis  

,241 

148 

144 

Gonorrhea  . _ 

- 420 

453 

387 

Chancroid  

0 

5 

3 

Typhoid  fever 

..  1 

0 

3 

Undulant  fever  — 

0 

1 

1 

Amebic  dysentery — . 

...  4 

8 

4 

Scarlet  fever  & strep,  throat 

136 

212 

27 

Diphtheria  — . . . - - 

...  1 

0 

2 

Whooping  cough 

..  23 

19 

20 

Meningitis  

11 

4 

9 

. 0 

0 

0 

Tetanus  

_ 0 

1 

2 

Poliomyelitis  . 

0 

0 

14 

Encephalitis  

..  0 

1 

1 

Smallpox  . 

...  0 

0 

0 

Measles  

261 

64 

29 

Chickenpox  - - 

. 10 

7 

3 

Mumps  

...  19 

35 

20 

Infectious  hepatitis  

78 

36 

29 

Typhus  fever 

- 1 

1 

1 

Malaria  ..  _ 

. 0 

0 

0 

Cancer  - 

..  771 

739 

608 

Pellagra  , — - 

...  0 

1 

0 

Rheumatic  fever..  . . 

...  17 

15 

9 

Rhpiimfltir  h^rt. 

. 11 

22 

22 

Influenza  

- 19 

9 

30 

Pneumonia  . . . . 

187 

165 

125 

Rabies — Human  cases... 

0 

0 

0 

Pos.  animal  heads 

...  0 

1 

0 

As  reported  by  physicians  and 

including  deaths 

not  re- 

ported  as  cases. 

•E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S„  Director 

PROVISIONAL  BIRTH  AND  DEATH 
STATISTICS  AND  COMPARATIVE  DATA, 
JULY  1964 


Live  Births 
Deaths 

Causes  of  Death 

Number 

Registered 

Durina 

Rates* 

(Annual  Basis) 

July  196 

^ o 

(0 

1 1 5 

Non- 

White 

o 

o> 

1 

0 

iD 

o> 

es 

to 

Oi 

Live  Births 

6,900 1 

4,298 

2,602 

23.91 

23.0 

24.0 

Deaths 

2,507 

1,605 

902 

8.7 

8.5| 

9.0 

Fetal  Deaths 

146 

59 1 

87 

20.7 1 

22.3| 

21.6 

Infant  Deaths — 

1 

i 

1 

1 

1 

under  one  month  . 

155 1 

88 

67 

22.5 

22.6 

18.4 

under  one  year 

196 

98 

98 

28.4j 

29.8 

25.5 

Maternal  Deaths  

2| 

1 

1 

2.8| 

11.9 

7.3 

Causes  of  Death 

1 

Tuberculosis,  001-019 

16 

10 

6 

5.5 

7.3 

8.9 

Syphilis,  020-029  ..  

1.0 

2.1 

Dysentery,  045-048 

1 

1 

0.3' 

0.7 

1.4 

Diphtheria,  055 

1 

Whooping  cough,  056 

1 

1 

0.3 

0.4 

Meningococcal  infec- 

1 

tions  0.57 

1 

1 

0.3 

0.7 

0.4 

Poliomyelitis,  080,  081 

■ " 

Measles,  085 

. 

Malignant  neo- 

.... 

.. 

plasms,  140-205 

322 

228 

94 

111.6 

114.2 

129.0 

Diabetes  mellitus,  260 

42 

27 

15 

14.6 

16.4 

11.4 

Pellagra.  281 

Vascular  lesions  of 

central  nervous  sys- 

tern.  330-334 

337 

211 

126 

116.8 

112.8 

126.8 

Rheumatic  fever. 

400-402 

1 

1 

0.3 

0.3 

0.4 

Diseases  of  the  heart. 

410-443 

823 

561 

262 

285.4 

272.7 

315.3 

Hypertension  with 

heart  disease,  440-443., 

111 

43 

68 

38.5 

45.4 

54.9 

Diseases  of  the  ar- 

teries,  450-456  

65 

40 

25 

22.5 

15.7 

18.5 

Influenza,  480-483. 

4 

3 

1 

1.4 

0.7 

1.4 

Pneumonia,  all  forms. 

490-493  ..  

55 

33 

22 

19.1 

22.3 

21.0 

Bronchitis,  500-502 

3 

2 

1 

1.0 

1.4 

1.1 

Appendicitis,  550-553 

3 

2 

1 

1.0 

1.0 

0.7 

Intestinal  obstruction 

and  hernia,  560, 

561.  570 

15 

10 

5 

5.2 

3.1 

2.8 

Gastro-enteritis  and 

colitis,  under  2, 

571.0,  764  . 

11 

2 

9 

3.8 

2.8 

4.3 

Cirrhosis  of  liver,  581. 

15 

13 

2 

5.2 

5.6 

5.0 

Diseases  of  pregnancy 

1 

1 

and  childbirth. 

1 

640-689  

1 2 

1 

1 

2.8 

11.9 

7.3 

Congenital  malforma- 

1 

tions,  750-759 

1 31 

18 

13 

4.5 

4.5 

3.4 

Immaturity  at  birth. 

1 

774-776 

1 41 

21 

20 

5.9 

7.1 

5.0 

Accidents,  total,  800-962 

1 194 

131 

63 

67.3 

69.5 

62.7 

Motor  vehicle  acci- 

1 

dents,  810-835,  960  

1 99 

78 

21 

34.3 

37.7 

26.7 

All  other  defined 

1 

causes  

' 387 

240 

147 

134.2 

131.0 

' 127.2 

Ill-defined  and  un- 

i 

known  causes,  780- 

i 

793,  795 

137 

51 

86 

47.5 

38.8 

37.4 

•Rates:  Birth  and  death — per  1,000  population 
Infant  deaths — per  1,000  live  births 
Fetal  deaths — per  1,000  deliveries 
Maternal  deaths — per  10,000  deliveries 
Deaths  from  specified  causes — per  100,000  population 
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The  Woman’s  Auxiliary 


Dear  Doctors: 

Have  you  heard  about  the  “civic  wall- 
flowers?” “Civic  Wallflowers”  are  uncon- 
cerned, uninformed,  uninterested,  and  un- 
likely to  vote.  I have  stolen  the  term  and 
the  definition  from  AMPAC’s  new  Precinct 
Action  Course  Handbook.  The  Handbook 
goes  on  to  state  that  whichever  side  reaches 
them,  extends  a friendly  hand,  asks  for  their 
vote,  and  shepherds  them  through  registra- 
tion and  to  the  polls  is  most  likely  to  get 
their  support.  I would  hate  to  think  that 
anyone  in  the  medical  family  would  fit  the 
last  part  of  the  definition  but  I wonder  if 
any  of  us  are  unconcerned,  uninformed,  un- 
interested, and  unlikely  to  vote. 

I have  been  anxiously  awaiting  AMPAC’s 
Precinct  Action  Course  because  from  the 
time  I heard  about  it  in  San  Francisco,  it 
sounded  like  the  practical  politics  my  family 
practiced.  As  a life-long  Democrat,  and  one 
of  the  few  connected  with  the  medical  pro- 
fession left  in  the  State  of  Alabama,  I hated 
to  give  up  my  party  because  it  had  become 
the  prisoner  of  a harder  working  group.  In  a 
way  I hate  to  tip  off  all  you  Republicans  on 
how  to  get  out  the  votes  to  win  elections. 
This  is  AMPAC’s  Precinct  Action  Course 
which  can  be  ordered  for  $15.00  from: 


If  doctors  and  their  wives,  on  the  local 
level,  would  follow  the  steps  outlined,  it 
would  save  us  a lot  of  letter  writing  and  tele- 
grams. We  would  know  that  we  had  elected 
members  of  Congress  who  would  vote  their 
convictions,  because  they  are  the  same  as 
ours,  and  would  not  worry  about  re-election 
because  they  would  know  they  have  active 
party  workers  behind  them. 

This  is  the  end  of  the  “sales-pitch.”  Are 
you  registered,  is  your  wife  registered,  is 
your  son  or  daughter  who  has  just  turned  21 
registered?  Let’s  vote,  let’s  see  to  it  that  our 
friends  vote.  The  swing  vote,  the  vote  of 
people  who  are  not  party  members  and 
workers,  is  the  one  that  carries  the  election. 
In  this  day  and  time  we  cannot  afford  not  to 
have  ulterior  motives  when  we  vote.  An  in- 
cumbent who  believes  as  you  do  and  has  a 
satisfactory  voting  record  in  Congress,  will 
have  more  power  than  a “freshman.”  A 
“freshman”  from  the  majority  party  will  fare 
better  than  a “freshman”  from  the  minority 
party.  Know  your  candidate,  be  familiar 
with  his  voting  record,  and,  most  important 
of  all,  work  for  him  between  now  and  election 
day  in  November. 

We  should  be  interested  in  politics  on  the 
state  level  too.  Alabama  is  unique  in  that 
the  Medical  Association  of  the  State  of  Ala- 
bama is  also  the  State  Board  of  Health.  We 
need  to  protect  the  health  and  well-being  of 
our  people  and  be  sure  that  the  Legislature 
never  takes  this  unique  protection  away  from 
them. 

Time  is  short.  Be  sure  that  you  and  your 
family  are  registered  with  poll-tax  paid.  Be 
sure  all  members  of  your  family  vote.  Check 
up  on  your  friends. 

See  you  at  the  polls, 

Frances  Clemmons 
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A M P A C 

520  North  Michigan  Avenue 
Chicago,  Illinois  60611 


J.  M.  A.  ALABAMA 


LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 

• stops  diarrhea 


promptly 

promptly 

promptly 


Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months,to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 
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ACHROCIDirr 

TETRACYCLINE  HCI-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Each  Tablet  contains:  Caffeine 30  mg. 

ACHROMYCIN®  Tetracycline  HCI  ..  125  mg.  Salicylamide  150  mg. 

Acetophenetidin  (Phenacetin)  ....  120  mg.  Chlorothen  Citrate 25  mg. 


Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providingsymptomatic  relief  in 
allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness,  slight  gastric 
distress,  overgrowth  of  nonsusceptible  organisms.  Tooth  discoloration  may  occur  only  if  the  drug 
is  given  during  tooth  formation  (late  pregnancy,  the  neonatal  period,  early  childhood).  Reduce 
dosage  in  impaired  renal  function.  Average  Adult  Dosage:  2 Tablets  four  times  daily. 

tEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  saiicylism 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  occur,  but  it  responds  readily  to  ad- 

tients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  iustment  of  dosage.  Precaution:  in  the 

cardiac  damage,  latent  chronic  infection  and  other  common  geriat-  should  be  taken  to  avoid  accumulation  of 

ric  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can-  salicylate  and  paba.  Contraindicated:  An 

not  contribute  to  sodium  retention  ..  .the  enteric  coating  assures  hypersensitivity  to  any  component, 

gastric  tolerance...  and  clinical  experience  shows  that  this  prepara-  a, so  available:  PABAiAiE-when  sodium 

tion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc  — 

corticosteroids  or  pyrazolone  derivatives.  Pabaiate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


^Pl^ARIZONA 

CAMELBACK 

MOUNTAIN 


Area 


In  Scottsdale—  the  "West's  most  Western  Town" 
— 12  miles  northeast  of  downtown  Phoenix. 


Arizona's  newest  and  finest  year  around  hotel. 
180  luxurious  rooms  and  suites— all  with  pri- 
vate sun  deck,  many  have  snackbar  kitchens. 

Dining  Room,  Cocktail  Lounge.  Heated  Swim- 
ming Pool.  All  sports  and  activities  available. 

Excellent  Meeting  | EUROPEAN  PLAN 
facilities  for  groups  | v/rite  for  Brochure 
up  to  200.  I ROBERT  FOEHL,  Gen.  Mgr. 


<3rizor^<3 


oxids 

MOTEL  SUITES 


3552  Vegas  Plaza  Drive 
phone:  lAS  VEGAS,  NEVADA 
Area  Code  702,735-8181 


■ LAS  VEGAS 


in 

3 DAYS  & 2 NIGHTS 


50* 

per  person,  double 
onl/  $80 
for  2 couples 


INCLUDES: 


1.  Deluxe  suite  with  TV  and  telephone 

3 days,  2 nights 

2.  Breakfast  of  your  menu  choice  at  l;he 

Dining  Room  of  a designated  Strip  Hotel 

3.  Dirxner  from  a variety  of  choices  ot  the 

Dining  Room  of  o designated  Strip  Hotel 

4.  Complete  Stoge  Show  and  two  cocktails  In 

Lounge  of  a designated  Strip  Casino 

5.  One  cocktail  in  the  Bar  of  a famous  Hotel 


• 300  Yards  from  the  STRIP 

• 7 Spacious  Swimming  Pools 

(Special  Arrangements  can  be  made  for  families) 

*This  offer  made  for  limited  time 
only — may  be  withdrawn  by  the 
management  without  further  notice. 


MI LKKR  ilOTE SYSTEM 


Wl 


ILNER  HOTELS  and  MOTELS 


DEALLY  LOCATED 


ARGE,  LUXURIOUS  ROOMS 
EWLY  DECORATED 
CONOMICAL  RATES 
ESERVATIONS  CONFIRMED-FREE 


BY  CAR..I 
PLANE.. 


or 

. . . BUS 
STOP  with  li 
when  you  s( 
the  MILNE: 
emblem. 


MOTE  L and  HOTE  L 


ERVICE-COURTEOUS 
'^foUR  HOST  frorh  COAST  to  COAST 


^^UITES,  SINGLE  & DOUBLE  ROOMS 

Television  and  radio 


XCELLENT  FACILITIES 


OST  FOR  YOUR  MONEY 


Look  for  the  Milner  emblem  across  the  United  States  . . . 
Write  for  your  credit  cord  and  descriptive  brochures 
listing  all  our  popular  hotels  to: 

Milner  Hotel  System 

1526  Centre  Street,  Lietfoit  26,  Michigan 


Children 
FREE 
up  to 
14  years 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 


1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-!- Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomaCompound  ® 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


Soma  Compound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 


C3 

WALLACE  LABORATORIES  J Cranhury,  N.J. 


CSO-9193 


THE  DERMATOSES 
THAT  WERE 

STEROID-UNTREATABLE 


I 


Salt  and  water  retention,  edema,  overstimulation 
the  appetite,  excessive  weight  gain,  mood  swings|| 
these  were  some  of  the  problems  that  used  to  conf rot  !- 
physicians  when  they  wanted  to  prescribe  steroids  1 
dermatoses.  For  patients  already  overweight,  or  wf 
edema  associated  with  cardiovascular  disease, 
those  who  were  tense  and  anxious,  steroid  treatmer 
could  aggravate  their  problems.  But  with  the  advej 
of  ARISTOCORT®  Triamcinolone,  many  of  thes 
patients  became  “steroid-treatable.”  The  reason:  N(^; 
only  did  this  steroid  provide  gratifying  symptomatic . 
relief,  but  it  did  so  without  the  penalty  of  overstim|j„, 
lation  of  the  appetite,  excessive  weight  gain,  salt  an[. 
water  retention,  edema,  and  undesirable  euphori|L 


And  these  benefits  have  been  confirmed  for  othe 


patients  with  steroid-susceptible  disorders,  as  well  || 
those  formerly  untreatable. 


Effects:  Since  it  may,  under  some  circumstances, 
rfluce  many  of  the  unwanted  effects  common  to  all 
lisone-like  drugs,  discrimination  should  always  be 
i«rcised  in  administering  ARISTOCORT®  Triamcino- 
Any  of  the  Cushingoid  effects  are  possible,  as  are 
jDura,  G.l.  ulceration,  increased  intracranial  pres- 
ji  and  subcapsular  cataract.  Corticosteroids  gen- 
ily  may  mask  outward  signs  of  bacterial  or  viral 
actions.  Catabolic  effects  to  watch  for  include 

fscle  weakness  and  osteoporosis.  Weight  loss  may 
ur  early  in  treatment  but  is  usually  self-limiting. 


^)traindications:  While  the  only  absolute  contra- 
lications  are  tuberculosis,  herpes  simplex  and 
icken  pox,  there  are  some  relative  contraindications 
ijptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 


MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 


Triamcinolone 

1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


DERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


272.4 


APPALACHIAN  HALL 

ESTABLISHED  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  coma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 


Your  investment 
In  the  Future 
Of  Medicine 


A gift  to 

medical  education 
tlirough  AMA-ERF 


Your  contribution  to  the  Funds  for 
Medical  Schools  of  AMA- 
Education  and  Research  Foundation 
can  help  to  guarantee  the  con- 
tinuing high  quality  of  American 
medicine.  You  may  designate 
your  gift  for  a specific  school  or 
give  to  all  of  the  nation’s  accredited 
medical  schools.  All  contributions 
to  AMA-ERF  are  tax  deductible. 
Mail  your  check  to: 


American  Medical 
Association  - Education 
and  Research  Foundation 

535  North  Dearborn  St.,  Chicago  10,  Illinois 


J M.  A ALABAMA 


The  fast-disintegrating,  uncoatcd  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrme- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constrietion,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming),  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY, 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

miMnane.GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

miidnane,GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 


INC.,  RICHMOND,  VIRGINIA 
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CUT  HERE 


th  Clinical 

CONVENTION 


Miami  Beach,  Florida 
Nov.  29-Dec.  2,  1964 


Mix  medicine  with  pleasure  in  the  delightful  subtropical  setting  of 
Miami  Beach.  Here,  just  as  winter  arrives  up  north,  physicians  can  relax 
between  Clinical  Convention  sessions  at  America’s  most  fabulous  resort 
hotels. 

Register  and  choose  your  accommodations  now  and  be  set  to  go  to  a 
midwinter  “summer"  session  in  medicine. 


TO  ASSURE  YOUR  REGISTRATION  AT  THE 
18th  CLINICAL  CONVENTION 
Fill  In  The  Coupon  Below: 


PLEASE  RETURN  TO: 


Circulation  and  Records  Dept. 
American  Medical  Association 
535  North  Dearborn  Street, 
Chicago,  Illinois  60610 


FOR  ADVANCE  REGISTRATION 
of  Physicians 

(Please  Print) 


Name. 


(Each  Physician  Must  Register  in  His  Own  Name) 


Street 

City  State  Zip  Code 

I am  a Member  of  the  AMA  thru  the State 

Medical  Association  or  in  the  following  government  service 


This  coupon  must  be  returned  before  Nov.  16,  1964  to  receive  your 
Advance  Registration  Identification  Card  for  Miami  Beach.  Your  card 
will  be  sent  to  you  on  Nov.  19  unless  you  request  an  earlier  mailing  date. 
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Soy  rA 

Harboriiii  | \ 


Bay  Harbor 
Islands 


® MIAMI 
BEACH 


HOTEL 

SINGLES 

DOUBLES 

TWINS 

SUITES 

Americana  Hotel 

HEADQUARTERS— 

NO  ROOMS  AVAILABLE 

’Ankara  Motel 

$6 

$8 

$8 

Balmoral  Hotel 

HEADQUARTERS— 

NO  ROOMS  AVAILABLE 

The  Carillon  Hotel 

$12-$20  Singles,  Doubles  or  Twins 

Deauville  Hotel 

$12*$22  Singles,  Doubles  or  Twins 

'di  Lido  Hotel 

$8  & $10 

$10-$14 

S10-$14 

$30  & $42 

Doral  Beach  Hotel 

$12 

$14-$18 

$30  & $45 

Fontainebleau  Hotel 

$14-$22  Sin 

gles,  Doub 

les  or  Twins 

$50-$100 

Delano  Hotel 

$9 

$10 

$20 

Garden  of  Allah 

$8 

$10 

$20 

Lucerne  Hotel 

$10  & $12 

$11-$14 

$30  & $45 

Moulin  Rouge  Hotel 

$8 

$10 

$10 

’Roney  Plaza  Hotel 

Sun  Club 

$11-$15 

$13-$17 

$13$17 

$60 

Sans  Souci  Hotel 

$11 

$13 

Saxony  Hotel 

$11  & $12 

$12-$16 

$24-$42 

Shelborne  Hotel 

$12 

$14  S $16 

$30  & $45 

Shore  Club 

$8-$12 

$10-$14 

$28 

Shoremede  Hotel 

$8 

$8 

$25 

Singapore  Hotel 

HEADQUARTERS- 

-NO  ROOMS  AVAILABLE 

’Family  Combinations  Available 

I 


TO  ASSURE  YOUR  ACCOMMODATIONS  AT  THE 
18TH  CLINICAL  CONVENTION 
Fill  In  The  Coupon  Below 

AMA  HOUSING  BUREAU 

AND  MAIL  DIRECTLY  TO:  p CONVENTION  BUREAU 

MIAMI  BEACH,  FLORIDA  33139 

FOR  ROOM  RESERVATIONS  Please  Print  or  Type  Four  Choices 


lst_ 

2nd. 

3rd_ 

4th_ 


Please  enter  my  reservation  at  the  above  hotel  for 

Single  (s)  Doublets)  Twin  (s) 

LUtfr  $ ini^i  $ n®!  $ 


Suite  (s) 

-ill®  $- 


Date  Arriving 

Room  will  be  occupied  by: 

Name 


AM 

_PM 


Departing 


(Please  print  or  type) 


City 

Additional  Occupants. 


Zip  Code 


If  rate  requested  is  not  available,  next  highest  will  be  assigned. 

Be  sure  and  specify  time  of  arrival  as  well  as  date. 

If  you  are  an  Industrial  Exhibitor,  please  specify  firm  name  and  list  of  all 
occupants  for  all  rooms  reserved. 

Please  DO  NOT  send  your  request  directly  to  the  hotel;  it  will  only  delay 
your  confirmation. 

Please  make  all  changes  and  cancellations  with  the  Housing  Bureau. 
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•CUT  HERE- 


A SYMPOSIUM  ON  INFECTIOUS  DISEASES 
November  11,  12,  13,  1964 


To  focus  on  selected  problems  in  diagnosis,  treatment  and  prevention  of 
infections  which  may  affect  all  ages  within  a family; 


Enteric  Viruses  and  Gram-negative  Bacilli 
Respiratory  Viruses,  Streptococci  and  Staphylococci 
Histoplasma  capsulatum  and  Atypical  Mycobacteria 


By  the  faculty  of  Vanderbilt  University  School  of  Medicine 
assisted  by  the  following  distinguished  visitors: 


Dr.  Dorothy  Horstmann — Yale  University 

Dr.  Warren  E.  Wheeler— University  of  Kentucky  College  of  Medicine 

Dr.  George  Jackson— University  of  Illinois  College  of  Medicine 

Dr.  Floyd  Denny— University  of  North  Carolina  School  of  Medicine 


For  Information  write: 

Director  of  Continuing  Education 

B-4211  Vanderbilt  University  School  of  Medicine 

Nashville,  Tennessee  37203 

Registration  Fee  $60.00 


ATTENTION  DOCTOR! 


You  can  PROTECT  YOUR  IN- 
COME-BUILD YOUR  ESTATE 
through  these  two  liberal  plans  ap- 
proved and  endorsed  by  the  Ala- 
bama Medical  Association.  Avail- 
able to  members  only  and  offering 
the  two  most  basic  types  of  insur- 
ance coverage. 


Both  At  Low  Association  Group  Rates 


RETURN  FOR  FULL  DETAILS 


I 


underwritten  by 


MUTUAL  OF  OMAHA  INSURANCE  CO. 


and 

UNITED  BENEFIT  LIFE  INSURANCE  CO. 

HOME  OFFICE — OMAHA,  NEBR. 


Administered  by  W.  T.  HALLIDAY.  JR. 

213  No.  21st  St.,  Birmingham,  Alabama 

MUTUAL  OF  OMAHA 
UNITED  OF  OMAHA 

33  16  Farnam  St. 

Omaha,  Nebraska,  68131  Association  Group 

Please  send  full  details  about  the  Insurance  Pro- 
gram of  the  Alabama  State  Medical  Association. 

NAME  

ADDRESS  

CITY  
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms: organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  night. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adj  unct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications : urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon; and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon’  Sequels  with  Phenobarbital  Sustained  Release  Capsules 

Each  capsule  contains:  Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

313*4 


Medical  education  needs  your  dollars 
to  stay  strong  . . . 


Give  to  tiie 
school  of  your  choice 
through  AMA-ERF 


To  train  the  doctors  of  tomorrow, 
the  nation’s  medical  schools  must 
have  your  help  today.  It  is  a 
physician’s  unique  privilege  and 
responsibility  to  replenish  his  own 
ranks  with  men  educated  to  the 
highest  possible  standards.  Invest 
in  the  future  health  of  the  nation 
and  your  profession.  Send  your 
check  today! 


AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION 

535  North  Dearborn  St.,  Chicago  10,  Illinois 
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FOR  YOUR 
jELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and.PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Qrest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F.A.P.A. 
James  K.  Ward,  M D.,  F.A.P.A. 


Location:  7000  5th  Avenue  South 

Box  2896  Woodlawn  Station 
BIRMINGHAM,  ALABAMA  3S2I2 
Phone,  595-1 151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 


HILL  CREST  SANITARIUM  h a mem- 
ber of-. 

Americ.\x  Hospital  Associatiox 
Aaierican  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 


: S 


Vi'  • 

V ■ j'i  . 

' A.A  ^ j*'  < * 'A 

for  psychiatric  treatmeni 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  □ We  wH/  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE.  N.  E.  / TELEPHONE  873-5681  / ATLANTA  9,  GEORGIA 
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MON. 

1 

12  3 4 5 6 7 
8 9 10  n 12  13  M 
»K  yr  18.19  20  21 
25  26  27  28 


WED. 


THUR. 


WHY DOES ONE 
ANTIBIOTIC  GIVE  UP 
TOf^ EXTRA  DAYS’ 
ACTIVITY? 


Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' .. .a  favorable  depot  effect  resulting  frorti  protein  binding  and  greater  mg. 
potency .. .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  ^ 

DECLOMYCIIV 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg,  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7517.3 
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In  long-term 
treatment 
of  your  patients, 
with  coronary 
insufficiency 


MORE  HELP  FOR  ^ 
THE  STRICKEN  HEART 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-tOSS 


MILTRATE^ 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 
\^fe'''ALLACE  LABORATORIES /Cranfeury,  N.J. 


INDEX  TO  ADVERTISERS 

Alabama  Bottlers  Association . 13 

Ames  Company,  Inc 

...3rd  cover 

Appalachian  Hall 

28 

Burroughs  Wellcome  .... 

10 

Hill  Crest  Sanitarium 

3fi 

Lederle  Laboratories 4, 

14,  15,  22,  26, 
27,  33,  37 

Eli  Lilly  & Company 

..1st  cover,  20 

Wm.  S.  Merrell  Company... 

18,  19 

Milner  Hotel  System 

24 

Mutual  of  Omaha 

32 

Parke,  Davis  & Company..... 

2nd  cover 

Peachtree  Hospital 

36 

Pfizer  Laboratories 

5,  7,  8,  9 

William  P.  Povthress  & Co..  Inc ...  29 

Procter  & Gamble 

11,  12 

A.  H.  Robins  Company,  Inc._ 

23,  35 

Roche  Laboratories 

4th  cover 

W.  B.  Saunders 

1 

G.  D.  Searle  & Comnanv 

21 

Smith,  Kline  & French  Laboratories.  ..  6 

Sunset  Sands  

24 

Valley  Ho  Hotel 

24 

Vanderbilt  Symposium 

32 

Wallace  Laboratories 

.16,  17,  25,  38 

Winthrop  Laboratories 

3 

38 


J.  M.  A.  ALABAM/ 


Once  you  have  used  HEMA-COMBISTIX',"dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana, 


AIVIES 


When  psychic  tension  mounts 

Valium'  (diazepam) 

useful  in  alleviating 

-psychic  tension  mixed  with  depressive  symptoms 
-psychic  tension  in  the  common  psychoneuroses 
-psychic  tension  intensified  by  concomitant 
somatic  disorders 


How  to  prescribe  Valium  (diazepam) 

Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reac- 
tions stemming  from  stressful  circumstances  or  whenever  somatic  com- 
plaints are  concomitants  of  emotional  factors.  It  is  useful  in  psycho- 
neurotic states  manifested  by  anxiety,  tension,  fear  and  fatigue. 

Valium  (diazepam)  may  also  be  useful  in  acute  agitation  due  to  alcohol 
withdrawal. 

Valium  (diazepam)  may  be  of  use  to  alleviate  muscle  spasm  associated 
with  cerebral  palsy  and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Mani- 
fested by  anxiety-tension  alone  or  with  depressive 
symptomatology,  agitation,  restlessness,  psycho- 
physiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe 
anxiety,  fear,  agitation,  aggression  or  hostility  ex- 
ist alone  or  with  depressive  symptoms 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times 
daily 


5 mg  to  10  mg, 
3 or  4 times 
daily 


Alcoholism:  As  an  aid  in  symptomatic  relief  of 
acute  agitation,  tremor,  impending  or  acute  de- 
lirium tremens  and  hallucinosis 


Muscle  spasm  associated  with  cerebral  palsy  or 
athetosis 


10  mg,  3 or  4 
times  during  the 
first  24  hours; 
reducing  to  5 mg, 
3 or  4 times 
daily  as  needed 

2 mg  to  10  mg, 

3 or  4 times  daily 


Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  pa- 
tients with  a history  of  convulsive  disorders  or  patients  with  a history  of 
glaucoma. 

Warning:  Valium  (diazepam)  is  not  of  value  in  dealing  with  psychotic 
patients  manifesting  anxiety  and  should  be  avoided  when  there  is  reason 
to  believe  the  patient  is  psychotic. 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the 
dosage  to  the  smallest  effective  amount  to  preclude  the  development  of 
ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily  initially, 
to  be  increased  gradually  as  needed  and  tolerated).  As  is  true  of  all 
CNS-acting  drugs,  until  the  correct  maintenance  dosage  is  established, 
patients  receiving  Valium  (diazepam)  should  be  advised  against  pos- 
sibly hazardous  procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  an  automobile  during  the  period  of  Valium 


(diazepam)  therapy  is  not  recommended.  In  general,  the  concurrent 
administration  of  Valium  (diazepam)  and  other  psychotropic  agents  is 
not  recommended.  If  such  combination  therapy  is  used,  careful  consid- 
eration should  be  given  to  the  pharmacology  of  the  agents  to  be  em- 
ployed with  Valium  (diazepam)  — particularly  with  known  compounds 
which  may  potentiate  the  action  of  Valium  (diazepam),  such  as  pheno- 
thiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant  ef- 
fect, patients  should  be  advised  against  the  simultaneous  ingestion  of 
alcohol  and  other  central  nervous  system  depressant  drugs  during 
Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam)  during 
pregnancy  has  not  been  established.  The  usual  precautions  are  indi- 
cated when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety  states 
where  there  is  any  evidence  of  impending  depression;  particularly  the 
recognition  that  suicidal  tendencies  may  be  present  and  protective 
measures  may  be  necessary.  The  usual  precautions  in  treating  patients 
with  impaired  renal  or  hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been 
reported;  in  most  instances  these  are  dose-related  and  may  be  avoided 
by  proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur  on 
occasion.  As  with  any  new  agent,  when  it  is  administered  for  protracted 
periods  of  time,  periodic  blood  counts  and  liver  function  tests  are  advis- 
able. Abrupt  cessation  after  prolonged  overdosage  may,  in  some  patients, 
produce  withdrawal  symptoms  (e.g.,  convulsions,  tremor,  abdominal 
and  muscle  cramps,  vomiting,  sweating)  similar  to  those  seen  with  bar- 
biturates, meprobamate  and  Librium®  (chlordiazepoxide  HCI).  Changes 
in  EEC  patterns  have  been  observed  in  patients  during  and  after  Valium 
(diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation, 
sleep  disturbances,  acute  hyperexcited  states  and  hallucinations  have 
been  reported.  Other  side  effects  noted  have  been  blurred  vision,  di- 
plopia, headache,  incontinence,  slurred  speech,  tremor  and  skin  rash. 
Valium  (diazepam)  is  available  as  5-mg  and  2-mg  tablets.  For  conven- 
ience and  economy  in  prescribing,  both  strengths  are  supplied  in  bottles 
of  50. 

Roche  Laboratories  endorses  the  principle  of  caution  in  the  administra- 
tion of  any  therapeutic  agent  to  pregnant  patients. 

^ROCHEl^ 


ROCHE  LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 
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tempting  strawberry  taste  treat 
for  your  irort-deficient  patients 


zentron  Chewabie 


Iron,  Vitamin  B Complex,  and  Vitamin  C 


Combines  iron  with  B complex  vitamins  in  a chewabie  tablet 


Additional  information  available  uoon  request.  Eli  Lilly  and  Company.  Indianapolis  6,  Indiana. 
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TUBERCUUI\I,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataW 
screening  test 
hasnever 
been  quite 
so  easy 

SWAB  THE ARM- 
UniCAPA  THVETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

Neo-S)[iiepliriDe*sooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (VaVo) 
and  children  (’AVo),  in  solutions  of  Vs,  Vs  or  1 
percent. 


\A/inthrop  Laboratories 
New  York,  N.  Y. 


T/jf/nthrop 


08MM) 


I 
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RECOGNIZE 
THIS  PATIENT? 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Benactyzine  hydrochloride  is  contraindicated  in  glaucoma.  Previous  allergic-or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  In  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  In  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  ‘DeproT  have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  Benactyzine  hydrochloride  hydrochloride,  particularly  in  high  dosage, 

may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  Is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ii  pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  "jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.-h  benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES 


Cranbury,  N.  J. 


C0-356Z 


Meprobamate may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased  gradually  to  six  tablets  dally  and  reduced  gradually  to  maintenance  levels  upon  estab- 
lishment of  relief  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg,  and  benactyzine  hydrochloride  1 mg.  Before  prescribirtg.  consult  package  circular. 
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ORANGE  FLAVORED 


We  will  be  pleased  to  send 
professional  samples  on  request. 

THE  BAYER  COMPANY 


HOW 

FRIENDS... 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
(I’A  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


i 

* 


i 

) 


Division  of  Sferllng  Drug  Inc.  Dept.  I 12 
90  Park  Avenue,  New  York,  N.  Y.  10016 
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What  Do  Soft  Drinks  Have  in  Common 
with  Cucumbers  and  Cabbage? 

Research  conducted  at  Eastman  Dental  Dispensary  ranked 
soft  drinks  in  the  same  category  as  cabbage,  cucumbers,  zwieback 
and  egg  noodles — foods  having  negligible  cariogenic  potential  0). 

This  study  also  indicated  that  the  amount  of  carbohydrate 
in  food  is  not  as  important  as  the  length  of  time  it  is  retained  in  the 
mouth.  Sparkling  soft  drinks  pass  through  the  mouth  quickly, 
leaving  only  pure,  flavorful  thirst-quenching  refreshment. 

(0  Bibby,  Basil  G.  D.M.D.,  PH.D.,  etal  “Evaluation  of  Caries- Producing  Potentialities 
of  Various  Foodstuffs"  Jl  of  Am  Dent  Assn;  vol  42,  May  ’51,  pps  491-509 

For  further  information  and  free  literature  write  to: 

Alabama  Bottlers  Association  P.  0.  Box  4206,  Montgomery,  Ala.  36104 
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n ® brand  of  phenylbutazone 

But3ZOlidin  Tablets  of  100  mg. 


Butazolidir! 

alka 


It  works! 


Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 

Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


A 

A 


This  is  the  season 
Allbee’^with  C is  made  for! 


When  a good  old-fashioned  winter  proves  too  much  for 
your  modern-day  patients,  it’s  a comfort  to  know  about 
Allbee  with  C.  Consider  its  simple,  rational,  economical 
formula  when  patients  need  therapeutic  amounts  of  B 
and  C vitamins  during  the  “flu”  and  u.r.i.  season. 
This  is  what  Allbee  with  C is  made  of:  Thiamine  mono- 
nitrate (Bi),  15  mg.;  Riboflavin  (Bs),  10  mg.;  Pyridoxine 
HCI  (Be),  5 mg.;  Nicotinamide,  50  mg.;  Calcium  panto- 
thenate, 10  mg.;  Ascorbic  acid  (vitamin  C),  300  mg. 

A.  H.  Robins,  Co.,  Inc.  Richmond  20,  Va. 


H fl  ■1 

for  patients 
who 

cough  like  the 
dickens . . . 

Great  Expectorants 
|by 

A.  H.  Robins 


Back  in  Dickens’  day,  about  the  only  remedy 
they  had  for  a bad  cough  was  time — and  an 
occasional  sip  of  rock-and-rye.  Nowadays  however, 
when  dealing  with  bronchitis,  croup,  and  URI, 
you  can  prescribe  with  “great  expectations” 
of  success  by  choosing  one  of  Robins’ 
great  expectorants. 

Although  each  Robins’  antitussive  is  formulated 
for  a cougher’s  special  need,  all  contain 
glyceryl  guaiacolate,  a superior 
expectorant  that  produces  significant  increases 
in  respiratory  tract  fluid  (RTF)  secretions.* 

By  stimulating  the  natural  production  of  RTF, 
glyceryl  guaiacolate  makes  fewer  coughs  more 
productive  so  that  the  cough  itself  removes  the 
very  irritants  that  cause  it. 

After  millions  of  prescriptions,  no  significant 

side  effects  have  ever  been  reported 

from  glyceryl  guaiacolate.  And  acceptance  of 

these  elegant  and  highly  palatable 

formulations  by  patients  has 

always  been  outstanding.  Whenever  you 

treat  patients  who  are  coughing 

“like  the  dickens,”  give  them  relief  with 

one  of  Robins’  great  expectorants. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va.  23220 


ROBITUSSIN® 

antitussive  /demulcent  / expectorant 
Each  5 cc.  (1  tsp.)  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5  per  cent 

ROBITUSSIN®  A-C  (exempt  narcotic) 

Robitussin  with  antihistamine  and  codeine 
Each  5 cc.  (1  tsp.)  contains: 


Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(Warning:  may  be  habit  forming) 

Alcohol  3.5  per  cent 

Robitussin  is  indicated  in  coughs  associated  with  head  and  chest  colds, 
bronchitis,  laryngitis,  tracheitis,  pharyngitis,  pertussis,  "flu,”  “grippe," 
measles,  chronic  paranasal  sinusitis,  pulmonary  tuberculosis,  or 
smoking.  Robitussin  A-C  is  especially  indicated  for  allergic,  harsh  or 
unresponsive  coughs. 

dosage:  ADULTS— 1 tsp.  every  3 to  4 hours.  CHILDREN— '/z  tsp.  every 
3 to  4 hours. 

side  effects:  No  serious  side  effects  from  glyceryl  guaiacolate  have 
ever  been  reported.  Nausea,  G-l  upset,  and  drowsiness  may  be  en- 
countered rarely  with  Robitussin  A-C. 

precautions:  There  are  no  contraindications  for  Robitussin.  Robitussin 
A-C  is  contraindicated  in  patients  hypersensitive  to  antihistamines  or 
codeine. 

DIMETANE®  EXPECTORANT 


antihistaminic  /antitussive 
Each  5 cc.  (1  tsp.)  contains: 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

DIMETANE®  EXPECTORANT-DC 
(exempt  narcotic) 

antihistaminic  /antitussive  /suppressant 


Codeine  phosphate 10  mg. 

(Warning:  may  be  habit  forming) 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

Indicated  for  relief  of  cough  and  allergic  states  in  which  an  expec- 
torant action  is  useful.  Dimetane  Expectorant-DC  is  indicated  when 
the  cough  suppressant  action  of  codeine  is  desired. 

dosage:  ADULTS— 1 to  2 tsp.  q.i.d.,  as  necessary.  CHILDREN— Vi  to 
1 tsp.,  t.i.d.  or  q.i.d. 

side  effects:  Overdosage  may  result  in  mild  drowsiness  or  excitement, 
but  within  the  therapeutic  range  neither  is  likely. 

Precautions:  Administer  with  caution  to  patients  with  cardiac  or  periph- 
eral vascular  diseases  and  hypertension. 

contraindications:  Hypersensitivity  to  antihistamines  or  codeine.  Not 
recommended  for  use  during  pregnancy. 

references:*  Boyd,  E.  M.,  and  Ronan,  A.  K.:  Am.  J.  Physiol.,  135:383, 
1942. 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
■SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma’ Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

'SOMA'  COMPOUND;  'SOMA’  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications;  'Soma'  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin -May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Cocfe/ne— Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol— like  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Code/ne-Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodoi  and  subsequent  cross-reaction  to  meprobamate.  Rare  ailergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  'Soma'  Compound  and  ‘Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

ja  WALLACE  LABORATORIES 

CSO-3518  Cranbury,  N.  J. 
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Of  507  patients  with  confirmed 
ear, nose  and  throat  infections... 
465  or  91.7%  were  treated 
successfully  with  Signemycin^ 


Note: 

Condition 

No.  of 

No.  Cured  with 

Adams,*  whose  50  patients 
included  20  with  ENT 
infections,  stated  that 
Signemycin  "was  particu- 

Patients 

Signemycin 

Otitis  media 

90 

86 

larly  valuable  in  infections 
that  did  not  respond  to 
other  antimicrobial  agents, 

Pharyngitis  and  laryngitis 

162 

148 

Sinusitis 

68 

55 

and  in  patients  to  whom 
penicillin  could  not  be 

given.”  All  his  cases  re- 
sponded within  five  days; 

Tonsillitis  and  peritonsillitis 

163 

153 

in  most  patients,  all  signs 
of  infection  disappeared  in 
three  days. 

Various 

24 

23 

’Adams,  J.:  J.  Tenn.  Med,  Ass. 
50:446,  Nov.,  1957. 

Totals 

507 

465  (91.7%) 

consistently  effective. ..often  when  others  fail 

Signemyciti 

tetracycline  HCI,  167  mg.; oleandomycin  PpnQI  lIpQ  (0^f\  mfl  ^ 
as  triacetyloleandomycin,  83  mg.  UQ^OUICO  1 1 ly.; 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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ACHROCIDIK 

TETRACYCLINE  HCI-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Each  Tablet 
contains: 


ACHROMYCIN® 

Tetracycline  HCI 125  mg. 

Acetophenetidin 

(Phenacetin) 120  mg. 

Caffeine 30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 


Each  (5cc.)  Teaspoonful  of  Syrup  (lemon-lime 
flavored)  contains: 


ACHROMYCIN®  Tetracycline 

equivalent  to  Tetracycline  HCI  . . 125  mg. 

Acetophenetidin  (Phenacetin)  ....  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate 15  mg. 


Methylparaben  4 mg.;  Propylparaben  1 mg. 


Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  re- 
lief in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness,  slight 
gastric  distress,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration.  The  last  named 
may  occur  only  if  the  drug  is  given  during  tooth  formation  (late  pregnancy,  the  neonatal  period, 
early  childhood).  Average  Adult  Dosage:  2 Tablets  or  2 Teaspoonfuls  of  Syrup  four  times  daily  The 
total  average  daily  dosage  for  children,  determined  by  the  tetracycline  content,  is  10  to  20  mg. 
per  pound  body  weight,  divided  into  four  equal  doses. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pear!  River,  New  York 

7143-3 


Of  1,088  patients  with  confirmed 
skin  and  soft-tissue  infections... 
1,036  or  95.2%  were  treated 
successfully  with  Signemycin° 


Note: 

Morador  et  al.*  obtained 
excellent  results  in  the 
treatment  of  185  out  of 
191  soft-tissue  infections, 
all  due  to  staphylococci. 
They  state:  "In  the  most 
serious  infections  occur- 
ring in  patients  with  im- 
paired resistance  (mainly 
diabetics)  we  have  had 
very  good  results  in  the 
control  of  the  infectious 
condition.”  In  these  stud- 
ies, incision  and  drainage 
were  employed  where 
indicated. 

•Morador,  J.  L.  et  al.:  Antibiot. 
Ann.  1959-1960:716. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Abscesses,  various 

35 

34 

Abscess,  gluteal  or  perianal 

54 

52 

Burns,  infected 

331 

307 

Carbuncles  and  furuncles 

125 

122 

Cellulitis 

104 

102 

Lacerations  and  wounds,  infected 

142 

128 

Ulcers,  infected 

107 

106 

Various  superficial  infections 

190 

185 

Totals 

1,088 

1 ,036  (95.2%) 

consistently  effective. ..often  when  others  fail 

Signemyciri 

tetracycline  HC1.167  mg.;  oleandomycin  PPOSUIGS  f 250  ITIQ.) 

as  triacetyloleandomycin,  83  mg.  r \ 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


Brief  Summary  and  Bibliography  follow. 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  Judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin^ 


Note: 


Condition 


No.  of  No.  Cured  with 


The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved" 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Patients 

Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 


5,057  4,731  (93.5%) 


consistently  effective. ..often  when  others  fail 


Signemycin 

tetracycline  HCI,  167  mg.; oleandomycin  PQnQI  lIpQ  i QRD  mn  ^ 
as  triacetyloleandomycin.  83  mg.  L»afJOUICO  \LUU  Illy.; 

Also  available  as  Syrup.  Pediatric  Drops,  and  half-strength  Capsules 
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and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121°C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 
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llOKiTOlUNG” 

IN  THE  MMIGEMENT  OE  INTESTINAL  OESTREGTION 


by 

M.  Bruce  Sullivan,  Jr.,  M.  D. 
Birmingham,  Ala. 

and 

Austen  L.  Bennett,  III,  M.  D. 
Birmingham,  Ala. 


At  least  5 per  cent  of  the  fatalities  from  in- 
testinal obstruction  are  due  to  inadequate 
preoperative  preparation  and  can,  therefore, 
be  prevented  by  expeditious  and  adequate 
resuscitation.'  In  the  case  of  an  acute  ob- 
struction resuscitation  time  will  be  minimal, 
and  the  risk  of  infarcted  intestine  can  be  met 
head  on  by  early  laparotomy.  In  the  patient 
with  intestinal  obstruction  of  over  three  days’ 
duration,  the  risk  of  vascular  embarrassment 
is  usually  minimal,  but  resuscitation  will  re- 
quire time  and  judgment  and  offers  our  most 
fertile  field  for  increasing  patient  survival. 


Dr.  M.  Bruce  Sullivan,  Jr.,  is  Chief,  Surgical 
Service,  Veterans  Administration  Hospital;  Asso- 
ciate Professor  of  Surgery,  University  of  Alabama 
Medical  Center. 

Dr.  Austen  L.  Bennett,  III,  is  Chief  Resident  in 
Surgery,  Veterans  Administration  Hospital,  Uni- 
versity of  Alabama  Medical  Center,  Birmingham, 
Alabama. 


Individual  patient  requirements  and  re- 
sponses are  determined  by  monitoring  the 
cardiovascular,  renal,  and  pulmonary  sys- 
tems. In  Fig.  1 the  monitored  patient  is  de- 
picted as  having  central  venous,  arterial,  and 
urinary  catheters.  The  central  venous  cathe- 
ter is  inserted  via  a peripheral  vein  to  the 
level  of  the  vena  cava-  and  connects  via  a 
three-way  stopcock  to  a venous  manometer 
and  the  intravenous  fluid;  the  arterial  cathe- 
ter is  placed  in  the  brachial  artery^  and 
patency  is  maintained  by  filling  the  tube 
with  heparin  solution*  after  each  arterial 
sample  is  withdrawn  for  gas  analyses;  the 
urinary  catheter  is  connected  to  a calibrated 
collection  burette.  Periodic  urine  volume 
measurement  (Fig.  2)  is  essential  in  replace- 
ment therapy;  however,  other  studies,  such  as 


*1  cc.  of  10,000  units/cc.  heparin  to  1000  cc. 
N/S. 
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Fig.  I.  The  above  figure  shows  a urinary  catheter  connected  to  a drip  chamber,  a central  venous 
catheter  connected  through  a three-way  stopcock  to  venous  manometer  and  intravenous  fluid,  and  an 
arterial  catheter  from  which  blood  samples  can  be  obtained. 


urine  to  plasma  creatinine  or  urea  nitrogen 
ratios,  may  be  necessary  for  the  diagnosis  of 
tubular  necrosis  should  this  condition  become 
suspect. 

By  presenting  the  monitoring  techniques 
we  do  not  mean  to  minimize  or  neglect  more 
commonly  used  signs  of  patient  response 
such  as  capillary  perfusion,  longitudinal 
tongue  furrowing,  precordial  heave,  and 
other  general  and  local  physical  signs  reflect- 
ing the  progress  of  the  disease  process.  For 
the  sake  of  brevity  we  will  assume  that  all 
of  these  factors  will  be  observed  and  con- 
sidered in  the  management  program.  That 
they  cannot  be  specifically  defined  in  each 
case  is  adequate  testimony  to  the  continued 
need  for  physicians  at  the  bedside. 

The  role  and  value  of  electrolyte  determi- 
nations are  apparent.  It  is  impossible  to  pre- 
dict the  acid-base  balance  of  a given  patient 
on  the  basis  of  duration  of  obstruction,  sus- 
pected level  of  obstruction,  amount  of  vomi- 


tus,  or  character  of  vomitus.  Whereas  the 
patient  with  vomiting  will  frequently  have 
hypochloremic  alkalosis,  this  is  not  always 
true,  and  the  only  definitive  measurement  is 
the  blood  pH.  Although  the  patient  with 
metabolic  acidosis  usually  requires  a greater 
volume  of  fluid  than  the  patient  with  alka- 
losis, this  fluid  may  be  less  well  accepted  be- 
cause of  poor  myocardial  function  in  the 
acidotic  state.  Correction  of  the  acidosis  may, 
therefore,  be  the  essential  first  step. 

In  order  to  exemplify  the  utility  of  “moni- 
toring” we  will  now  discuss  the  monitored 
systems  with  reference  to  the  debilitated 
patient  or  the  patient  who  has  failed  to  re- 
spond to  what  the  physician  anticipated 
would  be  adequate  and  appropriate  replace- 
ment therapy.  Fig.  3 lists  the  cardiovascular 
functions  monitored  and  the  basic  compon- 
ents reflected  in  each  function.  The  central 
venous  pressure  serves  the  dual  purpose  of 
warning  against  vascular  space  overload  with 
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RENAL  SYSTEM 

I.  URINE  VOLUME 

(1.)  Renal  blood  flow 
(2.)  Glomerular  function 
(3.)  Tubular  function 

II.  URINE  CONCENTRATION 

(1.)  Tubular  function 

Fig.  2.  Determinations  and  functions  identified 
via  the  urinary  catheter. 


elevated  pressure  (greater  than  150  mm. 
H2O)  and  of  suggesting  inadequate  replace- 
ment with  lower  pressures  (less  than  50  mm. 
H,0) . Resuscitation  may  require  six,  eight,  or 
ten  liters  of  electrolyte  solution  before  ade- 
quate tissue  perfusion  and  urine  output  can 
be  achieved.  Consequently,  rapid  electrolyte 
replacement  could  not  be  completed  without 
the  assurance  of  an  adequate  cardiac  response 
as  reflected  by  a stable  central  venous  pres- 
sure. The  patient  with  an  elevated  or  rapidly 
rising  venous  pressure  in  the  face  of  clinical 
dehydration  or  inadequate  tissue  perfusion  is 
identified  as  having  an  inadequate  cardiac 
reserve  and  needs  correction  of  acidosis  and/ 
or  digitalization.  A low  central  venous  pres- 
sure is  important  in  the  oliguric  patient  when 
one  is  differentiating  oliguria  of  dehydration 
from  oliguria  of  tubular  necrosis  or  as  an 


CARDIOVASCULAR  SYSTEM 

I.  BLOOD  PRESSURE 

(1.)  Left  ventricular  out- 
put 

(2.)  Blood  volume 

(3.)  Peripheral  resist- 
ance 

II.  PULSE 

(1.)  Cardiac  integrity 

III.  CENTRAL  VENOUS 

PRESSURE 

(1.)  Effective  blood 
volume 

(2.)  Right  ventricular 
competency 

Fig.  3.  Determinations  and  functions  identified 
via  the  blood  pressure,  pulse,  and  central  venous 
pressure. 


indication  for  the  administration  of  an  osmo- 
tic diuretic  such  as  mannitol. 

Further  discussion  of  pulse  and  blood  pres- 
sure is  not  necessary;  however,  one  should 
make  every  effort  to  achieve  a normal  pres- 
sure and  pulse  without  vasopressors  as  these 
agents  may  protect  certain  vital  circulations 
temporarily,*  but  the  resultant  peripheral 


RESPIRATORY  SYSTEM 

PO2  Oxygenation  > Pulmonary  Function 
pCO^  Ventilation  ^ 
pH  Acid-Base  Balance 

Fig.  4.  Determinations  and  functions  identified 
via  the  arterial  catheter  and  the  blood  gas 
analyses. 


constriction  may  contribute  to  a decreased 
tissue  perfusion  and  metabolic  acidosis. 

Fig.  4 shows  the  functions  determined  from 
arterial  blood  on  the  Beckman  Model  160 
physiological  gas  analyzer.^  Hypoxia  and 
acid-base  problems  are  not  only  common  in 
obstruction  but,  as  previously  stated,  are 
difficult  to  identify  without  these  direct 
measurements  and  may  be  critical  in  the 
pulmonary  or  cardiac  cripple.  Most  of  us  be- 


"ESTIMATION  OF  CYANOSIS  BY  127  OBSERVERS" 


% Arterial  Oxygen  Saturation 


Fig.  5.  A comparison  of  the  actual  per  cent  of 
arterial  oxygen  saturation  to  the  clinical  observa- 
tion of  cyanosis. 


NOVEMBER  1964— VOL.  34,  NO.  5 


123 


"MONITORING 


lieve  we  can  recognize  cyanosis  when  we  see 
it;  however,  Fig.  5 reveals  the  inability  of 
physicians  and  medical  students  to  accur- 
ately detect  slight  or  even  marked  cyanosis 
under  ideal  circumstances.^’  Consequently, 
we  routinely  and  empirically  place  patients 
with  intestinal  obstruction  on  oxygen  ther- 
apy. The  arterial  pCO,  serves  as  a reflection 
of  the  adequacy  of  ventilation  and  helps  in 
evaluating  an  abnormal  pH.  In  those  patients 
who  develop  nonresponsive  hypotension,  one 
should  suspect  acidosis,  and  in  the  absence 
of  a pH  determination,  44.4  mg.  of  sodium 
bicarbonate  solution  in  500  cc.  of  5 per  cent 
glucose  in  distilled  water  may  be  adminis- 
tered as  a therapeutic  trial.  The  use  of  Tris 
buffer  is  dangerous  because  of  possible  res- 
piratory arrest;'-^-**  and  if  it  is  administered, 
an  anesthetist  and  the  equipment  for  assisted 
respiration  must  be  at  the  bedside. 

The  renal  system  is  monitored  primarily  in 
the  acute  situation  by  the  hourly  urine  vol- 
ume. The  kidney  is  a wonderfully  sensitive 
and  responsive  organ.  It  serves  as  an  early,  if 
not  the  earliest,  indicator  of  inadequate 
blood  volume  and  tissue  perfusion,  and  in  the 
absence  of  tubular  necrosis,  urine  flow  will 
be  established  when  the  patient  is  in  balance. 
The  use  of  osmotic  diuretics,  such  as  manni- 
tol, has  become  very  popular.  The  adminis- 
tration of  mannitol  causes  an  acute  plasma 
volume  expansion  with  dilutional  hypona- 
tremia.This  may  further  aggravate 
electrolyte  imbalances  or  contribute  to  car- 
diac failure.  If  diuresis  is  established,  the 
increased  plasma  volume  will  be  reduced  and 
additional  sodium  ions  excreted.  For  these 
reasons  it  is  wise  not  to  administer  mannitol 
to  the  oliguric  patient  until  the  central 
venous  pressure  has  risen  to  a level  of  ap- 
proximately 100  mm.  HoO  and  the  depleted 
electrolytes  have  been  replaced.  When  these 
criteria  are  met,  12.5  Gm.  of  mannitol  is  ad- 
ministered as  a 25  per  cent  solution  over  a 
three  to  five  minute  period.  If  this  is  suc- 
cessful in  establishing  a diuresis,  a satisfac- 
tory output  can  be  maintained  by  titration 
with  2.5  per  cent  mannitol  in  saline.  If 
mannitol  is  unsuccessful,  the  diagnosis  of 
renal  failure  must  be  entertained  and  the 


appropriate  diagnostic  and  therapeutic  meas- 
ures instituted. 


Summary 

A program  is  presented  for  physiological 
monitoring  of  the  patient  with  intestinal  ob- 
struction during  resuscitation.  This  is  de- 
signed to  continually  evaluate  the  responses 
of  the  cardiovascular,  respiratory,  and  renal 
systems  to  fluid  and  electrolyte  administra- 
tion and  to  each  other,  thereby  permitting 
rapid  and  complete  replacement  without  the 
danger  of  cardiac  overload. 
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Dysmenorrhea:  Treatment 
With  Papaverine-Double  Blind  Study 


by 

J.  R.  White.  M.  D. 
Tuscaloosa,  Alabama 


Papaverine*  is  the  most  important  iso- 
quinoline alkaloid  of  opium.  It  is  slightly 
analgetic,  yet  its  actions  are  quite  unrelated 
to  those  of  morphine.  The  basic  action  is 
relaxing  the  tonus  of  all  smooth  muscle 
without  blocking  normal  contractions.  Mach, 
1916,^  claimed  papaverine  produced  a periph- 
eral vasodilator  action. 

Primary  dysmenorrhea  affects  an  esti- 
mated five  to  eight  million  women  annually 
in  the  United  States-  with  an  economic  loss 
stated  to  be  three  times  that  of  the  common 
cold.-"*  This  condition  is  a complex  of  symp- 
toms without  objective  disease  findings  that 
may  include  depression,  irritability  and 
nervousness  in  approximately  63  per  cent  of 
recorded  cases  and  premenstrual  tension, 
gastric  upset,  backache,  and  headache  in  45 
per  cent  of  the  cases.'*  Pain  is  present  by 
definition  in  100  per  cent  of  the  cases.  In  this 
study  secondary  dysmenorrhea  is  intention- 
ally not  included.  The  possibility  that  some 
of  our  patients  could  have  been  suffering 
from  secondary  dysmenorrhea,  however, 
cannot  be  excluded,  yet  there  was  no  evi- 
dence of  pathological  conditions  on  physical 
examination  nor  in  the  patients’  history. 


*Supplied  as  PAVABID®  by  Marion  Laborator- 
ies, Inc.,  Kansas  City,  Mo. 

Dr.  White  is  a general  practitioner  and  surgeon. 
NOVEMBER  1964— VOL.  34.  NO.  5 


I shall  not  attempt,  in  the  scope  of  this 
report,  to  discuss  all  the  etiologies  as  pro- 
posed by  authors  for  hundreds  of  years  be- 
yond the  statement  that  pain  may  be  due  to 
vasoconstriction  in  the  spiral  arteriolar  sys- 
tem in  the  myometrium  as  reported  by  Lang- 
don  Parsons,  Professor  of  Gynecology  at  the 
Boston  University  School  of  Medicine.'*  It 
has  also  been  felt  that  pain  of  dysmenorrhea 
is  basically  due  to  vasomotor  disturbance 
within  the  uterus.  Also,  Greenblatt'*  in  1941, 
proposed  the  use  of  Priscoline®  to  produce 
uterine  vasodilation  and  in  a clinical  study 
had  an  approximately  65-70  per  cent  good 
overall  result,  yet  side  effects  were  present 
in  a high  percentage. 

METHODS  AND  MATERIALS 

Fifty  patients  with  primary  dysmenorrhea 
were  selected  for  this  study.  Forty-two  were 
white  and  eight  were  negro.  Thirty-six  were 
multiparous  and  14  had  from  one  to  four 
children.  The  age  range  of  these  patients 
was  from  12  to  43  years.  All  patients  were 
given  complete  physicals  including  pelvic 
examination  and  pap  smears  and  a detailed 
history  of  each  patient’s  past  history  was 
made  a part  of  the  survey. 

In  addition,  information  as  to  other  medi- 
cations which  the  patients  were  taking  was 
elicited  and  noted.  Particular  emphasis  was 
directed  toward  determining  whether  a pa- 
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tient  was  taking  one  of  the  ovulation  inter- 
ruptors.  Most  authorities  propose  that  pri- 
mary dysmenorrhea  in  an  anovulatory  pa- 
tient is  of  psychic  origin.  As  the  number  of 
patients  taking  this  group  of  medication  in- 
creased, I noted  a definite  decrease  in  the 
number  of  patients  who  had  dysmenorrhea. 
Many  others  have  discussed  the  lessening  of 
their  symptoms,  yet  approximately  20  per 
cent  still  continued  to  complain  of  pain. 

Realizing  that  one  must  be  wary  of  clinical 
impressions,  it  must  be  accepted  that  any 
general  practitioner  or  specialist  with  re- 
peated patient  contact  will  form  opinions 
upon  which  he  can  and  must  rely  within  the 
realm  of  medical  judgment.  I,  therefore,  feel 
that  additional  studies  may  throw  further 
light  on  the  etiology  of  dysmenorrhea  as  our 
research  capabilities  expand. 

Twenty-five  members  of  this  group  were 
given  sustained  release  capsules  of  150  mg. 
papaverine  hydrochloride  with  a daily  dosage 
of  one  capsule  morning  and  evening,  starting 
two  days  prior  to  the  expected  onset  of 
menses. 

Patients  with  a history  of  frequent  gross 
irregularity  had  been  excluded  from  this 
study.  Even  so,  it  was  not  infrequent  to  have 
a patient  miscalculate  the  starting  date  by 
as  much  as  three  days.  Each  patient  was  ad- 
vised to  take  the  capsules  for  a minimum  of 
six  doses  or  until  all  indications  of  dys- 
menorrhea had  ceased. 

Twenty-five  other  patients  received  place- 
bos identical  in  appearance  to  the  papave- 
rine. Both  base  drug  and  placebos  were 
numbered  and  neither  patient  nor  investi- 
gator was  aware  of  the  contents  of  the  cap- 
sules until  after  all  data  were  assembled. 
Each  patient  took  the  drug  for  at  least  three 
menstrual  periods,  although  these  were  not 
necessarily  in  sequence. 

Each  patient  was  asked  to  evaluate  the  ef- 
fectiveness of  the  drug  toward  alleviating 
pain  as:  good,  fair,  or  poor,  over  the  three- 
cycle  experiment.  Many  of  these  patients  are 
university  students  living  in  dormitories  or 
sorority  houses.  Therefore,  we  were  able  to 
achieve  a very  high  degree  of  reporting  and 
subsequent  follow-up. 


TABLE  I 

RELIEF  OF  PAIN  FROM  CRAMPING 


PLACEBO  RESULTS 

Results  [No.  of  Patients  | Percentage 

Good 

5 

20% 

Fair 

11 

44% 

Poor 

9 

36% 

TOTAL 

25 

100% 

In  our  placebo  study  it  was  interesting  to 
note  the  high  degree  of  relief  obtained  just 
from  the  suggestion  that  “these  capsules  may 
relieve  your  discomfort.”  Out  of  25  patients 
who  received  placebos,  the  results  are  shown 
in  Table  I. 


TABLE  II 


PAPAVERINE  RESULTS 

Results  1 

No.  of  Patients 

1 Percentage 

Good 

16 

64% 

Fair 

7 

28% 

Poor 

2 

8% 

TOTAL 

25 

100% 

Later  those  patients  in  the  papaverine  test 
group  who  showed  poor  results  were  given 
one  capsule  q.i.d.,  a.c.  et  H.S.  and  started 
three  days  before  expected  onset  of  menses, 
yet  the  clinical  response  remained  the  same. 
One  of  these  patients  has  subsequently  been 
placed  on  an  ovulation  inhibitor  and  she  still 
complains  of  cramping,  although  to  lesser 
degree.  The  possibility  of  endometriosis  or 
other  pelvic  disease  in  this  patient  is  under 
investigation  at  the  present  time. 

SIDE  EFFECTS 

With  careful  questioning  monthly  and  at 
the  end  of  the  three-cycle  report  periods,  I 
was  unable  to  elicit  a single  instance  that 
could  be  construed  as  an  undesirable  side 
effect.  One  patient  stated  she  had  more  back 
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pain  and  less  pelvic  area  pain,  but  I feel  this 
is  probably  a variant  of  pain  distribution. 

OTHER  EFFECTS 

The  most  constant  additional  effect  noted 
in  the  papaverine  group  and  not  noted  in  the 
placebo  group  was  a decrease  in  the  apparent 
amount  of  blood  flow.  In  both  groups  a few 
patients  stated  their  periods  were  shorter 
but  only  the  papaverine  group  reflected  an 
actual  decrease  in  the  amount  of  flow.  Eight 
of  the  25  patients  in  this  group  volunteered 
this  information  and  after  the  final  gathering 
of  data  I questioned  the  remainder  of  the 
group  and  three  others  noted  their  amount  of 
discharge  was  definitely  decreased. 

Edema  was  not  affected  nor  was  a decrease 
in  premenstrual  tension  consistent  enough  to 
be  considered  an  adequate  clinical  response. 

DISCUSSION 

The  64  per  cent  good  results  of  papaverine 
hydrochloride  in  a dose  of  150  mg.  sustained 
release  capsules  twice  a day,  beginning  two 
days  before  the  onset  of  menses  seems  to 


suggest  the  possibility  of  arteriolar  spasm 
being  involved  in  the  partial  cause  of  dys- 
menorrhea. The  overall  result  of  good  plus 
fair  over  placebo  results  is  approximately 
25  per  cent.  No  toxic  side  effects  were  noted. 
Eight  of  the  25  patients  on  papaverine  re- 
ported a decrease  of  menstrual  flow.  This 
was  entirely  the  patients’  opinion  and  not 
verified  with  measurements  of  menstrual 
products. 

The  fact  that  64  per  cent  of  the  patients  on 
placebos  had  fair  to  good  results  also  tends 
to  confirm  that  at  least  a part  of  dysmenor- 
rhea is  psychic  in  origin. 
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Products  of  Research  That  Save  Lives 

Let  the  law  deal  harshly  with  any  dis- 
honesty, false  claims,  or  unsafe  practices 
found  in  the  drug  industry,  but  let  us  not 
encourage  unlimited  power  by  the  FDA 
which  could  destroy  the  tree  laden  with  the 
fruit  of  honest  research  because  of  one  ailing 
branch.  We  would  suggest  ...  a resolution  of 
confidence  in  the  pharmaceutical  industry 
whose  products  have  saved  the  lives  of  so 
many  children.  It  is  easy  to  forget  that  the 
life  of  President  Lincoln’s  son  could  probably 
have  been  saved  by  antibiotics. — Robert  F. 
Lorenzen,  M.  D.,  in  Arizona  Medicine,  21: 
469,  (June)  1964. 


More  Opportunities  to  Study  Drug  Effects 

Whatever  the  methodology  used  and  who- 
ever the  physicians  who  wish  to  participate 
in  the  testing  of  drugs,  all  of  the  groups  that 
are  concerned — should  be  vigilant  to  see  that 
no  one  steps  beyond  his  qualifications  in 
testing  a drug.  And  they,  together  with  the 
Association  of  American  Medical  Colleges, 
should  see  that  the  problem  of  studying 
drugs  in  humans  is  placed  squarely  before 
medical  students  and  house  officers  and  that 
more  opportunities  are  provided  for  them  to 
observe  the  effects  of  drugs  on  people. — 
Harry  F.  Dowling,  M.  D.,  in  J.  A.  M.  A., 
187:  3 (Jan.  18)  1964. 
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Blue  Cross-Blue  Shield  Of  Alabama 

By  H.  F.  Singleton 


In  the  June  1964  issue  of  the  Journal  of 
the  Medical  Association  of  Alabama  Dr.  Wil- 
liam H.  Tucker,  of  Mobile,  a former  member 
of  the  Board  of  Directors  of  Blue  Cross-Blue 
Shield  of  Alabama  had  published  an  article 
titled  “Blue  Cross-Blue  Shield  of  Alabama.” 

While  we  have  no  desire  to  engage  in  a 
debate  with  Dr.  Tucker,  the  Blue  Shield 
Board  members  of  Alabama  Blue  Cross-Blue 
Shield  have  instructed  me  to  clarify  state- 
ments made  by  Dr.  Tucker.  ' 

As  for  the  general  tone  and  content  of  the 
Tucker  article,  we  have  no  idea  of  its  motiva- 
tion. Dr.  Tucker  served  three  years  in  the 
fiduciary  capacity  of  Trustee  of  the  Blue 
Cross-Blue  Shield  Board,  without  compensa- 
tion, as  a Blue  Shield  representative. 

However,  in  order  to  keep  the  record 
straight  some  12  statements,  in  the  opinion 
of  the  Blue  Shield  Board  members,  require 
clarification  or  correction. 

Number  one:  “Initially,  Blue  Shield  poli- 
cies were  sold  to  substandard  income  groups.” 

Comment;  Initially,  and  presently,  Blue 
Shield  contracts  are  offered  and  sold  to  all 
groups  and  individuals  in  Alabama,  regard- 
less of  income  status. 

Number  two:  Table  II  in  the  article 

showed  gross  billings  per  day  for  hospitals 
for  the  years  1950  through  1962.  The  follow- 


*This  article  was  prepared  for  and  reviewed  by 
the  six  members  of  the  Blue  Shield  Committee 
and  has  this  Committee’s  unanimous  approval. 
H.  F.  Singleton  is  President  of  Blue  Cross-Blue 
Shield  of  Alabama. 


ing  footnote  statement  is  incorrect:  “Deduct 
10  to  12  per  cent  from  gross  billings  to  obtain 
the  amount  actually  received  by  the  hospitals 
from  Blue  Cross  for  care  rendered.” 

Comment;  The  average  billing  allowance 
by  hospitals  over  the  period  was  actually  less 
than  5 per  cent,  and  between  50  to  60  hos- 
pitals, varying  from  year  to  year,  received 
their  full  billing  under  the  reimbursement 
formula. 

Number  three:  “It  will  suffice  to  say,  how- 
ever, that  the  formula  is  a complicated  one. 
It  does  not  allow  anything  for  bad  debts,  out- 
patient care,  etc.” 

Comment:  The  formula  is  very  simple; 

Hospitals  are  reimbursed  on  a basis  of  their 
average  billings  up  to  105  per  cent  of  the 
average  inpatient  cost  for  services  covered 
by  the  Blue  Cross  contracts.  Outpatient  care 
is  not  covered  by  the  service  agreement  be- 
tween hospitals  and  Blue  Cross;  therefore, 
the  hospitals  can  collect  their  full  billing  for 
outpatient  services.  As  for  bad  debts,  these 
are  intended  to  be  covered  in  the  5 per  cent 
plus  factor.  However,  studies  have  repeat- 
edly shown  that  bad  debts  from  Blue  Cross 
patients  average  less  than  one-half  of  one 
per  cent  of  hospital  income.  Further,  Blue 
Cross  contracts  cover  service  in  only  a semi- 
private room.  Any  patient,  who  selects  a pri- 
vate room,  pays  the  hospital  an  appropriate 
additional  amount. 

Number  four:  A corollary  statement  of 

Dr.  Tucker  says  that  “It  is  estimated  that 
Blue  Cross  patients  pay  10  to  12  per  cent 
less  than  those  having  no  insurance  or  those 
covered  by  non-Blue  Cross  insurance.” 
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Comment:  This  statement  cannot  be  sub- 
stantiated, and  is,  apparently,  a conclusion 
reached  by  Dr.  Tucker.  As  was  pointed  out 
above,  the  hospital  billing  allowance  is  less 
than  5 per  cent, — not  10  to  12  per  cent.  A 
study  done  in  1957  of  five  Alabama  hospitals 
also  refutes  the  implication  that  Blue  Cross 
patients  return  fewer  dollars  to  the  hospital. 
This  study  was  done  from  the  actual  ledger 
sheets  of  these  hospitals.  It  showed  that  the 
average  income  from  Blue  Cross  patients  per 
case  was  $187.84  as  compared  with  the  aver- 
age for  non-Blue  Cross  patients  of  $179.20  per 
case.  But  this  is  not  the  whole  story.  Bad 
debts  from  Blue  Cross  patients  were  1.3  per 
cent;  from  non-Blue  Cross  patients,  3.6  per 
cent.  Further  analysis  showed  that  billing 
allowances  (discounts)  for  the  Blue  Cross 
patient  in  these  five  hospitals  was  5.8  per 
cent;  for  the  non-Blue  Cross  patient,  6.9  per 
cent.  If  we  add  the  Blue  Cross  bad  debts  and 
billing  allowances  we  get  7.1  per  cent  (5.8 
plus  1. 3=7.1  per  cent) ; if  we  add  the  same 
figures  for  non-Blue  Cross  patients,  we  get 
10.5  per  cent  (6.9  plus  3.6=10.5  per  cent). 
The  facts  speak  for  themselves. 

Number  five:  “All  licensed  hospitals  are 
approved  for  membership.” 

Comment:  This  is  only  partly  true.  All 

licensed  general  hospitals  (not  sanatoria,  T. 
B.  hospitals,  etc.)  are  eligible  for  member- 
ship. 

Number  six:  “A  hospital,  if  approved  by 
these  bodies  (Hospital  Association  Trustees 
and  Board  of  Censors) , must  be  accepted  by 
Alabama  Blue  Cross.” 

Comment:  This,  again,  is  only  partly  true. 
For  cause,  the  Board  of  Directors  of  Ala- 
bama Blue  Cross-Blue  Shield,  may  discon- 
tinue the  membership  of  a hospital. 

Number  seven:  “The  reimbursement  for  a 
day  of  care  for  a Blue  Cross  covered  patient 
is  determined  by  an  instructed  audit  which 
allows  or  disallows  certain  expenses  of  the 
hospital  based  on  precedent  and  special  fac- 
tors too  complicated  to  elaborate  on  in  the 
scope  of  this  article.” 

Comment:  An  independent  audit  firm  does 
a cost  study,  not  an  audit,  annually  on  all 


member  hospitals.  Their  criteria  for  finding 
cost  is  limited  to  services  covered  by  the  Blue 
Cross  contracts  only.  In  finding  cost,  the 
principles  recommended  by  the  American 
Hospital  Association  are  used.  All,  or  any 
part  of  hospital  cost  that  contributes  to  in- 
patient hospital  care  is  included.  Excessive 
interest  or  rent  which  goes  beyond  actual 
historical  depreciation  is  subject  to  limita- 
tions prescribed  by  the  full  Blue  Cross-Blue 
Shield  Board  of  Directors. 

Number  eight:  “The  hospitals  receive  only 
‘cost’  for  services  rendered  Blue  Cross  pa- 
tients.” 

Comment:  As  has  already  been  pointed 

out,  hospitals  receive  their  billings  up  to 
105  per  cent  above  their  costs  for  inpatient 
covered  services,  plus  any  additional  amount 
for  such  non-covered  services  as  private 
rooms,  long  distance  telephone  calls,  cots  and 
T.  V. 

Number  nine:  “It  has  been  estimated  this 
‘cost’  is  approximately  seven  to  ten  per  cent 
less  nation-wide  of  what  the  hospital  would 
receive  if  the  patient  had  no  insurance  or  had 
another  type  of  insurance.” 

Comment:  Again  this  statement  is  not 

substantiated.  No  reference  source  for  such 
an  “estimate”  is  given.  The  statement  is  not 
correct,  because  more  hospitals  are  paid  on  a 
billing  basis,  than  on  a cost  plus  basis. 

Number  ten:  “,  no  allowance  for  outpatient 
services  and  no  allowance  for  obsolescence  of 
equipment,” 

Comment:  This  is  an  incorrect  portion  of  a 
statement  which  purports  to  show  that  Blue 
Cross  patients  cause  deficits  which  must  be 
“made  up”  by  other  patients.  First,  the  al- 
lowance for  outpatient  expenses  is  not  appli- 
cable to  the  service  coverage  for  inpatients. 
The  hospital  is  free  to  collect  its  full  bill 
for  outpatient  and  emergency  care  rendered 
Blue  Cross  patients.  Secondly,  depreciation 
of  equipment  is  an  allowable  expense.  An 
obsolete  piece  of  equipment  still  in  use  is 
depreciated  according  to  its  full,  original 
cost;  any  new  equipment  is  likewise  set  up 
and  depreciated  as  an  allowable  cost. 
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Number  eleven:  “If  the  growth  of  Blue 

Cross  continues,  private  insurance  will  cease 
to  be  competitive  due  to  the  increased 
premiums  brought  about  by  increased 
charges  to  non-Blue  Cross  patients.” 

Comment:  While  Blue  Cross  continues  to 
show  steady,  healthy  growth,  it  is  a fact  that 
less  than  one-third  of  the  American  people 
have  Blue  Cross.  Of  the  140,000,000  Ameri- 
cans with  some  sort  of  hospital  insurance, 
only  59,000,000  have  Blue  Cross. 

Number  twelve:  “Great  pressure  by  large 
blocks  of  subscribers  (Labor  Unions).  These 
acting  in  concert  with  the  established  policy 
of  the  national  Blue  Shield  organization 
may  be  too  great  for  management  to  resist.” 

Comment:  Here,  Dr.  Tucker  is  referring 
to  the  demands  of  Labor  Unions  for  full  serv- 
ice Blue  Shield  coverage,  and  to  the  policy 
of  the  National  Association  of  Blue  Shield 
Plans  of  fostering  service  benefits  where  the 
local  or  state  medical  societies  concur.  It  is 
important  that  the  medical  profession  know 
that  there  is  a desire  on  the  part  of  both 
labor  and  management  for  negotiated  service 
benefits.  Such  national  concerns  as  the 
major  steel  companies  and  the  entire  auto 
industry  are  working  jointly  in  committees 
in  an  effort  to  obtain  full  service  benefits  for 
their  worker-employees.  It  may  be  general- 
ly stated  that  both  company  and  union  wish 
to  purchase  identifiable  medical  benefits  for 
an  agreed-upon  price;  and  further,  both  de- 
sire to  explore  together  with  the  medical  pro- 
fession the  possibility  of  service  benefits. 

The  Medical  Association  of  the  State  of 
Alabama  has  six  (6)  physicians  on  the  Board 
of  Trustees,  who  also  serve  on  the  Board  of 
Directors  of  Blue  Cross-Blue  Shield  of  Ala- 
bama. 

The  Blue  Cross  Emblem  belongs  to  the 
American  Hospital  Association  which  sets 
the  standards  with  respect  to  scope  of  cover- 
age and  reserve  requirements. 

The  Blue  Shield  Emblem  belongs  to  the 
National  Association  of  Blue  Shield  Plans, 
and  it  sets  the  standards  of  benefits  and  re- 
serve requirements.  One  of  the  standards  is 


that  the  duly  constituted  local  medical  so- 
ciety shall  sponsor  the  Plan. 

While  the  majority  of  Blue  Shield  Plans 
are  “Service”  Plans,  the  right  to  offer  full 
service  medical  benefits  rests  with  the  local 
sponsoring  agency — the  medical  society  or 
association. 

In  Alabama,  the  Board  of  Directors  and 
the  Executive  Officers  are  on  record  with 
regard  to  a full  service  plan  for  Alabama, 
either  at  the  county  or  state  level.  A service 
plan  will  not  be  offered  in  Alabama  until  the 
Medical  Association  of  the  State  of  Alabama 
or  any  constituent  county  society  requests 
that  a full  service  plan  be  offered  to  the 
public.  It  would  be  both  impractical  and 
foolish  for  a Blue  Shield  Plan  to  offer  any 
full  service  plan  without  the  active  advice, 
consent  and  continuing  cooperation  of  or- 
ganized medicine.  Finally,  in  Dr.  Tucker’s 
article,  he  states:  “It  (the  Alabama  Plan)  is 
even  more  unique  in  that  it  is  one  of  four 
plans  out  of  70  U.  S.  Plans  that  has  a com- 
bined Blue  Cross-Blue  Shield  Board.”  Our 
understanding  of  the  meaning  of  the  word 
“unique”  is  that  it  cannot  be  compared  or 
qualified.  The  facts  are  that  there  are  actual- 
ly nine  plans  (not  four)  which  have  com- 
bined Blue  Cross-Blue  Shield  Boards.  They 
are  Alabama,  Arkansas,  Delaware,  Maine, 
Mississippi,  Chapel  Hill,  Durham,  Chatta- 
nooga and  Memphis.  Of  the  nine,  five  offer 
full  service  contracts.  There  are  29  Blue 
Cross-Blue  Shield  Plans  formed  as  separate 
corporations  but  with  the  same  director,  staff 
and  location;  there  are  13  plans  formed  as 
separate  corporations,  having  separate 
boards,  directors  and  staff,  but  the  same  loca- 
tion; and  there  are  20  plans  having  separate 
boards,  directors,  staffs  and  locations  from 
any  Blue  Cross  Plan. 

With  co-operation,  guidance,  leadership 
and  constructive  criticism,  of  the  Medical 
Association  of  the  State  of  Alabama,  the  Ala- 
bama Blue  Shield  Plan  can  offer  the  kind  of 
voluntary  prepayment  plan  that  will  provide 
a sound  basis  for  financing  the  medical  care 
of  the  citizens  of  Alabama  who  wish,  volun- 
tarily, to  enroll. 
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The  leadership  needed  to  solve  such  grow- 
ing community  problems  as  air  pollution, 
water  pollution,  and  traffic  safety  can  be 
found  at  the  local  level  among  the  health 
teams  employed  in  private  industry  and 
trained  in  preventive  medicine. 

This  was  the  opinion  expressed  today  by 
Dr.  Henry  F.  Howe,  director,  department  of 
occupational  health,  American  Medical  Asso- 
ciation, in  a speech  prepared  for  delivery  at 
the  annual  meeting  of  the  American  Public 
Health  Association. 

“The  skills  of  industrial  physicians  are  the 
best  presently  available  resource  to  supple- 
ment shortages  in  manpower  in  many  of  the 
public  health  activities  of  government,”  he 
said. 

Machines  and  chemicals  emerging  from  in- 
dustry into  public  use  are  creating  “tech- 
nological jungles,”  Dr.  Howe  warned,  and 
the  American  people  are  clamoring  for  con- 
trol measures. 

“Someone  is  going  to  control  them,”  he 
said. 

“Shall  they  be  controlled  by  fiat  from  a 
central  bureaucracy,  or  by  the  guidance  of 
the  local  citizenry,  depending  on  talented  ad- 
visors on  the  local  scene?  The  Public  Health 
Service  shies  away  from  disciplinary  func- 
tions, hoping  that  states  and  cities  will  ac- 
cept their  responsibilities  to  control  their 
own  problems.  Matching  Federal  grants  are 
available,  a compromise  to  afford  local  con- 
trol with  Federal  assistance.  Will  the  states 
pick  up  the  gauntlet,  and  solve  their  own 
problems,  or  will  the  next  phase  be  Federal 
control?” 

Physicians  in  industry,  along  with  the 


other  members  of  the  industrial  health  team, 
have  achieved  a dramatic  reduction  in  in- 
dustrial accident  rates  and  in  the  incidence 
of  occupational  diseases  during  the  past  30 
years.  Dr.  Howe  pointed  out. 

“It  is  now  the  total  environment  which 
needs  a survey  of  its  health  hazards,”  he 
said. 

“Off-the-job  safety  is  becoming  a more 
severe  challenge  to  our  society  than  on-the- 
job  safety.  Automobiles  kill  more  people 
than  production  machinery. 

“Candid  surveys  of  hazards  in  his  own 
community  by  an  observant  industrial  phy- 
sician may  be  all  that  is  needed  to  inaugurate 
a local  safety  council,  a campaign  to  clean  up 
water  pollution,  or  a project  for  automotive 
safety.” 

Home  safety,  safety  in  sports,  in  agricul- 
ture, in  scuba  diving,  parachute  jumping,  and 
private  aviation  need  the  same  sort  of  analy- 
sis in  the  community  that  industrial  physi- 
cians have  applied  to  similar  problems  in  the 
factory,  he  pointed  out. 

The  manpower  pool  represented  by  phy- 
sicians practicing  private  preventive  medi- 
cine in  industry  is  as  large  or  larger  than  the 
pool  of  similarly  oriented  public  health  phy- 
sicians employed  at  all  levels  of  government. 
Dr.  Howe  estimated. 

The  industrial  health  team  includes  from 
3,000  to  5,000  physicians  as  well  as  17,200  in- 
dustrial nurses  and  about  1,300  industrial 
hygienists,  he  said,  while  at  all  levels  of  gov- 
ernment, there  are  only  about  2,000  physi- 
cians employed  full-time  in  official  public 
health  work. 
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MIAMI  BEACH  HOST  TO  CLINICAL  CONVENTION 


A scientific  program  attuned  to  the  current 
needs  and  interests  of  the  practicing  physi- 
cian is  planned  for  the  18th  clinical  conven- 
tion of  the  American  Medical  Association. 

Immunization,  depression,  cardiac  arrhyth- 
mias, vascular  occlusive  diseases,  emphy- 
sema, iatrogenic  diseases,  and  hypertension 
are  only  a few  of  the  major  areas  to  be  ex- 
plored during  the  four-day  meeting,  Nov. 
29-Dec.  2. 

More  than  300  physicians  will  participate 
in  a full  program  of  lectures,  exhibits,  mo- 
tion pictures,  color  television,  fireside  con- 
ferences and  breakfast  roundtables. 

A new  feature  of  the  clinical  convention 
this  year  is  a postgraduate  course  on  obstet- 
rics for  the  general  practitioner.  Fifteen  lec- 
tures will  be  presented  during  three  sessions 
ranging  from  infertility  and  prenatal  care 
through  complications  of  labor  and  anethesia 
to  postnatal  care  and  maternal  mortality. 
Chairman  of  the  course  is  Ralph  W.  Jack,  M. 
D.,  Miami. 

The  entire  scientific  program,  with  the  ex- 
ception of  the  fireside  conferences  and  break- 
fast roundtables,  will  be  held  in  Miami  Beach 
Convention  Hall.  The  modern,  single-level 
structure,  completed  in  1959,  is  fully  air- 
conditioned  and  boasts  one  of  the  finest  sound 
amplification  systems  to  be  found  anywhere 
in  the  nation.  It  is  located  just  one  block 
from  the  Lincoln  Road  shopping  centers, 
Florida’s  Gold  Coast  and  the  ocean. 

The  popular  fireside  conferences,  presented 
as  a joint  session  of  the  American  College  of 
Chest  Physicians  and  the  AMA,  will  be  held 
Sunday  night,  Nov.  29,  at  the  Fontainebleu 
Hotel.  There  will  be  11  tables  at  which  50 
to  60  discussion  leaders  will  engage  in  an 
informal  and  free  exchange  of  views  on  a 
variety  of  medical  subjects. 

Six  breakfast  roundtables  are  scheduled  at 
the  di  Lido  Hotel.  Topics  include  cancer  of 


the  thyroid,  cosmetic  surgery  and  peptic 
ulcer. 

In  addition,  125  scientific  exhibits  will  be 
on  display  during  the  meeting,  including  a 
special  exhibit  on  fractures,  and  some  30 
medical  motion  pictures  will  be  shown  in  the 
afternoon  Monday  through  Wednesday. 

General  chairmen  of  the  local  committee 
on  arrangements  are  Clifford  C.  Snyder,  M. 
D.,  and  Nelson  Zivitz,  M.  D. 

Three  prominent  men  of  medicine  will  de- 
liver mid-day  lectures  during  the  AMA  Clini- 
cal Convention. 

Edward  R.  Annis,  M.  D.,  Miami,  immediate 
past  president  of  the  AMA,  will  speak  on 
“The  Physician  as  a Diplomat”  on  Monday, 
Nov.  30. 

Geza  de  Takats,  M.  D.,  Chicago,  an  eminent 
vascular  surgeon,  will  discuss  “Diabetic  Vas- 
cular Disease”  on  the  following  day.  Dr. 
de  Takats,  born  in  Budapest,  Hungary,  had  a 
long  and  distinguished  career  as  clinical  pro- 
fessor of  surgery  at  the  University  of  Illinois 
School  of  Medicine. 

The  third  lecture,  “Medical  Aspects  of 
Space  Flight,”  will  be  presented  Wednesday 
by  Col.  Andres  Ingver  Karstens,  M.  D.,  an 
authority  on  space  medicine,  now  serving 
with  the  Air  Force  Space  Systems  Division, 
Los  Angeles.  Col.  Karstens  was  commanding 
officer  of  the  Arctic  Aeromedical  Laboratory, 
Ladd  Air  Force  Base  in  Alaska  from  1950 
to  1955,  served  as  director  of  research,  avia- 
tion medicine,  Randolph  Air  Force  Base, 
Texas,  from  1956  to  1958,  and  later  served 
at  Wright-Patterson  Air  Force  Base,  Dayton, 
Ohio,  and  Brooks  Air  Force  Base,  San  An- 
tonio, Texas. 

Another  highlight  of  the  scientific  program 
will  be  a series  of  eight  lectures  on  vascular 
occlusive  diseases  on  the  final  day  of  the 
meeting.  Phlebitis,  pulmonary  embolism, 
carotid  atherosclerosis,  and  peripheral  arte- 
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rial  disease  will  be  reviewed  by  J.  Alex 
Haller,  Jr.,  M.  D.,  associate  professor  of  sur- 
gery, The  Johns  Hopkins  Hospital,  Baltimore; 
David  C.  Sabiston,  Jr.,  M.  D.,  also  of  the 
Johns  Hopkins;  Robert  R.  Linton,  M.  D., 
Brookline,  Mass.;  Richard  T.  Shackelford,  M. 
D.,  Baltimore;  E.  Stanley  Crawford,  M.  D., 
Baylor  University  College  of  Medicine,  Texas 
Medical  Center,  Houston;  Alexander  Blain, 
III,  M.  D.,  Detroit;  John  L.  Ochsner,  M.  D., 
New  Orleans;  and  W.  Sterling  Edwards,  M. 
D.,  Medical  College  of  Alabama,  Birming- 
ham. 

Emphysema,  fast  becoming  a leading  cause 
of  death  and  disability  in  older  men,  will  be 
discussed  in  two  lectures  followed  by  a sym- 
posium. Participants  will  be  Herbert  C. 
Sweet,  M.  D.,  St.  Louis  University  School  of 
Medicine,  St.  Louis;  Harold  A.  Lyons,  M.  D., 
professor  of  medicine,  University  of  State  of 
New  York,  Downstate  Medical  Center, 
Brooklyn,  N.  Y.;  and  Asher  Marks,  M.  D., 
associate  professor  of  medicine.  University 
of  Miami  School  of  Medicine,  Miami. 

Similar  sessions  will  be  held  on  cardiac 
arrhythmias  with  Edward  S.  Orgain,  M.  D., 
professor  of  medicine,  Duke  University  Medi- 
cal Center,  Durham,  N.  C.;  Stuart  W.  Rosner, 
M.  D.,  U.  S.  Public  Health  Service,  Washing- 
ton, D.  C.,  and  Louis  Lemberg,  M.  D.,  Univer- 
sity of  Miami  School  of  Medicine,  Miami, 
participating;  and  on  hypertension  with  Wil- 
liam H.  Hulet,  M.  D.,  associate  professor  of 
medicine  and  physiology.  University  of 
Miami  School  of  Medicine,  Coral  Gables; 
John  H.  Moyer,  M.  D.,  professor,  department 
of  medicine,  Hahnemann  Medical  College  and 
Hospital,  Philadelphia,  and  Hugh  R.  Gilmore 
HI,  M.  D.,  associate  professor  of  medicine. 
University  of  Miami  School  of  Medicine, 
Miami,  as  participants. 

Other  sessions  will  be  devoted  to  immuni- 
zation; venereal  disease;  aviation  medicine; 
peptic  ulcer,  pancreatitis,  and  abdominal 
pain;  depressive  states;  breast  cancer;  gastro- 
intestinal diseases;  autoimmunity;  pyelone- 
phritis; radioisotopes  in  diagnosis;  rehabilita- 
tion; and  iatrogenic  diseases. 
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L.  P.  PATTERSON  NAMED 
MASA  ASST.  SECRETARY 

Changes  in  executive  personnel  of  the 
Medical  Association  of  the  State  of  Alabama 
have  been  announced  by  William  V.  Wallace, 
executive  secretary. 

Named  to  the  position  of  assistant  exec- 
utive secretary  and  managing  editor  of  both 
the  Journal  and  The  Alabama  M.  D.  was 
L.  P.  Patterson,  former  managing  editor  of 
the  Montgomery  Advertiser.  Mr.  Patterson 
also  will  serve  as  staff  assistant  to  the  Com- 
mittee on  Legislation,  Committee  on  Aging 
and  the  Indigent,  and  the  Committee  on 
Insurance. 

In  the  post  of  assistant  executive  secretary, 
Mr.  Patterson  succeeds  Marshall  R.  Craw- 
ford, who  resigned  October  1 to  accept  the 
position  of  executive  secretary  of  the  Jeffer- 
son County  Medical  Society.  Mr.  Crawford 
had  served  MASA  as  executive  assistant 
since  February  1,  1961. 

Mr.  Patterson  was  born  at  Andalusia,  Ala- 
bama and  was  reared  in  Georgia  where  he 
attended  North  Georgia  College  at  Dahlonega. 
He  was  employed  for  a number  of  years  by 
the  Atlanta  (Ga.)  Journal  and  was  managing 
editor  of  the  Columbus  (Ga.)  Ledger,  and 
the  Dothan  (Ala.)  Eagle  before  joining  the 
Advertiser  staff  in  1957. 

His  previous  experience  with  the  medi- 
cal profession  includes  two  years  as  director 
of  public  relations  for  the  Fulton-DeKalb 
Hospital  Authority,  which  operates  Grady 
Memorial  Hospital  in  Atlanta. 
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The  final  days  of  the  88th  Congress  saw  the 
end  of  the  attempt  this  time  to  pass  the  so- 
called  Medicare  Amendment  in  Congress. 
There  had  been  rumors  and  newspaper  state- 
ments that  Mr.  Johnson,  the  President,  felt 
that  a landslide  victory  gave  him  a mandate 
to  call  a special  session  of  Congress  to  com- 
plete his  legislative  program.  There  has  been 
no  question  that  the  88th  Congress  passed 
more  legislation  than  any  other  in  “modern 
times”.  The  Aid-to- Appalachia  program 
failed  to  get  approval  by  the  Congress  but  it 
is  reliably  stated  that  Mr.  Johnson  has  found 
the  money  from  other  sources  to  support  this 
program.  Medicare  died  but  no  one  doubts 
it  will  be  revived  again. 

On  the  other  hand,  there  is  no  question 
that  the  Conservative  movement  has  gained 


ground  recently.  Whether  a vindictive  atti- 
tude toward  the  Southern  States  that  do  not 
go  along  will  split  this  nation  is  difficult  to 
say.  But  the  right  to  have  a difference  of 
opinion  is  part  of  our  basic  heritage.  To  be 
punished  for  it  is  tragic. 

Medicine  can  no  longer  be  pushed  around. 
It  is  not  hard  to  understand  from  where  the 
philosophy  of  the  Welfare  State  in  America 
arises  when  one  listens  to  Seymour  Harris, 
Ph.  D.,  Professor  Emeritus,  Harvard  Univer- 
sity. This  man  was  Economic  Advisor  to  the 
late  John  F.  Kennedy  when  he  was  a Senator. 
At  a recent  Blue  Shield  Meeting  in  Chicago 
Dr.  Harris  talked  on  the  subject  “An  Econ- 
omist Looks  at  Blue  Shield.”  In  Blue  Shield 
there  are  25  Service  Plans  against  14  In- 
demnity Plans.  From  the  stand  point  of  the 
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administrator  the  Service  Plan  is  the  simplest 
to  operate.  Also,  the  public  wants  the  Service 
Plan  or  a “plan  that  pays  all  the  bills”.  One- 
Seventh  of  Americans  are  covered  by  Blue 
Shield,  Dr.  Harris  states.  More  resources 
have  been  brought  into  medicine  by  volun- 
tary health  plans  and  thus.  National  Health 
Insurance  has  not  been  able  to  progress.  He 
stated  it  will  be  a miracle,  if  the  aged  and 
those  in  the  labor  market  are  not  completely 
covered  by  1970.  A National  Health  Plan  is 
bound  to  gain,  in  Dr.  Harris’s  opinion.  Hos- 
pitals have  no  endowments  for  the  low  in- 
come groups  so  state  and  local  governments 
must  foot  the  bill.  Kerr-Mills  costs  $200  mil- 
lion a year.  It  works  in  Texas  and  a few 
other  states  but  some  states  only  give  three 
days  per  year  to  the  beneficiaries.  $2  billion 
is  required  to  make  Kerr-Mills  operate  ade- 
quately. Blue  Cross-Blue  Shield  is  unable 
to  do  the  job  in  the  way  the  people  demand 
it.  Dr.  Harris  stated. 

The  reasons  for  this  failure  are  rising  hos- 
pital costs,  competition  of  private  insurance 
companies  that  go  in  for  the  indemnity  plans, 
major  medical  supplements  of  private  insur- 
ance companies  up  to  $10,000,  and  the  inade- 
quacy of  the  coverage  up  to  $6000  of  in- 
come. A $10,000  limit  would  cover  85  per 
cent  of  the  population.  If  an  automatic  in- 
crease of  5 per  cent  a year  were  instituted  in 
premiums  and  coverage  the  rise  in  costs  and 
income  levels  would  balance  out.  Dr.  Harris 
thinks.  Increase  in  coverage  has  not  kept 
pace  with  the  rise  in  income  and  costs. 

Then  he  hit  the  doctors.  “Doctors  want  to 
be  free  to  deal  with  patients  on  the  basis  of 
what  the  traffic  will  bear.  Medical  Societies 
and  Blue  Shield  cannot  get  together.”  Dr. 
Harris  said,  “The  Doctor’s  income  is  high. 
There  has  been  a 500  per  cent  increase  in 
doctor’s  income  since  1930.  (Ed.  Note.  This 
was  the  beginning  of  the  depression  of  the 
’30’s.)  There  has  been  a gain  in  the  collection 
of  bills  and  an  increase  in  the  price  of  serv- 
ice,” he  stated.  “No  real  increase  was  noted 
in  the  fees  of  physicians  before  1930  but 
there  has  been  a steady  increase  since  then,” 
Dr.  Harris  said.  (Ed.  Note.  With  this  we  do 
not  agree  completely,  collections  have  been 


better.)  He  said  the  doctor  is  a “victim  of 
the  free  market  system.”  “The  larger  his 
practice  the  more  money  he  collects,  so  he 
reduces  the  volume  by  charging  more  and 
cutting  his  time  in  the  office.  As  a conse- 
quence fewer  people  get  attention.  Dr. 
Harris’s  solution  is  to  train  more  doctors  by 
increasing  the  size  and  number  of  Medical 
Schools  with  a Government  subsidy.  In  40 
years  he  predicted  a doctor’s  lifetime  income 
will  be  two  million  dollars.  In  20  years  there 
will  be  20  per  cent  more  specialists  and  20 
per  cent  less  general  practitioners.  The 
specialties  being  sought  by  the  young  doctors 
will  be  the  ones  with  the  highest  income.  The 
conclusion,  according  to  Dr.  Harris,  is  that  the 
doctors  are  motivated  by  economics. 

In  summary  then.  Dr.  Harris  felt  because 
the  doctor’s  income  is  high  and  they  are  vic- 
tims of  market  forces  that  more  doctors  are 
needed.  And  since  costs  are  going  up  5 per 
cent  automatically  a year  increase  in  prem- 
iums and  coverage  are  necessary  to  keep  pace 
with  a rising  economy.  As  far  as  the  area 
situation  is  concerned  the  low  income  groups 
go  in  for  major  medical.  “It  is  not  as  effec- 
tive as  it  is  thought  to  be.”  “The  King-Ander- 
son  Bill  originated  to  pi'ovide  more  complete 
coverage.” 

Dr.  Harris  did  have  a sense  of  humor.  In 
defining  the  oldest  profession  in  the  world, 
it  was  in  the  field  of  economics  since  it  was 
the  economist  “who  brought  on  all  the  chaos.” 
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SURVEY  SEEKS  TO  DEFINE 
MENTAL  HEALTH  PROBLEMS 


By  William  H.  Tragle,  M.  D. 

Director,  Division  of  Mental  Health  Planning 
State  of  Alabama  Department  of  Public  Health 


A survey  currently  underway  in  Alabama 
is  aimed  at  defining  the  mental  health  prob- 
lems of  every  county  in  the  state  by  June, 
1965.  In  addition  to  identifying  the  nature 
and  prevalence  of  mental  problems  in  each 
area,  studies  are  intended  to  show  resources 
and  facilities  and  to  determine  local  readi- 
ness to  support  additional  programs. 

Studies  of  the  state’s  mental  health  situ- 
ation have  been  made  before,  but  a Grant- 
in-Aid  program  in  which  the  Department  of 
Public  Health  is  now  participating  will  bring 
to  light  for  the  first  time,  the  special  needs 
of  individual  areas.  Techniques  in  use  in- 
clude interviewing  random  household 
samples  by  volunteer  workers.  Completion 
of  the  survey  will  make  possible  ranking  of 
the  counties  according  to  relative  need,  so 
that  the  most  advantageous  use  of  federal 
construction  funds  may  be  made,  when  they 
become  available. 

To  be  administered  over  a three-year 
period,  the  first  of  this  money  will  be  ready 


Reprinted  from  October,  1964  “Alabama  Social 
Worker.” 


next  summer.  Expectations  are  that  Ala- 
bama’s share  of  a $150  million  appropriation, 
authorized  by  the  Community  Mental  Health 
Centers  Act,  will  be  $3,425,000.  Every  two 
dollars  of  federal  money  must  be  matched 
with  one  dollar  of  state  or  local  funds.  Spe- 
cific problems,  in  addition  to  raising  match- 
ing funds,  will  be  obtaining  other  money  for 
operation,  as  well  as  recruiting  and  retaining 
trained  personnel. 

Preparation  of  “A  Comprehensive  Com- 
munity Based  Mental  Health  Plan  For  Plan- 
ning For  the  State  of  Alabama”  was  initiated 
by  the  Division  of  Mental  Hygiene  and 
gained  momentum  last  December  with  the 
organization  of  the  Division  of  Mental  Health 
Planning.  Involved  in  the  plan  is  a contract 
with  the  University  of  Alabama  Department 
of  Sociology  and  Anthropology  to  devise 
standard  survey  methods  by  conducting  six 
pilot  studies. 

Subsequently,  steering  committees  of  civic 
leaders  were  formed  in  the  Muscle  Shoals 
area,  and  in  Madison,  Jefferson,  Shelby,  Bar- 
bour and  Mobile  Counties.  The  University 
then  conducted  interviewers’  institutes,  re- 
fining procedures  as  experience  was  gained. 
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The  first  household  survey  was  conducted  in 
Jefferson  County  in  June,  and  before  the 
others  were  undertaken,  the  original  ques- 
tionnaire was  expanded  and  improved. 

Terms  of  the  contract  with  the  University 
are  for  completion  of  the  pilot  studies  by  the 
end  of  December,  when  participating  com- 
munities will  have  received  analyses  of  the 
findings  by  the  sociology  department.  Pro- 
cessing of  the  data  is  by  IBM,  with  complete 
anonymity  assured  household  respondents. 

By  mid-winter,  surveying  of  the  remaining 
sixty  counties  will  be  accelerated.  Based  on 
population  requirements  that  the  mental 
health  centers  serve  no  less  than  75,000  nor 
more  than  200,000,  indications  are  that  from 
twenty-five  to  thirty  will  be  developed  in 
Alabama.  In  some  instances,  several  coun- 
ties will  have  to  pool  their  resources,  in  order 
to  meet  the  population  stipulation,  but  all 
areas  will  be  served. 

According  to  the  plan,  it  is  possible  that 
already  existing  facilities  and  services  in  cer- 
tain communities  will  be  supplemented  by 
others  in  order  to  round  out  the  range  of 
care  deemed  necessary.  Five  elements  are  re- 
quired: out-patient  service,  in-patient  service, 
partial  hospitalization,  emergency  care  and 
consultation  and  education.  Prevention  and 
rehabilitation  will  be  important  aspects  of 
the  programs,  along  with  treatment. 

While  the  various  services  may  be  adminis- 
tered and  housed  under  separate  auspices,  it 
is  important  that  a patient  receive  continuity 
of  care  and  be  treated  as  an  individual.  The 
net  effect  will  be  that  he  has  needed  services 
available  to  him  at  the  time  he  needs  it,  un- 
impeded by  red  tape. 

The  centers  will  be  in  accord  with  recom- 
mendations of  the  Joint  Commission  on  Men- 
tal Illness  and  Health  that  patients  be  cared 
for  in  a familiar  environment.  In  many  in- 
stances, individuals  may  continue  to  work 
and  carry  on  relatively  normal  lives,  avert- 
ing the  necessity  for  long-term  confinement 
in  a state  institution. 

Of  the  various  problems  involved  in  seeing 
the  centers  become  a reality,  one  of  the 
knottiest  will  be  meeting  a stipulation  for 


adequate  staffing.  Currently,  the  University 
of  Alabama  Medical  Center’s  Department  of 
Psychiatry  turns  out  three  or  four  psychi- 
atrists a year,  but  plans  are  underway  for 
doubling  the  number. 

The  center  is  approved  for  two  years  of  ad- 
vanced training  for  child  psychiatry,  in  addi- 
tion to  the  three-year  program  for  general 
psychiatry.  Plans  have  been  completed  for 
construction  of  a one-hundred  bed  psychi- 
atric hospital  at  the  center,  and  expansion  is 
underway  at  Smolian  Psychiatric  Clinic. 

The  Birmingham  Veterans’  Administration 
Hospital  has  participated  in  the  training  of 
psychiatrists  since  1956,  and  the  Tuscaloosa 
Veterans’  Administration  hospital  now  has 
plans  to  take  part. 

The  University  of  Alabama’s  psychology 
department  conferred  two  Ph.  D.  degrees 
during  1963-64.  There  were  no  master’s  de- 
grees awarded,  but  nineteen  bachelors  de- 
grees were  earned.  At  Auburn,  a Ph.  D.  pro- 
gram in  psychology  is  being  contemplated 
for  the  near  future.  During  the  past  year, 
four  master’s  degrees  and  fifteen  bachelor’s 
degrees  were  earned  by  Auburn  psychology 
students. 

Students  of  nursing  have  been  undergoing 
the  three-months  phase  of  their  psychiatric 
training  at  Bryce  since  about  1960;  and  an 
extensive  program  for  aides  and  attendants  is 
continuously  growing.  Steps  are  being  taken 
for  a graduate  school  of  social  work  at  the 
University  of  Alabama.  In  coming  months, 
an  educational  television  series  in  mental 
health  will  be  directed  at  the  professional 
nurses’  level  as  an  in-service  training  pro- 
gram. 

Every  community  visited  by  the  planning 
staff  has  shown  great  interest  in  our  oper- 
ation. Citizens  with  whom  we  have  talked 
are  looking  for  help  in  meeting  their  local 
problems.  We  have  seen  many  instances  of 
ingenuity  and  resourcefulness  in  communi- 
ties without  specialized  facilities,  and  those 
may  be  the  first  to  recognize  how  great  are 
the  needs.  Regardless  of  the  nature  and 
quality  of  our  planning,  it  will  be  these 
people  who  will  make  its  realization  possible. 
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AMA  POSITIONS  ON  LEGISLATION  ENACTED 

IN  88TH  CONGRESS 


During  the  88th  Congress,  the  American  Medical  Association  presented  testimony  on  twenty- 
two  legislative  proposals.  Of  these,  twelve  became  law.  The  following  is  a brief  comparison 
of  the  provisions  of  the  laws  which  were  enacted  and  the  Association’s  recommendations 
with  respect  to  each. 


Hill-Burton  Amendments — P.  L.  88-443  (H.  R.  10041) 


Law 

This  law,  which  completely  rewrote  the 
Hill-Burton  Act,  authorizes  a five-year,  $1.34 
billion  program  of  matching  grants  for  the 
construction  and  modernization  of  hospitals, 
public  health  centers,  long-term  care  facili- 
ties, diagnostic  or  treatment  centers,  and  re- 
habilitation centers.  Grants  can  range  be- 
tween one-third  and  three-fourths  of  the  cost 
of  construction.  States  are  authorized  to 
transfer  portions  of  funds  for  construction  to 
modernization  under  a formula  contained  in 
the  law.  As  under  the  original  Hill-Burton 
program,  before  grants  can  be  made  for  a 
project  in  a state,  the  state  must  submit  a 
state  plan. 

The  law  also  authorizes  the  annual  appro- 
priation of  $10  million  to  be  used  to  conduct 
research  and  to  make  grants  to  the  states  and 
other  nonprofit  organizations  for  studies  and 
demonstrations  on  the  use  of  hospital  facili- 
ties. 

The  law  also  authorizes  the  appropriation 
of  $22.5  million  over  a five-year  period  to  be 
used  to  make  matching  grants  (50-50)  for  the 
cost  of  projects  to  develop  and  to  supervise 
the  carrying  out  of  comprehensive  regional, 
metropolitan,  or  local  area  plans  for  the  co- 
ordination of  existing  and  planned  health  fa- 
cilities and  services. 


AMA  Position 

The  Association  supported  the  construction 
provisions  in  the  House  and  Senate  with  the 
recommendation  that  the  categorical  grants 
be  eliminated. 

It  recommended  the  deletion  of  a provision 
in  the  original  bill  to  establish  a mortgage  in- 
surance program  operated  by  the  Surgeon 
General,  and  urged  that  the  program  be  oper- 
ated, as  under  existing  law,  by  the  Federal 
Housing  Administration. 

The  Association  recommended  that  a larger 
percentage  of  funds  for  modernization  be 
made  available  for  use  at  an  earlier  date  than 
was  provided  in  the  bill;  that  at  least  two 
physicians  be  included  in  the  membership  of 
the  Federal  Hospital  Council;  that  diagnostic 
and  treatment  centers  be  deleted  as  facilities 
eligible  to  participate  in  the  program;  that 
public  health  centers  be  limited  to  those  fa- 
cilities which  are  operated  by  an  official  pub- 
lic health  department;  that  area-wide  plan- 
ning for  hospitals  and  related  facilities  re- 
main on  a voluntary  basis;  and  that  Con- 
gress restate  its  intention  that  the  non-gov- 
ernmental character  of  a hospital  would  not 
be  affected  by  its  participation  in  the  Hill- 
Burton  program. 

The  Congress  accepted  the  Association’s 
recommendations  with  respect  to  continuing 
the  mortgage  insurance  program  under  the 
Federal  Housing  Administration  and  to  the 
operation  of  public  health  centers  by  official 
public  health  departments. 


138 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


THE  ASSOCIATION  FORUM 


Nursing  Home  Care  for  Veterans — P.  L.  88-450  (H.  R.  8009) 

Law  AMA  Position 

This  law  authorizes  the  establishment  of  at  The  AMA  submitted  statements  to  both 
least  4,000  beds  for  furnishing  nursing  home  the  House  and  the  Senate.  Testimony  was 


care  at  VA  facilities.  It  also  authorizes  the 
transfer  of  veterans  to  public  or  private  nurs- 
ing homes  which  meet  standards  established 
by  the  Veterans’  Administrator.  It  increases 
from  $2.50  to  $3.50  a day  the  federal  grant 
to  state  veterans’  homes  when  a veteran  who 
is  eligible  for  VA  hospital  care  is  provided 
nursing  home  care.  It  authorizes  a five-year, 
$25  million  program  of  matching  grants  to 
states  for  the  construction  of  state  veterans’ 
home  facilities  for  furnishing  nursing  home 
care  to  war  veterans. 


* * * 

Doctor  Draft — P.  L. 

Law 

This  law  extends  for  four  years,  until  July 
1,  1967:  (1)  the  doctor  draft;  (2)  the  special 
pay  for  physicians  and  dentists;  (3)  the  regu- 
lar draft  act;  (4)  the  Dependents  Assistance 
Act  under  which  allotments  are  paid;  and 
(5)  the  law  which  suspends  the  limitation 
on  the  size  of  each  of  the  armed  forces. 


limited  to  the  provision  establishing  the  grant 
program  for  the  construction  of  nursing  home 
care  facilities  at  state  veterans’  homes.  In  the 
House,  the  Association  expressed  its  oppo- 
sition to  this  provision  on  the  basis  that 
veterans  with  non-service-connected  dis- 
abilities would  be  treated  in  such  facilities. 
In  the  Senate,  the  Association  expressed  the 
belief  that  a federal  grant  program  was  un- 
necessary in  that  the  bill  provided  for  the 
construction  of  nursing  home  care  beds  in 
VA  facilities,  and  for  the  transfer  of  veterans 
who  needed  further  care  to  public  or  private 
nursing  homes.  The  Association  pointed  out 
that  the  anticipated  growth  of  public  and 
private  nursing  homes  under  the  impetus  of 
the  Hill-Burton  and  Federal  Housing  Ad- 
ministration mortgage  insurance  programs 
would  also  make  such  a program  unneces- 
sary. 

The  Association’s  recommendations  were 
not  accepted. 

* * * 

88-2  (H.  R.  2438) 

AMA  Position 

The  AMA  testified  before  the  House  only, 
making  the  following  recommendations:  (1) 
if  necessary  for  the  defense  and  security  of 
our  nation,  in  the  opinion  of  the  Congress, 
this  legislation  would  be  “one  method  to  in- 
sure sufficient  physicians  for  military  serv- 
ice”; (2)  that  other  specialists,  such  as  engi- 
neers, physicists,  and  scientists,  be  subject  to 
the  special  draft;  (3)  that  rather  than  a four- 
year  extension,  a “lesser  period”  would  be 
sufficient  (the  AMA  witness,  in  response  to  a 
question,  expressed  the  belief  that  two  years 
would  be  sufficient);  and  (4)  that  a review 
be  made  of  military  manpower  requirements 
in  light  of  changes  in  the  military  situation 
and  the  needs  of  the  civilian  population. 
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Mental  Retardation  Facilities  and  Community  Mental  Health 
Centers  Construction  Program — P.  L.  88-164  (S.  1576) 

Law  AMA  Position 


This  law  establishes  a four-year,  $26  mil- 
lion matching  grant  program  for  the  con- 
struction of  research  facilities  in  the  field 
of  mental  retardation.  A grant  under  the 
program  could  be  up  to  759f  of  the  cost  of 
construction. 

It  also  authorizes  a four-year,  $32.5  mil- 
lion program  of  direct  grants  for  the  con- 
struction of  university-affiliated  clinical  fa- 
cilities to  provide  services  for  the  mentally 
retarded  and  for  the  training  of  physicians 
and  other  specialized  personnel  to  work  in 
this  field.  Grants  could  be  up  to  759c  of  the 
cost  of  construction. 

The  law  establishes  a four-year,  $67.5  mil- 
lion program  of  matching  grants  to  the  states 
for  the  construction  of  public  or  nonprofit 
facilities  for  the  mentally  retarded.  The 
federal  share  of  the  cost  of  construction 
ranges  between  one-third  and  two-thirds. 

The  law  also  authorizes  a three-year,  $150 
million  program  of  matching  grants  to  the 
states  for  the  construction  of  community 
mental  health  centers.  Grants  range  from 
one-third  to  two-thirds  of  the  cost  of  a given 
project. 

* * * 

Medical  Care  for  Fishing  Boat 

Law 

This  law  authorizes  free  hospital,  medical, 
surgical,  and  dental  care  at  PHS  hospitals 
for  the  owners  of  fishing  boats  which  are 
registered,  enrolled,  or  licensed  under  the 
federal  maritime  laws,  provided  the  individ- 
ual performs  services  comparable  to  those  of 
a seaman  employed  on  a vessel. 


The  AMA  testified  in  the  Senate  on  S.  755 
and  S.  756  and  in  the  House  on  H.  R.  3688 
and  H.  R.  3689.  S.  755  and  S.  756  evolved  into 
S.  1576,  which  became  law. 

The  AMA  supported  grants  for  the  con- 
struction of  the  various  facilities. 

It  recommended  that  the  programs  be  ad- 
ministered by  the  state  health  agency;  that 
the  advisory  council  under  both  programs 
contain  medical  representation;  and  that  a 
provision  authorizing  grants  for  the  cost  of 
initial  staffing  of  community  mental  health 
centers  be  deleted. 

The  committee  left  to  the  states  authority 
to  determine  what  agency  would  operate  the 
program  and  provided  that  the  Federal  Hos- 
pital Council  would  be  the  advisory  council. 
The  initial  staffing  provisions  were  deleted. 


* * * 

Owners— P.  L.  88-424  (S.  978) 

AMA  Position 

The  AMA  filed  statements  in  opposition  to 
this  legislation  in  the  House  and  the  Senate. 
After  citing  the  Hoover  Commission  report 
which  opposed  medical  care  for  seamen,  the 
Association  pointed  out  that  there  is  no 
justification  for  extending  free  care  to  indi- 
viduals who  can  and  should  provide  for  their 
own  medical  and  dental  care  from  their  own 
resources  or  through  the  purchase  of  private 
health  insurance.  The  Association  further 
pointed  out  that  the  provision  of  such  care 
to  the  self-employed  is  not  justified  either 
by  need  or  by  any  special  relationship  with 
the  federal  government. 
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Nurse  Training  Act— P.  L.  88-581  (H.  R.  11241) 


Law 

This  law  authorizes  a four-year,  $35  mil- 
lion matching  grant  program  for  the  con- 
struction, replacement,  or  rehabilitation  of 
collegiate  schools  of  nursing;  and  a four-year, 
$55  million  matching  grant  program  for  the 
construction,  replacement,  or  rehabilitation 
of  associate  degree  or  diploma  schools  of 
nursing.  Grants  for  a new  school  or  for  new 
facilities  at  an  existing  school  could  be  up  to 
two-thirds  of  the  cost  of  construction.  All 
other  grants  cannot  exceed  50%. 

The  law  also  authorizes  a nine-year  grant 
program  to  collegiate  or  associate  degree 
schools  of  nursing  to  assist  them  in  meeting 
the  additional  costs  of  programs  of  limited 
duration  which  will  strengthen,  improve,  or 
expand  their  programs  of  teaching  and  train- 
ing nurses. 

The  law  also  authorizes  the  appropriation 
of  $41  million  over  a five-year  period  as 
grants  to  diploma  schools  of  nursing  to  defray 
a portion  of  the  cost  of  students  whose  en- 
rollment can  reasonably  be  attributed  to  the 
enactment  of  the  law.  Diploma  schools  can 
receive  an  amount  equal  to  $250  times  the 
number  of  “federally  sponsored”  students  in 
the  school  during  the  year,  up  to  a maximum 
of  $100  times  the  total  number  of  students  in 
the  school  that  year.  A “federally  sponsored 
student”  is  defined  as  one  who  has  received  a 
loan  of  more  than  $100. 

The  law  establishes  a loan  program  pat- 
terned after  the  National  Defense  Education- 
al program.  A student  nurse  could  receive  a 
loan  of  up  to  $1,000  bearing  3%  interest  dur- 
ing any  academic  year.  Up  to  half  the  loan 
could  be  cancelled,  at  the  rate  of  10%  a year, 
for  five  years  of  full-time  employment  as  a 
professional  nurse. 

Finally,  the  law  authorizes  the  appropria- 
tion of  $50  million  over  a five-year  period  to 
cover  the  cost  of  traineeships  for  the  train- 
ing of  professional  nurses  to  become  teachers 
or  administrators  or  other  specialists  deter- 
mined by  the  Surgeon  General  to  require 
advanced  training. 


AMA  Position 

In  letters  to  both  the  House  and  the  Senate, 
Dr.  Blasingame  pointed  out  that  the  AMA; 

(1)  supported  the  construction  provisions; 

(2)  had  no  position  with  respect  to  the  pro- 
visions relating  to  traineeships  for  advanced 
training  of  professional  nurses;  and  (3)  op- 
posed the  scholarship  and  loan  provisions  as 
an  unwise  extension  of  federal  subsidization 
of  undergraduate  education.  Dr.  Blasingame 
expressed  the  Association’s  belief  that  nurs- 
ing would  not  be  made  more  attractive  by  a 
loan  program,  and  that  a more  effective  ap- 
proach would  include  an  educational  pro- 
gram, improved  compensation,  utilization  of 
married  retired  nurses,  and  other  mecha- 
nisms. 

The  committees  deleted  a provision  relat- 
ing to  the  establishment  of  a scholarship  pro- 
gram, but  retained  the  loan  program. 
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Clean  Air  Act— P.  L.  88-206  (H.  R.  6518) 


Law 

This  law  completely  rewrote  the  air  pollu- 
tion control  law  and  made  it  permanent. 
Under  its  provisions,  the  Secretary  of  HEW 
is  required  to  encourage  cooperative  activi- 
ties by  state  and  local  governments  for  the 
prevention  and  control  of  air  pollution,  the 
enactment  of  improved,  uniform  laws  on  the 
subject,  and  the  making  of  agreements  and 
compacts  between  the  states  for  this  purpose. 

He  is  also  required  to  establish  a national 
research  and  development  program  for  the 
prevention  and  control  of  air  pollution.  The 
law  authorizes  appropriations  totaling  $95 
million.  Up  to  20%  of  annual  appropriations 
may  be  used  to  make  grants  to  air  pollution 
control  agencies  for  up  to  two-thirds  of  the 
cost  of  developing,  establishing,  or  improving 
air  pollution  prevention  and  control. 

The  law  considerably  increases  federal  re- 
sponsibility in  enforcing  air  pollution  control. 
If  action  to  abate  or  control  air  pollution  is 
not  taken  after  a conference  and  a public 
hearing,  the  Secretary  is  authorized,  in  the 
case  of  interstate  pollution,  to  request  the 
Attorney  General  to  bring  suit  on  behalf  of 
the  U.  S.  to  secure  abatement.  If  the  pollu- 
tion is  intrastate,  at  the  request  of  a governor, 
the  Secretary  is  required  to  provide  the  state 
with  technical  and  other  assistance  for  use 
in  a judicial  proceeding  under  local  law  or 
to  request  the  Attorney  General  to  bring  suit 
on  behalf  of  the  U.  S. 

The  law  also  requires  the  Secretary  to  en- 
courage continued  efforts  on  the  part  of  the 
automotive  and  fuel  industries  to  develop 
devices  and  fuels  to  prevent  pollutants  from 
being  discharged  from  automotive  vehicles. 

* * * 


Law 

This  law  would  make  students  in  schools  of 
optometry  eligible  for  loans  under  the  pro- 
visions of  the  Health  Professions  Educational 
Assistance  Act. 


AMA  Position 

In  a letter  to  the  Chairman  of  the  Special 
Subcommittee  on  Air  and  Water  Pollution 
of  the  Senate  Public  Works  Committee,  Dr. 
Blasingame  pointed  out  the  Association’s  be- 
lief that  the  control  of  air  pollution  can  best 
be  accomplished  by  continued  cooperative 
and  coordinated  efforts  of  government,  indus- 
try, and  local  communities.  He  indicated  the 
belief  that  the  federal  government’s  role  in 
the  problem  can  best  be  done  by  federal 
grants  for  the  development  of  research  ac- 
tivities and  the  encouragement  of  state  and 
local  programs  for  the  prevention  and  con- 
trol of  air  pollution.  He  stated,  however,  that 
there  appears  to  be  no  need  to  empower  a 
federal  agency  to  seek  from  the  courts  a 
remedy  which  is  already  available  to  indi- 
viduals and  to  state  or  local  governments. 

The  Association’s  recommendation  on  en- 
forcement was  not  accepted. 


* * * 

(S.  2180) 

AMA  Position 

In  a letter  to  the  House  committee.  Dr. 
Blasingame  recalled  to  the  committee  the 
Association’s  objections  in  the  past  to  a stu- 
dent loan  program  for  medical  and  other 
students,  and  urged  rejection  of  the  bill. 


Loans  to  Students  of  Optometry — P.  L.  88- 
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Revenue  Act  of  1963 — ! 

Law 

Among  other  things,  this  law  eliminates 
the  limitation  of  deductibility  of  sums  spent 
by  a taxpayer  aged  65  or  over  for  medicines 
and  drugs  which  are  in  excess  of  1%  of  his 
adjusted  gross  income. 


•■N  H:  * 

Military  Pay  Bill — P. 

Law 

This  law,  in  addition  to  increasing  the  pay 
of  military  personnel,  provides  for  an  in- 
crease from  $200  to  $250  per  month  in  the 
special  pay  for  physicians  and  dentists  who 
have  at  least  six  years  of  active  duty,  and 
from  $250  to  $350  per  month  for  those  with 
ten  years  of  active  duty. 


L.  88-272  (H.  R.  8363) 

AMA  Position 

In  commenting  on  the  President’s  tax  pro- 
posals, the  Association  took  the  following 
positions:  (1)  endorsed  the  elimination  of  the 
1%  floor  on  drug  expenses  for  aged  individ- 
uals; (2)  supported  the  President’s  recom- 
mendation that  the  maximum  dollar  limit 
on  medical  deductions  be  eliminated;  (3)  op- 
posed the  President’s  recommendation  that 
deductions,  including  medical  deductions,  be 
allowed  only  to  the  extent  that  they  exceed 
5%  of  adjusted  gross  income;  (4)  opposed  a 
recommendation  which  would  have  limited 
deductions  for  facilities,  services,  and  devices 
which  are  primarily  for  medical  purposes; 
and  (5)  opposed  any  limitation  on  the  deduc- 
tibility of  transportation  costs  incurred  in 
obtaining  specialized  medical  services  outside 
the  local  area. 

The  Association  made  three  specific  recom- 
mendations: (1)  that  a tax  credit  be  granted 
under  which  the  amount  of  the  individual’s 
income  and  his  medical  expenses  would  be 
related,  thereby  providing  greater  relief  to 
the  individual  with  larger  medical  expenses 
in  proportion  to  his  income;  (2)  that  tax- 
payers over  age  65  be  authorized  the  use  of  a 
five-year  carry-forward  and  a three-year 
carry-back  for  medical  expenses;  and  (3)  that 
the  taxpayer  be  granted  a deduction  in  full 
for  amounts  paid  for  any  dependent.  In  this 
connection,  the  requirement  in  existing  law 
that  the  taxpayer  have  paid  more  than  one- 
half  of  the  so-called  dependent’s  support 
would  not  apply. 

* * * 

L.  88-132  (H.  R.  5555) 

AMA  Position 

The  AMA  testified  in  the  Senate  only 
(these  provisions  were  not  contained  in  the 
House  bill)  and  recommended  an  increase 
from  $200  to  $300  after  six  years’  service,  and 
from  $250  to  $400  after  ten  years,  in  order  to 
equalize  the  pay  of  military  physicians  with 
that  of  other  physicians  in  the  federal  service. 
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Maternal  and  Child  Health  and  Mental  Retardation  Planning 
Amendments — P.  L.  88-156  (H.  R.  7544) 


Law 

This  law  provides  periodic  increases  in  the 
appropriation  authorizations  for  the  Maternal 
and  Child  Health  and  for  the  Crippled  Chil- 
drens Programs  from  $25  million,  so  that  by 
1970  the  appropriation  authorizations  would 
reach  the  level  of  $50  million  annually. 

It  also  authorizes  appropriations  of  $110 
million  over  a five-year  period  to  be  used  to 
help  meet  the  cost  of  special  projects  for 
maternal  and  infant  care.  Under  this  pro- 
gram, the  federal  government  could  pay  up 
to  759f  of  the  cost  of  any  project  to  provide 
necessary  health  care  to  prospective  mothers 
from  low-income  families  who  have  or  are 
likely  to  have  conditions  which  could  lead 
to  physical  or  mental  defects  in  the  infant. 

It  authorizes  the  appropriation  of  $8  mil- 
lion annually  for  grants  for  research  in  Ma- 
ternal and  Child  Health  and  Crippled  Chil- 
drens Programs. 


AMA  Position 

In  a letter  to  Chairman  Wilbur  Mills  of 
the  House  Ways  and  Means  Committee,  the 
AMA  supported  H.  R.  3386,  the  predecessor 
of  the  bill  which  became  law.  In  his  letter. 
Dr.  Blasingame  made  specific  recommenda- 
tions for  improvements  in  the  bill. 

With  respect  to  the  mental  retardation 
grants,  the  AMA  recommended  that  the  pro- 
gram be  operated  by  the  state  health  depart- 
ment. This  recommendation  was  not  ac- 
cepted. 

He  also  recommended  that  medical  care  for 
prospective  mothers  be  limited  to  pre-  and 
post-natal  care  and  that  the  determination  of 
eligibility  be  tightened  by  striking  vague 
language  contained  in  the  bill. 

The  bill  was  amended  by  the  House  Ways 
and  Means  Committee  by  striking  the  word 
“all”  from  the  phrase  “all  necessary  care” 
and  by  leaving  the  determination  of  need  for 
care  to  the  state  or  local  health  agency. 


^ ^ 

Health  Professions  Educational  Assistance  Act — P.  L.  88-129  (H.  R.  12) 

Law  AMA  Position 


This  law  establishes  a three-year,  $175  mil- 
lion matching  grant  program  for  the  con- 
struction, replacement,  or  rehabilitation  of 
nonprofit  facilities  for  the  training  of  physi- 
cians, dentists,  pharmacists,  optometrists, 
podiatrists,  nurses,  or  professional  public 
health  personnel.  Grants  for  the  construction 
of  new  facilities  could  be  up  to  66-2/3%  of 
the  cost.  Grants  for  all  other  construction 
could  not  exceed  50%  of  the  cost  with  the 
exception  of  a grant  for  a school  of  public 
health,  which  could  be  up  to  75%  of  the  cost. 

The  law  also  establishes  a loan  program  for 
students  in  schools  of  medicine,  dentistry, 
and  osteopathy.  $30.7  million  is  authorized 
to  be  appropriated  for  the  first  three  fiscal 
years,  and  such  sums  as  are  necessary  for 
the  following  three  fiscal  years,  to  allow  a 
student  who  received  a loan  for  an  academic 
year  before  July  1966  to  complete  his  educa- 
tion. 


Before  House  and  Senate  committees,  the 
Association  favored  the  construction  provi- 
sions. 

With  respect  to  the  loan  programs,  initially 
the  Association  took  no  position;  subsequent- 
ly, the  Council,  the  Board,  and  the  House  of 
Delegates  established  a position  of  opposition 
to  the  loan  provisions. 

While  not  accepting  the  Association’s 
recommendations  with  respect  to  the  loan 
program,  the  committee  did  delete  a provi- 
sion which  would  have  authorized  cancella- 
tion of  a portion  of  the  law  for  service  in  cer- 
tain areas  specified  by  the  Secretary  of 
HEW. 
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around  the  state 


Matthew  F.  McNulty,  Jr.,  (right).  General  Director,  University  of  Alabama  Hospitals  and  Clinics,  is 
pictured  with  Luther  L.  Terry,  M.  D„  Surgeon-General  of  the  United  States  at  the  annual  meeting  of 
the  American  College  of  Hospital  Administrators  where  Dr.  Terry  was  named  Honorary  Fellow  of  the 
College. 

McNulty,  a Fellow  in  the  College  and  Regent  for  the  State  of  Alabama,  was  Dr.  Terry's  host  for  the 
day,  and  presented  the  citation  in  connection  with  his  Honorary  Fellowship. 
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(Above)  Dr.  W.  J.  B. 
Owings  (left)  and  Dr. 
C.  W.  Neville  enjoy 
seafood  at  Dauphin  Is- 
land session  Sept.  25- 
2G.  (Below)  Dr.  L.  R. 
Burroughs  and  his 
three  children,  Len, 
III,  Jennie  and  John, 
inspect  cannon  at  Fort 
Gaines. 


(Above)  Dr.  M.  V. 
McLaughlin  and  Dr. 
Floris  M.  Herbert  dis- 
cuss AMA-ERF  exhib- 
it. (Below)  Dr.  Wil- 
liam P.  Beetham,  Jr., 
one  of  the  speakers. 
(Left)  The  Battleship 
USS  Alabama  as  seen 
from  Mobile  Bay 
causeway. 
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Of  itlabania  Chapter,  \mr\m  ifeademy  of  General  Practice 


(Above)  Dr.  Amos 
Johnson  (left),  presi- 
dent-elect of  the 
American  Academy  of 
General  Practice  is 
greeted  by  Dr.  J.  Mi- 
chaelson,  president  of 
A AGP.  (Below)  Dr. 
James  L.  Goddard, 
chief  of  the  Communi- 
cable Disease  Center, 
Atlanta  and  assistant 
surgeon  general,  U.  S. 
Public  Health  Service. 


(Above)  Dr.  and 
Mrs.  Lowell  Clemmons 
on  parade  ground  at 
Fort  Gaines.  (Below) 
A gay  group  boarding 
bus  for  Alabama-Tu- 
lane  football  game  in- 
cluded Dr.  R.  O.  Rut- 
land,  Mrs.  George 
Newburn,  Mrs.  Rut- 
land and  Mrs.  Joyce 
Fisher,  executive  sec- 
retary of  the  Academy. 
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ALABAMA  WATER  IMPROVEMENT 
COMMISSION  RESPONSIBILITIES. 
ACTIVITIES  AND  ACCOMPLISHMENTS 


Ira  L.  Myers,  M.  D.,  State  Health  Officer 
Chairman,  Water  Improvement  Commission 


STATUS  OF  POLLUTION  CONTROL 

a.  Municipal  Wastes 

Progress  in  the  abatement  and  control  of 
municipal  wastes  is  most  impressive.  From 
1950  through  1963,  179  sewage  treatment 
plants  having  a capacity  of  194.57  million  gal- 
lons per  day  were  completed  at  a cost  of 
$33,406,800.  From  1950  through  1963,  530 
sewer  projects  involving  1,757  miles  of  sewers 
and  242  pumping  stations  were  constructed 
at  a cost  of  $60,707,646. 

In  1942,  734,362  persons  were  served  by 
community  sewer  systems  but  treatment  was 
provided  for  only  262,872  persons  or  35.8  per 
cent  of  the  sewered  population.  At  the  end  of 
1963  sewer  systems  accommodated  1,546,658 
people  of  the  state.  Of  this  number  1,369,502 
persons  or  88.5  per  cent  of  the  sewered  popu- 
lation were  served  by  systems  with  treat- 
ment facilities.  Sewage  treatment  facilities 
serving  only  75,000  persons  or  4.8  per  cent  of 
the  sewered  population  are  considered  to  be 
inadequate. 

Although  progress  in  the  control  of  pollu- 
tion by  municipal  and  domestic  wastes  over 
the  past  14  years  has  been  remarkable,  prob- 
lem areas  still  exist  over  the  state.  A survey 
of  municipal  sewage  treatment  inadequacies 
as  of  January  1,  1964,  reveals  66  municipal- 
ities serving  275,828  persons  in  this  category. 
Thirty-six  of  these  municipalities  are  taking 


steps  to  improve  their  situations  and  at  least 
11  are  expected  to  complete  or  begin  con- 
struction of  sewage  treatment  facilities  dur- 
ing 1964.  Many  of  the  remaining  30  munici- 
palities represent  a hard  core  of  resistance 
to  persuasion  and  the  cooperative  or  confer- 
ence approach. 

b.  Industrial  Waste 

As  would  be  expected  under  the  present 
law,  some  industries  exempt  from  waste 
regulation  are  not  inclined  to  spend  vast  sums 
of  money  for  treatment  facilities  until  re- 
quired to  do  so.  Nevertheless,  nine  indus- 
tries with  consequential  waste  discharges  in 
1949  have  made  some  effort  to  reduce  pollu- 
tion resulting  from  their  discharges.  In  most 
instances  these  efforts  have  been  in-plant 
changes  for  recovery  purposes  although  phys- 
ical treatment  facilities  have  been  installed 
at  five  plants. 

The  major  problems  of  industrial  pollution 
in  the  state  are  caused  by  wastes  discharged 
by  industries  exempt  from  control  by  pro- 
visions of  the  water  pollution  control  law. 
The  areas  in  which  these  problems  occur 
have  been  previously  defined. 

Investigations  presently  underway  on  the 
effects  of  wastes  discharged  from  private  in- 
dustries operating  within  the  boundary  of 
Redstone  Arsenal  may  reveal  the  Huntsville 
Spring  Branch  and  Indian  Creek  embay- 
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merits  on  Wheeler  Lake,  Tennessee  River  to 
be  heavily  polluted. 

There  are  74  industries  subject  to  the  Com- 
mission’s control  including  three  which  have 
increased  the  quantities  of  pollution  over  that 
occurring  in  1949.  Four  of  the  so-called  new 
industries  have  developed  major  problems 
and  are  now  in  the  process  of  correction  and 
five  are  creating  minor  situations  of  a less 
than  consequential  nature. 

Of  the  115  industries  not  subject  to  the 
Commission’s  authority,  25  are  major  and  90 
are  minor  waste  sources.  Seventeen  major 
and  70  minor  sources  in  this  group  need 
waste  treatment. 

All  major  industrial  contributors  of  waste 
subject  to  the  authority  of  the  Commission 
are  being  required  to  analyze  regularly  their 
wastes  and  monitor  waters  receiving  these 
wastes.  Monthly  reports  of  waste  analyses 
and  analyses  of  samples  collected  from  the 
receiving  waters  are  submitted  to  the  Com- 
mission. 


c.  Interstate  Pollution 

Within  the  past  two  years,  Alabama  has 
been  a party  to  two  conferences  on  inter- 
state pollution  called  by  the  Secretary  of 
Health,  Education  and  Welfare  under  the 
provisions  of  the  Federal  Water  Pollution 
Control  Act.  One  of  these  conferences  in- 
volved interstate  pollution  of  the  Conecuh- 
Escambia  River  system  from  sources  within 
Alabama  which  were  alleged  to  affect  the 
welfare  of  citizens  of  Florida.  The  finding 
of  this  conference  was  that  interstate  pollu- 
tion subject  to  control  under  the  Federal 
Water  Pollution  Control  Act  did  not  exist. 

The  other  conference  was  held  on  inter- 
state pollution  of  the  Coosa  and  Chattooga 
Rivers  in  Georgia  which  affected  the  welfare 
of  citizens  of  Alabama.  The  finding  of  this 
conference  was  that  interstate  pollution  sub- 
ject to  control  under  the  Federal  Water 
Pollution  Control  Act  did  exist  and  that 
stipulations  for  correcting  this  situation  were 
in  order. 


d.  Other  Problems 

One  of  the  problems  confronting  the  Com- 
mission is  apparent  lack  of  public  understand- 
ing of  water  pollution,  its  control  and  the 
true  situation  existing  in  the  state  with 
respect  to  water  quality  conditions.  In  many 
instances  it  appears  that  the  general  public 
is  more  receptive  to  statements  and  claims  of 
persons  generally  uninformed  of  actual  con- 
ditions than  to  reports  of  the  Commission’s 
technical  staff. 

Petitions  and  complaints  from  over  the 
state  have  asked  that  waters  be  returned  to 
their  natural  condition  and  industries  be  re- 
quired to  discharge  wastes  as  clean  as  the 
water  receiving  these  wastes.  Unfortunately, 
this  position  is  taken  by  well-meaning  and  in 
many  instances  professional  persons  who  are 
otherwise  well  informed,  with  no  thought 
given  to  the  utilization  of  the  assimilative 
qualities  of  the  waters.  The  feeling  seeming- 
ly exists  among  many  that  the  effectiveness 
of  a water  pollution  control  program  should 
be  measured  by  the  number  of  orders  issued 
and  fines  levied  for  the  destruction  of  fish. 

In  searching  for  the  reason  of  criticism  of 
the  Commission’s  water  pollution  control 
program,  two  possibilities  appear  to  be  the 
most  plausible.  First  is  the  nationwide  pub- 
licity given  to  water  pollution,  its  effects  and 
lack  of  control  during  recent  years,  and 
second  is  the  provision  of  the  state  water 
pollution  control  law  exempting  waste  dis- 
charges existing  as  of  August  25,  1949,  from 
regulation. 


APPROACHES  TO  MORE  EFFECTIVE 
WATER  POLLUTION  CONTROL 

1.  Legislation 
a.  State 

It  cannot  be  denied  that  14  years  is  ample 
time  for  industries  and  municipalities,  dis- 
charging wastes  at  the  time  of  approval  of 
the  state  water  pollution  law  and  privileged 
to  continue  discharging  wastes  at  the  same 
rate,  to  adjust  to  the  basic  requirements  for 
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water  pollution  control.  That  such  has  not 
been  done  is  evidence  that  some  of  those  re- 
ceiving this  privilege  do  not  intend  to  abate 
their  pollution  until  required  to  do  so.  Under 
the  circumstances,  there  is  no  alternative 
except  to  remove  the  provision  of  the  law 
exempting  pollution  existing  as  of  and  prior 
to  August  25,  1949,  from  the  regulations. 
However,  adequate  time  will  be  required  to 
obtain  compliance  with  the  provisions  incor- 
porated in  the  amended  law. 

b.  Federal 

The  Commission  is  on  record  in  opposition 
to  proposals  to  broaden  the  powers  of  the 
Federal  government  over  water  pollution 
control.  The  Commission  feels  that  the  Fed- 
eral Water  Pollution  Control  Act,  in  its  pres- 
ent form,  is  adequate  and  provides  the  en- 
forcement powers  necessary  for  the  Federal 
government  to  fulfill  its  responsibilities  for 
protection  of  the  quality  of  the  nation’s  water 
resources. 

2.  Personnel 

For  reasons  peculiar  to  Alabama,  the  Com- 
mission finds  it  extremely  difficult  to  main- 
tain an  experienced  and  trained  staff.  There 
is  a statutory  limitation  on  the  maximum 
salary  that  a classified  employee  in  the  serv- 
ice of  the  State  of  Alabama  may  be  paid. 
This  limitation  is  set  at  $11,000  per  annum 
which  means  that  only  the  ranking  employee 
can  receive  this  amount.  Other  employees 
must  be  paid  less,  irrespective  of  their  quali- 
fications and  responsibilities. 

3.  Research  and  Study  Projects 

The  knowledge  of  the  effects  of  pollutional 
materials  on  water  quality,  especially  fish, 
wildlife,  aquatic  life  and  humans,  is  not 
abreast  with  the  technological  advances  be- 
ing made  by  industry.  Research  is  needed  in 
the  fields  of  industrial  and  municipal  waste 
treatment  directed  toward  the  development 
of  more  efficient  and  economical  methods  of 
treatment.  There  are  few,  if  any,  state 


agencies  equipped  and  staffed  for  research. 
Consequently,  research  requirements  must 
be  satisfied  through  other  sources  including 
industry,  institutions  and  the  Federal  gov- 
ernment. 

In  conclusion,  the  Commission  feels  the 
waters  of  Alabama  are,  on  the  whole,  of  good 
quality  and  that  the  state’s  water  pollution 
control  agency  has  been  effective  in  preserv- 
ing the  quality  of  the  waters  in  the  best  in- 
terests of  the  public.  Our  problems  are  in- 
ternal and  are  such  that  can  and  must  be 
solved  at  the  state  level.  The  Commission 
has,  by  its  past  actions,  taken  the  stand  that 
the  existing  state  law  must  be  amended  to 
permit  control  and  regulation  of  all  sources 
of  waste.  We  confidently  feel  that  legislative 
action  on  this  matter  will  be  taken  during  the 
next  regular  session  of  the  State  Legislature. 


NOTE:  This  is  the  final  article  in  a series  of 
three  regarding  the  Alabama  Water  Improvement 
Commission’s  activities,  responsibilities,  and  ac- 
complishments as  the  state’s  water  pollution  con- 
trol agency. 


Pneumonia — The  Disease  That  Was 

Within  the  memory  of  most  Americans  the 
doctor’s  dreaded  diagnosis — pneumonia — 
meant  days  of  anxious  waiting  for  the 
“crisis”  to  come  and  go — if  it  did  not  prove 
fatal — and  then  weeks  or  months  of  con- 
valescence. If  the  victim  was  the  family 
breadwinner,  it  meant  loss  of  work  and  in- 
come over  a long  period.  Too  often,  pneu- 
monia meant  impoverishment  for  the  family. 
Today,  thanks  to  new  drug  discover- 
ies, most  cases  of  pneumonia  are  quickly 
cured,  and  the  costs,  in  drugs  and  loss  of 
work,  are  minimal.  It  is  the  earnings  of  the 
pharmaceutical  companies  that  support  the 
massive  research  programs  necessary  to 
bring  into  being  outstanding  new  drugs  like 
those  so  useful  in  mastoiditis  and  pneumonia. 
— Alfred  E.  Driscoll,  President,  Warner- 
Lambert  Pharmaceutical  Company,  in  New 
England  Journal  of  Medicine,  270:  6 (Feb.  6) 
1964. 
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BUREAU  OF  LABORATORIES 

Thomas  S.  Hosty.  Ph.D.,  Director 
September  19G4 


Examinations  for  intestinal  parasites 1,432 

Typhoid  cultures  (blood,  feces,  urine 

and  other) 234 

Brucella  cultures 3 

Examinations  for  malaria 4 

Examinations  for  gonococci.— 1,942 

Serologic  tests  for  syphilis  (blood  and 

spinal  fluid) 30,623 

Darkfield  examinations .. . 4 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 62 

Complement  fixation  tests 67 

Examinations  for  Negri  bodies 

(smears  and  animal  inoculations) 225 

Water  Examinations  ... 2,397 

Milk  and  dairy  products  examinations.  3,773 

Examinations  for  tubercle  bacilli 3,563 

Miscellaneous  examinations 4,145 


Total  . 48,474 


^ ^ 


BUREAU  OF  PREVENTABLE  DISEASES 
W.  H.  Y.  Smith,  M.  D„  Director 
CURRENT  MORBIDITY  STATISTICS 
1964 

•E.  E. 


Aug. 

Sept. 

Sept. 

Tuberculosis  

134 

92 

155 

Syphilis  

148 

126 

108 

Gonorrhea  

453 

257 

334 

Chancroid  

5 

1 

2 

Typhoid  fever 

0 

1 

4 

Undulant  fever- 

1 

0 

0 

Amebic  dysentery 

8 

11 

2 

Scarlet  fever  & strep,  throat 

212 

224 

55 

Diphtheria  

- 0 

5 

2 

Whooping  cough 

19 

18 

23 

Meningitis  

4 

8 

6 

Tularemia  

0 

0 

0 

Tetanus  

1 

1 

2 

Poliomyelitis  

0 

0 

9 

Encephalitis  . . _ . 

- 1 

0 

2 

Smallpox  

....  . 0 

0 

0 

Measles  

64 

24 

15 

Chickenpox  

7 

3 

3 

Mumps  

35 

15 

15 

Infectious  hepatitis 

36 

42 

25 

Typhus  fever 

— 1 

2 

2 

Malaria  ...  

0 

0 

0 

Cancer  

739 

646 

588 

Pellagra  ....  

1 

1 

0 

Rheumatic  fever 

15 

10 

12 

Rheumatic  heart 

22 

36 

24 

Influenza  

9 

35 

35 

Pneumonia  

165 

124 

114 

Rabies — Human  cases 

0 

0 

0 

Pos.  animal  heads 

1 

1 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 


•E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts,  M.  S„  Director 

PROVISIONAL  BIRTH  AND  DEATH 
STATISTICS  AND  COMPARATIVE  DATA, 
AUGUST  1964 


Live  Births 
Deaths 

Causes  of  Death 

Number 

Registered 

Durina 

Rates* 

(Annual  Basis) 

Total  > 

5 

g 

White  '• 

i 

Non-  o> 
White 

1964 

1963 

1962 

Live  Births  

7,141 

4,483 

2,658 

24.8 

25.2 

24.9 

Deaths  

2,429 

1,596 

833 

8.4 

8.2 

8.0 

Fetal  Deaths 

173 

87 

86 

23.7 

20.1 

18.9 

Infant  Deaths — 

under  one  month 

128 

75 

53 

17.9 

21.8 

17.6 

under  one  year 

180 

93 

87 

25.2 

27.0 

22.4 

Maternal  Deaths . 

3 

1 

2 

4.1 

6.8 

1.4 

Causes  of  Death 

Tuberculosis,  001-019 

25 

11 

14 

8.7 

7.3 

7.5 

Syphilis,  020-029 

5 

2 

3 

1.7 

1.0 

0.7 

Dysentery,  045-048  

2 

2 

0.7 

0.4 

Diphtheria,  055 

1 

1 

0.3 

0.7 

Whooping  cough,  056. 

1 

1 

0.3 

Meningococcal  infec- 

tions,  057... 

1 



1 

0.3 

0.7 

0.4 

Poliomyelitis,  080,  081 

0.4 

Measles,  085 

Malignant  neo- 

plasms,  104-205 

357 

267 

90 

123.8 

106.2 

117.2 

Diabetes  mellitus,  260 

33 

15 

18 

11.4 

11.2 

10.7 

Pellagra,  281 

Vascular  lesions  of 

central  nervous  sys- 

tern,  330-334 

346 

223 

123 

120.0 

117.7 

108.6 

Rheumatic  fever. 

400-402  

0.7 

Diseases  of  the  heart. 

410-443  

751 

528 

223 

260.4 

269.9 

263.2 

Hypertension  with 

heart  disease,  440-443 

106 

39 

67 

36.8 

35.6 

48.8 

Diseases  of  the  ar- 

teries,  450-456 

59 

39 

20 

20.5 

16.8 

19.2 

Influenza,  480-483 

1 

1 

0.3 

0.3 

1.1 

Pneumonia,  all  forms. 

490-493  

47 

24 

23 

16.3 

19.2 

17.8 

Bronchitis,  500-502  . ... 

7 

5 

2 

2.4 

2.1 

Appendicitis.  550-553 

5 

2 

3 

1.7 

2.4 

2.1 

Intestinal  obstruction 

and  hernia,  560, 

561,  570 

13 

7 

6 

4.5 

5.6 

4.3 

Gastro-enteritis  and 

colitis,  under  2, 

571.0,  764 

11 

1 

10 

3.8 

6.3 

2.8 

Cirrhosis  of  liver,  581 

19 

19 

6.6 

6.3 

7.5 

Diseases  of  pregnancy 

and  childbirth. 

640-689  

3 

1 

2 

4.1 

6.8 

1.4 

Congenital  malforma- 

tions,  750-759. 

33 

23 

10 

4.6 

3.7 

3.0 

Immaturity  at  birth. 

774-776  

37 

17 

20 

5.2 

6.7 

4.4 

Accidents,  total,  800-962 

181 

137 

44 

62.8 

62.2 

55.2 

Motor  vehicle  acci- 

dents,  810-835,  960 

92 

72 

20 

31.9 

32.1 

27.4 

All  other  defined 

causes  — 

346 

221 

125 

120.0 

118.7 

120.8 

Ill-defined  and  un- 

known  causes,  780- 

793,  795  

145 

53 

92 

50.3 

36.0 

44.5 

•Rates:  Birth  and  death — per  1,000  population 
Infant  deaths — per  1,000  live  births 
Fetal  deaths — per  1,000  deliveries 
Maternal  deaths — per  10,000  deliveries 
Deaths  from  specified  causes — per  100,000  population 
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The  Woman’s  Auxiliary 


Dear  Doctor; 

This  is  an  open  letter  to  your  office  force; 

As  the  doctor’s  right-hand  man,  you  have 
many  problems  to  solve  that  were  never 
taught  in  schools  of  nursing — or  in  secretarial 
school.  For  instance,  there  never  was  a 
course  on  keeping  the  office  tidy  after  the 
mail  comes  in!  After  the  boss  has  gone 
through  his  mail,  you  can  throw  away  the 
“junk,”  but  what  about  the  drug  samples? 

Drug  samples  are  useful.  Without  them 
the  office  force  and  the  doctor’s  family  would 
have  to  suffer  through  all  human  illnesses, 
unaided.  But,  let’s  face  it,  not  all  of  the 
samples  will  be  used  for  patients. 

Your  Scotch  soul  hates  to  see  these  valu- 
able medicines  wasted.  What  to  do?  Simple; 
Put  them  in  a big  box  in  the  back  room. 
When  the  box  overflows,  don't  send  them  to 
the  garbage  can.  Instead,  call  your  doctor’s 
wife,  to  get  them.  Chances  are  that  her 
Auxiliary  is  collecting  them  to  send  to  medi- 
cal missionaries  and  hospitals  overseas. 

At  collecting  points,  the  medicines  are 
checked  and  sorted  by  registered  pharmacists, 
and  experimental  or  outdated  drugs  are  re- 
moved before  they  are  packed  for  overseas 
shipment. 

Who  gets  them?  Hospitals  and  physicians 
in  underdeveloped  countries.  They  are  thor- 
oughly checked  to  make  sure  the  need  is 


bona  fide,  and  that  useful  drugs  will  be  sent 
to  each. 

Used  medical  textbooks  (not  more  than  4 
years  old)  and  used  medical  journals  are 
needed  too.  Write  to; 

Doctor-to-Doctor  Program 
World  Medical  Association 
10  Columbus  Circle, 

New  York,  19,  New  York 

for  the  names  of  foreign  physicians  who  have 
need  for  them.  Sure,  the  shipment  cost  is  up 
to  your  doctor  (or  the  Medical  Auxiliary), 
but  it’s  a tremendous  contribution  to  better 
medicine  all  over  the  world. 

If,  by  chance,  her  Auxiliary  isn’t  organized 
to  do  this  for  you,  send  them  yourself; 

World  Medical  Relief,  Inc. 

479  West  Columbia  Street 
Detroit  1,  Michigan 

There,  now!  Don’t  you  feel  better?  You’ve 
solved  the  problem  of  drug  samples,  and 
given  yourself  the  good  feeling  of  doing 
something  for  others.  Congratulations. 

Frances 

Ghost  written  by  Sylvia 


Dr.  R.  G.  Ford,  who  has  been  a resident  in 
neurology  in  the  Mayo  Foundation  in  Roches- 
ter, Minnesota,  has  left  that  city  and  will  be 
located  in  Birmingham,  Alabama. 


Dr.  J.  M.  Garrett,  who  has  been  a resident 
in  internal  medicine  in  the  Mayo  Foundation 
in  Rochester,  Minnesota,  has  left  that  city  and 
will  be  located  in  Birmingham,  Alabama. 
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PEPTIC  ULCER  . FUNCTIONAL  H Y P E R M O T I L I T Y • IRRITABLE  COLON 


PRO-BANTHINE  (propantheline  bromide)  AsSUreS  AuthoMtative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthme  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach'  “.  . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthine  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy-  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthine]  and  propantheline 
[Pro-Banthlne], 


The  name  Pro-Banthine  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authoritv  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
senim-tx'pe  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
iJ5, 136-139  (April)  1963. 

2.  Steinberg.  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Ch.Tpter  21,  in  Modell.W.  (editor):  Drugs  of  Choice 
-1964-1965.  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 


PEPTIC  ULCER  • FUNCTIONAL  H Y P E R M O T I L I T Y • IRRITABLE  COLON 

- - — 


NOVEMBER  1964— VOL.  34.  NO.  5 


19 


PYLOROSPASM  • B I LIARY  DYS  K I N E S lA  • PANCREATITIS  • U R E T E R A L A N D U R I N A R Y B L A D D E R S P A S M • GASTRITIS 


too  young 
to  he 

so  tired m: 


revive  interest... 
restore  activity 
promptly  with 


Aleflbnic 


Calcium  glycerophosphate (2%  MDR  for  calcium  and  phosphorus)  100  mg. 


the  need  for  a tonic 

knows  no  age  Anyone  can  feel  tired  and 


“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 
to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrgchloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only.  For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  minutes  before  meals.  Contraindicated  in  agitated 
pre-psychotic  patients,  paranoia,  or  other  patients  in 
whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 


Three  tablespoonfuls  (45  cc.)  contain: 

Pipradrol  hydrochloride 

Vitamin  Bi  (thiamine  hydrochloride)  .... 

Vitamin  B2  (riboflavin)  

Vitamin  Be,  (pyridoxine  hydrochloride) 
Nicotinamide  1 x.. 

Inositolt  


2 mg. 

(10  MDR*)  10  mg. 


(4  MDR*)  5 mg. 

1 mg. 

(5  MDR*)  50  mg. 


100  mg. 
100  mg. 


Cobalt  (as  chloride)  

Manganese  (as  sulfate)  

Magnesium  (as  acetate)  

Zinc  (as  acetate)  

Molybdenum  (as  ammonium  molybdate)  

Alcohol  15% 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied 
tRequirement  in  human  nutrition  not  yet  established 


1 mg. 
1 mg. 
1 mg. 
1 mg. 
1 mg. 


Brochure  with  full  product  information  available  on  request. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio /Weston,  Ontario 


Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMQX- 

QlIINETHAZONETABLETS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg,*’^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 

INAMID  COMPANY,  Pearl  River,  N.  Y. 


6370-4 
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"Of  special 
significance 
to  the 
physician 
is  the  symbol 


X C?c 


f } 

f 

r 


I 


When  he  sees  it  engraved  on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that  the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally  standardized, 
and  therefore  of  unvarying  activity  and  quality’. 

W hen  the  physician  writes  “DR”  (Davies,  Rose) 
on  his  prescriptions  for  Tablets  Quinidine  Sulfate 
he  is  assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 

Clinical  samples  sent  to  physicians  upon  their  request 

Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 


0-7 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

^EMPRAZIU 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil*. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only— as 
‘EMPRAZIL-C’®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms; organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  pi'otection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  pi’otective  medi- 
cation day  and  nigM. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adj  unct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 

Contraindications:  urinary  bladder  i 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon;and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon®  Sequels®  with  Phenobarbital 


Sustained  Release  Capsules 


Each  capsule  contains:  Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


279-4 


(clearly  decongested  with  Dimetapp) 


(Dimetane® (brompheniramine  maleate],  12  mg.;  Phenylephrine  hydrochloride  15  mg.;  Phenylpropanolamine  hydrochloride,  15  mg.) 


In  sinusitis,  colds,  U.R. I.,  Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again.  Each  long-acting 
Extentab  provides  clear  relief  for  up  to  10-12  hours,  yet  seldom  causes  drowsiness  or  overstimulation. 


BRIEF  SUMMARY:  Indications:  Dimetapp  reduces 
nasal  secretions,  congestion,  and  postnasal  drip  for  symp- 
tomatic relief  of  colds,  U.R. I.,  sinusitis,  and  rhinitis. 
Side  Effects:  In  high  dosages,  occasional  drowsiness 
due  to  the  antihistamine  or  CNS  stimulation  due  to  the 
sympathomimetics  may  he  observed.  Precautions: 


Administer  with  caution  in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and  hypertension.  Contra- 
indications: Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 

^Clinical  report  on  file,  Medical  Department,  A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


THE  ULCER  LIFE 

In  this  “pop  art”  assemblage,  artist  Bob  Sullivan  depicts  “the  ulcer  life”  as  man-in-a-box.  The  wall  of  nails  closing  in  might  well  sym- 
bolize the  torturous  demands  of  a rigid,  conformist  society.  As  for  the  man,  his  disembodied  psyche  moves  relentlessly  onward  with  the 
blank,  fixed  stare  of  a man  who  has  lost  control  of  his  own  destiny.  Small  wonder  that  his  gastric  mechanism  rebels. 


NUMBER  1 IN  A SERIES 


for  the  ulcer  life: 
a new  strength  of  glycopyrrolate 

ROBINUE  FORTE 

2 mg.  per  tablet 

ROBINUL-PH  FORTE 

glycopyrrolate  2 mg.  phenobarbital  16.2  mg.  (warning:  may  be  habit  forming) 


When  glycopyrrolate  was  first  introduceid,  clinicians  were  immediately  impressed  by  the 
remarkable  ability  of  this  compound  to  exert  a more  specific  pharmacologic  action  on  the 
gastrointestinal  tract  than  on  other  organ  systems.  For  example,  they  often  found  that  in 
difficult  patients  the  dosage  could  easily  be  adjusted  upwards  to  achieve  the  desired  suppres- 
sion of  both  hypertonicity  and  secretion  . . . without  paying  the  penalty  of  side  effects  intoler- 
able to  the  patient.  Thus,  it  is  no  surprise  that  many  clinicians  suggested  that  a double-strength 
2 mg.  tablet  of  glycopyrrolate  would  be  both  practical  and  useful.  For  those  patients 
ordinarily  unresponsive  to  anticholinergics  or  for  those  exhibiting  the  more  prominent  symp- 
toms, the  new  Forte  dosage  forms  are  a worthwhile  addition  to  your  ulcer  armamentarium. 


BRIEF  SUMMARY 

indications:  In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  glycopyrrolate  is  indicated  for  other  G-I 
conditions  which  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phenobarbital)  is 
indicated  when  these  situations  are  complicated  by  mild  anxiety 
and  tension. 

contraindications:  Glaucoma,  urinary  bladder  neck  obstruc- 
tion, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  cardio- 
spasm (megaesophagus),  and  achalasia  of  the  esophagus,  and  in 
the  case  of  Robinul-PH  Forte,  sensitivity  to  phenobarbital. 


precautions:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

SIDE  effects:  Dryness  of  mouth,  blurred  vision,  urinary  dif- 
ficulties, and  constipation  are  rarely  troublesome  and  may 
generally  be  controlled  by  reduction  of  dosage.  Other  side  effects 
associated  with  the  use  of  anticholinergic  drugs  include  tachy- 
cardia, palpitation,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness, 
drowsiness,  and  rash. 

dosage:  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tablet 
three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 

See  product  literature  for  full  prescribing  information. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND.  VIRGINIA  ] PHARMACEUTICALS  | RESEARCH 
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Your  investment 
In  the  Future 
Of  Medicine 


A gift  to 

medical  education 
tlirougli  AMA-ERF 


Your  contribution  to  the  Funds  for 
Medical  Schools  of  AMA- 
Education  and  Research  Foundation 
can  help  to  guarantee  the  con- 
tinuing high  quality  of  American 
medicine.  You  may  designate 
your  gift  for  a specific  school  or 
give  to  all  of  the  nation’s  accredited 
medical  schools.  All  contributions 
to  AMA-ERF  are  tax  deductible. 
Mail  your  check  to: 


American  Medical 
Association  - Education 
and  Research  Foundation 

535  North  Dearborn  St.,  Chicago  10,  Illinois 
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for  you  and  your  patients... 

greater  bacteriostatic  protection 
than  with  any  other 
leading  antibacterial  bar  soap... 
new  Safeguard 


New  Safeguard  provides  the  regular  user  with  greater  sustained  reduction  of  skin  bacteria  than 
any  other  leading  antibacterial  bar  soap.  This  heightened  effectiveness  is  achieved  through 
a more  potent,  yet  excellently  tolerated  combination  of  antibacterial  agents.*  Exhaustive 
laboratory  and  clinical  tests  have  proved  Safeguard’s . . . 

• superior  residual  bacteriostatic  effect 

• superior  control  of  S.  aureus 

• unsurpassed  safety  and  mildness 


*Safeguard  contains  3,5-di-  and  3.4',5-lribromosalicylanilides,  4,4'-dichloro-3-  (trifluoromethyl)  carbanilide,  and 
3,4,4'-trichlorocarbanilide. 


here  are  the  facts  on  Safeguard's 
superior  antibacterial  effectiveness 

The  superior  antibacterial  action  of  Safeguard  has  been  demonstrated  by  a variety  of  techniques. 
Below  are  some  of  the  comparatfve  results  obtained  with  Safeguard  and  another  lead- 

ing deodorant  and  antibacterial  bar  soap  containing  0.5%  hexachlorophene  and  0.5%  3,4,4'- 
trichlorocarbanilide.  K///771 


superior  residual  antibacterial  effect 
proved  by  handwashing  tests 

In  a modified  Price  multiple  washbasin  procedure.  Safeguard  attained  an 
average  reduction  of  99.1%  in  the  number  of  organisms  recoverable  from 
the  final  rinse  water,  as  compared  to  an  average  of  80.7%  for  the  other 
antibacterial  bar  soap  tested.  Both  products  had  been  used  exclusively  for 
four  days  prior  to  evaluation. 

Safeguard  has  also  proved  its  superior  residual  bacteriostasis  in  field  tests 
conducted  under  everyday  household  conditions  as  measured  by  a simpli- 
fied washbasin  technique. 

superior  residual  antibacterial  effect 
confirmed  by  skin  stripping  technique 

Safeguard  and  the  other  antibacterial  bar  soap  were  used  for  normal  every- 
day toilet  purposes  by  a group  of  housewives  for  14  days.  Layers  of  super- 
ficial skin  cells  were  then  taken  by  a stripping  technique  to  determine  the 
density  of  the  bacterial  population.  The  average  count  per  2.25  sq.  cm.  for 
Safeguard  was  51.0  while  the  finding  for  the  other  antibacterial  bar  was 
104.3 -more  than  double  Safeguard’s  reading. 


superior  control  of  S.  aureus 
demonstrated  in  laboratory  and  field  tests 

In  vitro  serial  dilution  tests  with  S.  aureus  showed  Safeguard  to  inhibit  growth  at  a minimal  con- 
centration of  3 p.p.m.  while  the  other  antibacterial  bar  soap  required  4 p.p.m.  to  produce  this 
effect.  Interestingly  enough,  a leading  surgical  scrub  liquid  detergent  containing  3%  hexachloro- 
phene was  inhibitory  at  7 p.p.m.  in  this  instance.  With  two  antibiotic  resistant  strains  of 
S.  aureus,  Safeguard  maintained  its  level  of  effectiveness.  In  vivo  studies  have  also  demonstrated 
Safeguard’s  superiority  in  reducing  the  number  of  persons  carrying  this  potential  pathogen. 


testing  has  provided  extensive  evidence 
of  Safeguard's  mildness  and  safety 

Repeat  patch  testing  and  careful  professional  observation  of  the  skin  of  regular  users  has  shown 
that  Safeguard  is  as  mild  as  any  other  quality  toilet  soap  — as  suitable  for  the  nursery  as  for  the 
operating  room.  Exhaustive  tests  have  also  documented  the  safety  of  its  antibacterial  components. 


SAFEGUARD'S  IMPORTANCE  TO  YOU.  Safeguard’s  superior  antibac- 
terial effect  makes  it  of  particular  value  to  physicians  and  nurses  because 
of  their  greater  than  average  exposure  to  pathogenic  organisms. 

For  further  information  please  write  to:  Director  of  Medical  Programs, 
P.O.  Box  599.  PROCTER  & GAMBLE,  CINCINNATI,  OHIO  45201 


002R64 


The  Bronchodilator  with  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrme- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning;  may  be  habit -forming).  Potassium 
Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

iTuCdlicuie,GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  cis  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

imidhaiie.GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts.”’ 


£ SKA  T ROl^^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSVLE 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 

StJe  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1 . Dorfman,  W.,  and  Johnson,  D.;  Overweight  /rCara4/f,New' York,  The  Macmillan  Company,  1948,  p.  16. 

Smith  Kline  & French  Laboratories 
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A CLASSIC  Rx 

FOR  A CLASSIC  DIAGNOSIS 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SUBSTERNAL 


MILTRATE^ 

meprobamate  200  mg,  + pentaerythritol  tetranitrate  10  mg. 

IN  ANGINA  PECTORIS  AND  CORONARY  INSUFFICIENCY 


Provides  long-term  coronary  vasodilation'  ** 
Plus  long-term  control  of  anxiety  in  heart  disease"  * 


REFERENCES:  Colllcelli.  A.,  and  Nardelli,  A.:  Treatment  of  angina  pectoris  with  a combination  of  pentaerythritol  tetranitrate  and  meprobamate.  Policlinico  (Prat.) 

67:441,  Mar.  28,  1960.  2.  Marche,  J.:  Pentaerythritol  tetranitrate  (pentrite  or  pentanitrine)-a  coronary  vasodilator  with  prolonged  action.  J.  Med.  Chir.  Prat.  (In 
French)  121:252,  Nov.  1950.  3.  Plotz,  M.:  Pentaerythritol  tetranitrate:  A new  drug  for  the  treatment  of  coronary  insufficiency.  N.  Y.  J.  Med.  52:2012,  Aug.  15,  1952. 
4.  Plotz,  M.:  The  treatment  of  angina  pectoris  with  a new  prolonged  action  pentaerythritol  tetranitrate.  Amer.  J.  Med.  Sci.  239:194,  Feb.  1960.  5.  Russek,  H.  I.,  Urback,  K.  F., 
Doerner,  A.  A.  and  Zohman,  B.  L;  Choice  of  a coronary  vasodilator  drug  in  clinical  practice.  JAMA  153:207,  Sept.  19,  1953.  6.  Russek,  H.  I.,  Zohman,  B.  L.  and  Dorset, 
V.  J.:  Objective  evaluation  of  coronary  vasodilator  drugs.  Amer.  J.  Med.  Sci.  229:46,  Jan.  1955.  7.  Russek,  H.  I.,  Zohman,  B.  L,  Orumm,  A.  E.,  Weingarten,  W.  and 
Dorset,  V.  J.:  Long-acting  coronary  vasodilator  drugs:  Metamine,  Paveril,  Nitroglyn,  and  Peritrate.  Circulation  12:169,  Aug.  1955.  6.  Russek,  H.  I.:  Evaluation  of  drugs 
used  in  the  treatment  of  angina  pectoris  by  means  of  exercise-electrocardiographic  tests.  Ann.  N.  Y.  Acad.  Sci.  64:533,  Nov.  16,  1956.  9.  Talley,  R.  W.,  Beard,  0.  W., 
and  Doherty,  J.  E.:  Use  of  pentaerythritol  tetranitrate  (Peritrate)  in  treatment  of  angina  pectoris.  Amer.  Heart  J.  44:866,  Dec.  1952.  10.  Winsor,  T.  and  Humphreys,  P.: 
Influence  of  pentaerythritol  tetranitrate  (Peritrate)  on  acute  and  chronic  coronary  insufficiency.  Angiol.  3:1,  Feb.  1952.  11.  Eskwith,  I.  S.;  Holistic  approach  in  the 
management  of  angina  pectoris.  Postgrad.  Med.  27:203,  Feb.  1960.  12.  Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology.  J.  Cardiol.  1:395,  Mar.  1958.  13.  Russek, 
H.  I.:  Meprobamate  in  the  treatment  of  angina  pectoris.  Amer.  J.  Cardiol.  3:547,  Apr.  1959.  14.  Shapiro,  S:  Observations  on  the  use  of  meprobamate  in  cardiovascular 
disorders.  Angiol.  8:504,  Dec.  1957.  15.  Waldman,  S.  and  Pelner,  L.:  Modification  of  the  anxiety  state  associated  with  myocardial  infarction  by  meprobamate:  pre- 
liminary notes.  N.  Y.  J.  Med.  58:1285,  Apr.  15,  1958.  16.  Koehnke,  F.  K.:  Treatment  of  angina  pectoris  of  functional  origin  with  Corneural.  Med.  Klin.  54:1435,  Aug.  1959. 

Indications:  'Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety  is  a factor.  Contraindications:  Like 
all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for  patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use.  Precautions:  Meprobamate  — Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness. 
Meprobamate  may  increase  the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  In  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be  precipitated  in  persons  susceptible 
to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — most 
common  side  effects  are  transient  headache,  nausea,  and  rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been 
reported  on  a few  occasions.  Meprobamate  — May  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular  rash.  Serious  reactions,  rarely 
encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is 
one  or  two  tablets  before  meals  and  at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg.  Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CML-409& 
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Qrest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 

) 1 * 

i f fjp  HI 

( 

'fe: 

MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F.A.P.A. 

James  K.  Ward,  M.D.,  F.A.P.A. 


Location:  7000  5th  Avenue  South 

Box  2896.  Woodlawn  Station 

BIRMINGHAM,  ALABAMA  35212 
Phone,  595-1 151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  'women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 


HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
American  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 


for  psychiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  □ We  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE,  N.  E.  , TELEPHONE  873-5681  ATLANTA  9,  GEORGIA 
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After  Surgery:  B and  C vitamins  are  therapy 

Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
Df  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

®( 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains; 

Vitamin  Bi  (ThiamineMononitrate)  10  mg. 
Vitamin  (Riboflavin)  ^ 10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxlne  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 


)LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


INDEX  TO  ADVERTISERS 


Alabama  Bottlers  Association  . 7 

Ames  Company,  Inc  . 3rd  Cover 

Appalachian  Hall 38 

Burroughs  Wellcome  & Co.  25 

Davies,  Rose  & Company _ 24 

Geigy  Pharmaceuticals 8 

Glenbrook  Laboratories  6 

Hill  Crest  Sanitarium 36 

Lederle 1,  14,  22-23,  26,  37 


Eli  Lilly  & Co..  1st  Cover,  18 


William  S.  Merrell  Co. 

20-21 

Parke,  Davis  & Co.  ..  . 

2nd  Cover 

Peachtree  Hospital  

36 

Pfizer  Laboratories 

13,  15,  16,  17 

William  P.  Poythress  & Co.  33 

Procter  & Gamble  

31-32 

A.  H.  Robins 

9-10-11,  27-28-29 

Roche  Laboratories 

4th  Cover 

G.  D.  Searle  & Co 

19 

Smith,  Kline  & French  _ 

34 

Wallace  Laboratories 

4-5,  12,  35 

Winthrop 

- - 3 

r 

i 


f 


APPALACHIAN  HALL 

established  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  coma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M,  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 
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Once  you  have  used  HEMA-COMBISTIX',”dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  s»7S4 


AIVIES 


for 

The  Age  of 
Anxiety 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  oi* 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.di 
Cauf/'ons  — Occasional  side  effects,  often  dose-related,  are 
drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregular) 
ities,  nausea  and  constipation.  Paradoxical  reactions  may 
occasionally  occur  In  psychiatric  patients.  Individual  mainte-f 
nance  dosages  should  be  determined.  Advise  patients  against 
possibly  hazardous  procedures  until  maintenance  dosage  Is 
established.  Though  compatible  with  most  drugs,  use  care  in 
combining  with  other  psychotropics,  particularly  MAO  inhibit 
tors  or  phenothlazines;  warn  patients  of  possible  combined 
effects  with  alcohol.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function,  and  in  long-term  treatment.  | 


LIBRIUM 

(chlopdiazepoxide 

HGI) 


Supp/Zed— Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of 
50  and  500.  i 


Roche  Laboratories,  Division  of  Hoffmann- La  Roche  Inc 
Nutley,  N.J.  07110 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning-May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6.  Indiana. 


AMYTAE 

AMOBARBITAL 


DECEMBER  1964 


Announcing  • • • th©  Second  Volume  in  the  New  Senes  from 

SAUNDERS 


About  this  New  Series:  MAJOR  PROBLEMS  IN  CLINICAL  SURGERY 

J.  Englebert  Dunphy,  M.D.,  Consulting  Editor 


Each  volume  in  this  series  will  exhaustively  illuminate 
a significant  and  pressing  problem  met  in  surgical 
practice  by  the  clinical  surgeon.  1 hese  monographs  aim 
to  fill  the  vital  gap  left  between  standard  textbooks  of 
surgery  and  relevant  journals.  Ifeld  to  a consistently 
graduate  level  of  presentation,  they  give  rock-solid 
accounts  and  analysis  of  precisely  what  can  he  done 
today  in  managing  knotty  surgical  problems.  Each 
eminently  qualified  specialist-author  will  present  a 
critical  analysis  of  changing  approaches  to  therapy,  of 
etiology,  pathologie  physiology,  diagnosis  and  differ- 
ential diagnosis.  ^ here  operative  techniques  figure 
importantly  in  the  problem,  they  will  be  clearly  de- 
scribed and  fully  illustrated  in  abundant  detail.  Opera- 
tive and  postoperative  complications,  results  and 
prognosis  will  be  carefidly  considered;  areas  of  conflict 
in  theory  and  hypothesis  fully  explored.  The  authors 
own  evaluations,  opinions  and  conclusions  will  be 
expressed  and  substantiated.  Several  volumes  will 
appear  each  year,  containing  between  150-300  gener- 
ously illustrated  pages. 

Child — The  Liver  and  Portal  Hypertension,  was  the  first 
volume  in  this  series,  pid)lished  June,  1961.  Future  vol- 


umes are  scheduled  to  cover:  Trauma  to  the  Ijiver — Sur- 
gical Problems  of  the  Pancreas — Peripheral  Arterial 
Disease. 

IX’hy  not  subscribe  to  the  entire  series  on  an  auto- 
matic, full  return  privilege  basis?  You  need 
merely  cheek  the  proper  square  below  to  see  each 
one  of  the  series  on  examination.  Sent  postpaid. 


["\N.  B.  SAUNDERS  COMPANY 

j West  Washington  Square,  Phila.,  Pa.  19105  j 

Please  send  and  bill  me;  j 

I Q Yi  elch — Polypoid  Lesions $7.50  i 

Q Enter  my  series  subscription  i 

□ Begin  with  Child  □ Begin  with  Welch  \ 
$8.50  I 

Name^ j 

.Address^ ! 

SJG  12-61  j 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

Neo-Synephrinew 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  - to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  V*  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

•Reed,  G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2°/o) 
and  children  (V4%),  in  solutions  of  Vs,  Vs  or  1 
percent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l/tf/nthrop 


(1039M) 
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RECOGNIZE 
THIS  PATIENT? 

I'm  at  a dead  end  in  this  job  and  with 
the  kids  and  all  I can't  start  over  now 
another.  9 9 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Benactyzine  hydrochloride  is  contraindicated  in  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  In  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  'Deprol'  have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  Benactyiine  hydrochloride  Benactyzine  hydrochloride,  particularly  in  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 
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When  you  recognize  depression  and  anxiety 
traceabie  to  an  emotionaliy  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  ! Cranbury,  N.  J. 


C0-356S 


— Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bionchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased  gradually  to  six  tablets  daily  and  reduced  gradually  to  maintenance  levels  upon  estab- 
lishment of  relief  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine  hydrochloride  1 mg.  Before  prescribing,  consult  package  circular. 
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too  young 
to  he 

so  tired... 


revive  interest... 
restore  activity 
promptly  with 


Alertonie 


Three  tablespoonfuls  (45  cc.)  contain: 

Pipradrol  hydrochloride 2 mg. 

Vitamin  Bi  (thiamine  hydrochloride)  (lOMDR*)  10  mg. 

Vitamin  B2  (riboflavin)  (4MDR*)  5 mg. 

Vitamin  Bo  (pyridoxine  hydrochloride)  1 mg. 

Nicotinamide  (5MDR*)  50  mg. 

Cholinet  100  mg. 

Inositolt  100  mg. 

Calcium  glycerophosphate (2%  MDR  for  calcium  and  phosphorus)  100  mg. 

Cobalt  (as  chloride)  1 mg. 

Manganese  (as  sulfate)  1 mg. 

Magnesium  (as  acetate)  1 mg. 

Zinc  (as  acetate)  1 mg. 

Molybdenum  (as  ammonium  molybdate)  1 mg. 

Alcohol  15% 

^Multiple  of  adult  Minimum  Daily  Requirement  supplied 
tRequirement  in  human  nutrition  not  yet  established 

the  need  tor  a tonic 

knows  no  age  Anyone  can  feel  tired  and 

“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 
to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrochloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only.  For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  minutes  before  meals.  Contraindicated  in  agitated 
pre-psychotic  patients,  paranoia,  or  other  patients  in 
whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 

Brochure  with  full  product  information  available  on  request. 


^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  / Weston,  Ontario 


What  Do  Soft  Drinks  Have  in  Common 
with  Cucumbers  and  Cabbage? 

Research  conducted  at  Eastman  Dental  Dispensary  ranked 
soft  drinks  in  the  same  category  as  cabbage,  cucumbers,  zwieback 
and  egg  noodles — foods  having  negligible  cariogenic  potential  (0. 

This  study  also  indicated  that  the  amount  of  carbohydrate 
in  food  is  not  as  important  as  the  length  of  time  it  is  retained  in  the 
mouth.  Sparkling  soft  drinks  pass  through  the  mouth  quickly, 
leaving  only  pure,  flavorful  thirst-quenching  refreshment. 

(0  Bibby,  Basil  G.  D.M.D.,  PH.D.,  etal  “Evaluation  of  Caries- Producinfi  Potentialities 
of  Various  Foodstuffs"  -Jl  of  Am  Dent  Assn;  vol  42,  May  ’51,  pps  491-509 

For  further  information  and  free  literature  write  to: 

Alabama  Bottlers  Association  P.  0.  Box  4206,  Montgomery,  Ala.  36104 
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for  you  and  your  patients... 


greater  bacteriostatic  protection 
than  with  any  other 
leading  antibacterial  bar  soap... 
new  Safeguard 


Safeguard  provides  the  regular  user  with  greater  sustained  reduction  of  skin  bacteria  than 
any  other  leading  antibacterial  bar  soap.  This  heightened  effectiveness  is  achieved  through 
a more  potent,  yet  excellently  tolerated  combination  of  antibacterial  agents.*  Exhaustive 
laboratory  and  clinical  tests  have  proved  Safeguard’s... 

superior  residual  bacteriostatic  effect 
superior  control  of  S.  aureus 
unsurpassed  safety  and  mildness 


♦Safeguard  contains  3,5-di-  and  3,4',5-tribromosalicylanilides.  4,4'-dichloro-3-  (trifluoromefhyl)  carbanilide,  and 
3,4,4'-trichlorocarbanilide. 


here  are  the  facts  on  Safeguard's 
superior  antibacterial  effectiveness 

The  superior  antibacterial  action  of  Safeguard  has  been  demonstrated  by  a variety  of  techniques. 
Belo\A/  are  some  of  the  comparative  results  obtained  with  Safeguard  ■■■  and  another  lead- 
ing deodorant  and  antibacterial  bar  soap  containing  0.5%  hexachlorophene  and  0.5%  3,4,4'- 
trichlorocarbanilide.  Y///77\ 


superior  residual  antibacterial  effect 
proved  by  handwashing  tests 

In  a modified  Price  multiple  washbasin  procedure.  Safeguard  attained  an 
average  reduction  of  99.1%  in  the  number  of  organisms  recoverable  from 
the  final  rinse  water,  as  compared  to  an  average  of  80.7%  for  the  other 
antibacterial  bar  soap  tested.  Both  products  had  been  used  exclusively  for 
four  days  prior  to  evaluation. 

Safeguard  has  also  proved  its  superior  residual  bacteriostasis  in  field  tests 
conducted  under  everyday  household  conditions  as  measured  by  a simpli- 
fied washbasin  technique. 


superior  residual  antibacterial  effect 
confirmed  by  skin  stripping  technique 

Safeguard  and  the  other  antibacterial  bar  soap  were  used  for  normal  every- 
day toilet  purposes  by  a group  of  housewives  for  14  days.  Layers  of  super- 
ficial skin  cells  were  then  taken  by  a stripping  technique  to  determine  the 
density  of  the  bacterial  population.  The  average  count  per  2.25  sq.  cm.  for 
Safeguard  was  51.0  while  the  finding  for  the  other  antibacterial  bar  was 
104.3 -more  than  double  Safeguard’s  reading. 


51.0 


superior  control  of  S.  aureus 
demonstrated  in  laboratory  and  field  tests 

In  vitro  serial  dilution  tests  with  S.  aureus  showed  Safeguard  to  inhibit  growth  at  a minimal  con- 
centration of  3 p.p.m.  while  the  other  antibacterial  bar  soap  required  4 p.p.m.  to  produce  this 
effect.  Interestingly  enough,  a leading  surgical  scrub  liquid  detergent  containing  3%  hexachloro- 
phene was  inhibitory  at  7 p.p.m.  in  this  instance.  With  two  antibiotic  resistant  strains  of 
S.  aureus,  Safeguard  maintained  its  level  of  effectiveness.  In  vivo  studies  have  also  demonstrated 
Safeguard’s  superiority  in  reducing  the  number  of  persons  carrying  this  potential  pathogen. 


testing  has  provided  extensive  evidence 
of  Safeguard's  mildness  and  safety 

Repeat  patch  testing  and  careful  professional  observation  of  the  skin  of  regular  users  has  shown 
that  Safeguard  is  as  mild  as  any  other  quality  toilet  soap  — as  suitable  for  the  nursery  as  for  the 
operating  room.  Exhaustive  tests  have  also  documented  the  safety  of  its  antibacterial  components. 

SAFEGUARD’S  IMPORTANCE  TO  YOU ...  Safeguard’s  superior  antibac- 
terial effect  makes  it  of  particular  value  to  physicians  and  nurses  because 
of  their  greater  than  average  exposure  to  pathogenic  organisms. 

For  further  information  please  write  to:  Director  of  Medical  Programs, 

P.O.  Box  599.  PROCTER  & GAMBLE,  CINCINNATI,  OHIO  45201 


002R64 


“Gesundheit!" 


but  for  symptomatic  relief  of  the 


‘EMPRAZir 


Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only  — as 

‘EMPRAZIL-C'®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


TABLETS 


Phenacetin 
Aspirin  . . 
Caffeine  . 


150  mg. 
200  mg. 
30  mg. 


DECEMBER  1964— VOL.  34.  NO.  6 


FAMOUS  ALABAMA  PHYSICIANS 


(^/^UGENE  DUBOSE  BONDURANT 
(1862-1950)  was  the  first  to  recognize 

"jl  endemic  neuritis  (Beriberi)  as  a nu- 
f tritional  disease,  and  thereby  won 
^ world  renown. 

Born  January  20,  1862,  at  Gallion,  Ala- 
bama, Eugene  DuBose  Bondurant  attended 
the  Avery  School  and  Southern  University, 
Greensboro,  Alabama  before  enrolling  in 
the  School  of  Medicine  of  the  University  of 
Virginia  in  1882. 

He  was  graduated  June  27,  1883,  and  was 
appointed  Assistant  Physician  in  the  New 
York  City  Insane  Hospital. 

In  1885  Dr.  Bondurant  was  appointed  As- 
sistant Physician  of  Alabama  Hospital,  Mo- 
bile, and  later  that  year  was  named  to  the 
same  post  at  the  Alabama  Insane  Hospital 
by  Dr.  Peter  Bryce.  He  became  Assistant 
Superintendent  of  the  Hospital  in  1892. 

Dr.  Bondurant  made  his  famous  obser- 
vations on  Beriberi  in  1895-1896.  Endemic 
neuritis  (Beriberi)  was  described  by  Osier 
(1892)  in  his  textbook.  The  Principles  and 
Practice  of  Medicine,  as  follows:  . . This 

is  a widely  spread  disease  in  parts  of  India, 
and  in  China  and  Japan  . . . Great  differ- 
ence of  opinion  still  prevails  concerning 
the  cause  of  this  disease.  It  is  probably  due 
to  a micro-organism.  Food  appears  also  to 
have  a large  share  in  its  causation,  and  it 
has  been  attributed  to  a fish  diet  . . 

This  statement  was  repeated  in  the 
Second  Edition  of  Osier’s  textbook.  How- 
ever, the  Third  Edition  which  appeared  in 
1898  carried  the  following  statement: 

“.  . . In  1895-1896,  a remarkable  outbreak 
of  endemic  neuritis  occurred  at  the  State 
Insane  Hospital  at  Tuscaloosa,  Alabama, 
which  has  been  described  by  E.  D.  Bon- 
durant. Between  February  1895  and  Octo- 
ber 1896,  in  a population  of  1,200  there 
were  71  cases  with  21  deaths.  None  oc- 
curred among  the  200  employees  of  the 
hospital.  The  Negroes  were  relatively  less 
afflicted  than  the  whites.  The  chief  symp- 
toms were  muscular  weakness,  pain,  para- 
thesian  loss  of  deep  reflexes,  followed  by 
atrophy  of  muscles  and  the  electrical  re- 
action of  degeneration  accompanied  by  rise 
in  temperature,  gastro-intestinal  disturb- 
ances, general  anasarca  and  tachycardia.” 
This  statement  was  repeated  in  the  next 
three  editions  of  Dr.  Osier’s  textbook. 

In  1897  Dr.  Bondurant  joined  the  faculty 


of  the  Medical  College  of  Alabama  as 
Chairman  of  Microscopy  (including  His- 
tology, Pathology,  and  Bacteriology)  and 
Nervous  and  Mental  Diseases.  In  1911  he 
was  appointed  dean,  continuing  to  serve 
as  Professor  of  Nervous  and  Mental  Dis- 
eases. 

He  resigned  in  1915  to  become  one  of  the 
first  physicians  in  Alabama  to  enter  the 
private  practice  of  Psychiatry. 

During  World  War  I Dr.  Bondurant  com- 
manded the  Army  General  Hospital,  Dan- 
V lie.  New  York. 

In  World  War  II  he  was  a member  of 
the  Medical  Advisory  Board  of  Mobile  and 
administered  Selective  Service  there  from 
1941  until  1945. 

Dr.  Bondurant  served  as  president  of  the 
Tuscaloosa  County  Medical  Society  in 
1893;  secretary-treasurer  in  1896-1897;  and 
censor  from  1892-1897. 

After  moving  to  Mobile  he  was  vice- 
president  of  that  county’s  society  in  1903 
and  president  in  1904.  He  served  as  censor 
from  1908  until  1912. 

Dr.  Bondurant  was  elected  president  of 
the  Medical  Association  of  the  State  of 
Alabama  in  1905  and  Senior  Counsellor  in 
1928. 

He  was  married  to  Miss  Annie  Laurie 
Prince  in  Mobile  on  April  19,  1899.  They 
had  no  children. 

Dr.  Bondurant  died  in  his  88th  year  on 
December  25,  1950.  Mrs.  Bondurant  died  a 
year  and  four  days  later. 


One  of  a series  of  Famous  Alabama  Physicians  based  on  research  compiled  by  Dr.  E.  B.  Carmichael 
for 

Durr  Surgical  Supply  Co. 

Montgomery  Birmingham  Huntsville 
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vain  is  almost  invariably  a presenting 
[ symptom  in  cases  of  skeletal  muscle 


spasm 


In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 


provocative  paill,  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 


residual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 


severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

emotionally  aggravated  when  anxiety  or  agitation  creates  tension 

that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 

In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisiv  e 
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Robaxisal  and  Robaxisal-PH  are  indicated  in 
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cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 
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Introduction 

Frequent  reference  appears  in  the  litera- 
ture'-'*  to  the  possible  relationship  of  furun- 
culosis to  the  diabetic  state  and  hence  to 
chronic  hyperglycemia.  As  far  as  can  be 
determined,  there  is:  (1)  no  quantitative 
study  of  the  correlation  of  furunculosis  and 
hyperglycemia,  and  (2)  no  mention  at  all  of 
the  possible  relationship  of  hypoglycemia  and 
the  chronic  appearance  of  boils.  It  is  the  pur- 
pose of  this  report  to  attempt  to  cast  some 
light  on  the  possible  relationship  of  furun- 


fiitim  1/2  12  3 
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a = classical  glucose  tolerance  test  (no  furunculosis) 
b = classical  glucose  tolerance  test  (furunculosis) 
c = cortisone  glucose  tolerance  test  (no  furunculosis) 
d = cortisone  glucose  tolerance  test  (furunculosis) 

FIGURE  1 


Table  1 — age  distribution 
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total 
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culosis  to  carbohydrate  metabolism  (hyper- 
and  hypoglycemia). 

Method  of  Investigation 

Two  sets  of  patients  participated  in  this 
project.  Group  I (120  subjects)  were  ad- 
ministered the  classical  glucose  tolerance 
test.'’  The  remaining  170  persons  (Group  II) 
were  tested  by  means  of  the  cortisone  glu- 
cose tolerance  procedure. The  age  distribu- 
tion is  outlined  (Table  1).  It  is  clear  that  the 
pattern  for  the  two  groups  is  similar.  Each 
patient  was  questioned  regarding  the  occur- 
rence of  recurrent  boils. 
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Table  2 — significance  of  the  differences  of  the  symptomatic  and  asymptomatic  patients 


significance 

difference 

difference 

no 

of 

of 

furunculosis 

furunculosis 

means 

variance 

Group  I 


fasting 

80 

it 

20 

90 

Vz  hour 

112 

34 

128 

1 hour 

114 

48 

132 

2 hours 

97 

48 

117 

3 hours 

80 

41 

96 

Group  II 
fasting 

81 

15 

88 

Vi  hour 

137 

32 

136 

1 hour 

137 

45 

146 

2 hours 

104 

38 

120 

3 hours 

80 

34 

93 

44 

>0.050 

-0.001 

58 

=0.500 

0.001 

81 

>0.100 

=0.001 

81 

>0.050 

=0.001 

75 

>0.100 

=0.001 

14 

>0.100 

=0.500 

26 

=0.500 

=0.500 

40 

=0.500 

=0.500 

42 

>0.100 

=0.500 

31 

>0.200 

=0.500 

Results 

Figure  1 charts  the  mean  blood  glucose 
values  for  the  two  groups  and  for  their 
symptomatic  and  asymptomatic  subgroups. 
At  every  temporal  point  but  one  (thirty 
minute  determinations  in  Group  II),  the 
mean  blood  glucose  for  the  patients  without 
boils  is  lower  than  for  those  with  furuncles. 
However,  an  examination  of  Table  2 shows 
that,  in  all  cases,  the  differences  of  the  means 
are  statistically  not  significant. 

A more  detailed  study  of  Table  2 shows 
that,  while  the  means  are  not  significantly 
different,  the  spread  of  the  scores  about  the 
means  in  Group  I may  be  somewhat  greater 
in  the  symptomatic  versus  the  asymptomatic 
subgroups.  Table  2 demonstrates  that  the 
variance  differs  significantly  (P=0.001)  at 
every  temporal  point  in  the  Group  I subjects. 

Discussion 

It  is  recognized  that  the  clinical  measure- 
ment is  crude.  However,  interrogating  the 
patient  is  the  only  available  technique  for 
eliciting  a past  history  of  furunculosis.  Per- 
haps, in  one  sense,  this  makes  the  story  more 
interesting  since  these  findings  are  obtained 
in  the  face  of  so  indelicate  a measuring  stick. 

All  in  all,  the  data  described  here  thus  far 
are  in  agreement  with  other  published  re- 


ports.^Hence,  the  consensus  today  is  that 
few  if  any  significant  relationships  prevail 
between  furunculosis  and  diabetes  mellitus  as 
derived  from  a consideration  of  the  signifi- 
cance of  the  difference  of  the  means. 

It  is  reasonable  to  assume  that  many  and 
diverse  factors  may  be  part  of  the  genesis  of 
furunculosis.  In  an  attempt  to  restudy  boils 
in  more  homogeneous  samples,  paired  sub- 
groups were  randomly  selected  from  the 
original  two  groups.  Table  3 provides  the 
original  data  and  emphasizes  the  fact  that  the 
pairing  was  done  on  the  basis  of  age  and  sex. 

Figure  2 represents  the  blood  glucose 
values  for  the  two  paired  groups  and  for  their 
symptomatic  and  asymptomatic  subgroups. 
At  every  temporal  point,  at  least  in  Group  I, 
the  mean  blood  glucose  is  lower  for  the 
asymptomatic  group.  This  pattern,  it  should 
be  recalled,  is  very  similar  to  that  noted  for 
the  entire  sample  described  earlier. 

An  examination  of  Table  4 shows  that,  in 
all  instances,  the  differences  of  the  means  are 
statistically  not  significant.  These  findings 
are  also  the  same  as  previously  noted  in 
Table  2. 

A more  detailed  study  of  Table  4 shows 
that,  while  the  means  are  not  significantly 
different,  the  spread  of  the  scores  about  the 
means  may  be  somewhat  greater  in  the 
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b = classical  glucose  tolerance  test  (furunculosis) 
c = cortisone  glucose  tolerance  test  (no  furunculosis) 
c = cortisone  glucose  tolerance  test  (furunculosis) 

FIGURE  2 


symptomatic  versus  the  asymptomatic  sub- 
groups in  Group  1.  Table  4 demonstrates  that 
the  variance  differs  significantly  in  four  of 
the  five  temporal  measurements  with  the 
classical  glucose  tolerance  test. 


It  would  appear,  within  the  limits  of  this 
study,  that  the  issue  is  not  really  one  of  the 
relationship  of  furunculosis  to  diabetes  melli- 
tus.  In  other  words,  the  problem  does  not 
appear  to  be  one  of  noting  the  frequency  of 
recurrent  boils  in  hyper-  versus  normoglyce- 
mic individuals.  Rather,  the  discussion  cen- 
ters about  the  relationship  of  furunculosis  to 
carbohydrate  metabolism.  Viewing  the  prob- 
lem in  a trichotomy  (hyper-,  normo-,  and 
hypoglycemia)  makes  possible  an  entirely 
different  interpretation  and  seemingly  more 
meaningful  conclusion.  It  seems  that  the 
absence  of  furuncles  is  paralleled  by  a rela- 
tively restricted  blood  glucose  range  (more 
narrow  in  terms  of  conventional  standards). 
Conversely,  furunculosis  seems  more  likely 
to  be  associated  with  both  hyper-  and  hypo- 
glycemia as  judged  from  the  analysis  of  the 
variance  especially  in  Group  1.  Thus,  the  dif- 
ferent interpretation  here  as  against  other 
reports  is  found  in  the  fact  that  heretofore 
a dichotomy  has  been  employed.  In  such  a 


Table  3 — original  paired  data  of  patients  with  and  without  furunculosis  studied  by  means  of  the  classical 

and  cortisone  glucose  tolerance  tests 


classical  glucose  tolerance  test 
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59 

F 

70 

125 

107 

76 

44 

565 

58 

F 

75 

107 

135 

132 

100 

563 

61 

F 

75 

140 

133 

90 

95 

494 

60 

F 

85 

157 

125 

155 

115 

mean 

81 

123 

119 

94 

80 

94 

128 

134 

119 

100 

S.D. 

24 

37 

51 

59 

51 

49 

65 

89 

90 

84 
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Table  3 (continued) — original  paired  data  of  patients  with  and  without  furunculosis  studied  by  means 

of  the  classical  and  cortisone  glucose  tolerance  tests 


cortisone  glucose  tolerance  test 


case 

number 

age 

group  without  boils 

^ 1 
sex  fast  hr  hr 

2 

hrs 

3 

hrs 

case 

number 

age 

group  with 
sex  fast 

. boils 
V2  1 

hr  hr 

2 

hrs 

3 

hrs 

46 

16 

M 

75 

115 

105 

83 

50 

160 

17 

M 

63 

115 

118 

77 

68 

165 

33 

F 

70 

103 

133 

85 

77 

143 

33 

F 

85 

120 

153 

115 

118 

87 

34 

F 

80 

128 

140 

115 

98 

39 

34 

F 

95 

135 

130 

107 

60 

130 

35 

F 

80 

133 

135 

93 

68 

9 

35 

F 

98 

132 

125 

125 

93 

56 

38 

F 

98 

118 

135 

85 

80 

147 

38 

F 

63 

107 

77 

50 

38 

170 

39 

F 

85 

147 

185 

110 

95 

100 

39 

F 

85 

125 

180 

160 

140 

169 

43 

F 

70 

140 

203 

207 

227 

81 

43 

F 

92 

120 

117 

110 

85 

17 

46 

F 

95 

165 

162 

99 

90 

153 

46 

F 

87 

142 

147 

120 

100 

3 

48 

F 

75 

130 

115 

98 

74 

73 

48 

F 

107 

198 

225 

210 

140 

104 

52 

F 

85 

147 

125 

100 

68 

59 

52 

F 

95 

135 

150 

100 

90 

21 

54 

M 

85 

180 

157 

115 

57 

4 

53 

M 

99 

170 

180 

148 

95 

mean 

82 

137 

145 

108 

87 

88 

136 

146 

120 

93 

S.D. 

9 

22 

29 

35 

48 

14 

26 

40 

42 

31 

binomial  system,  the  hypoglycemic  case 
obviously  is  absorbed  into  the  normoglycemic 
group.  This  concept  can  be  better  portrayed 
in  pictorial  fashion. 

Figure  3 shows  the  individual  patients’ 
values  under  fasting  conditions  with  the  clas- 
sical glucose  tolerance  test.  Table  4 indicates 
that  there  is  no  statistically  significant  dif- 
ference of  the  means  (P>0.200).  However, 
it  is  clear  from  Figure  3 that  the  variance  is 


much  greater  in  the  symptomatic  subjects 
and  this  is  confirmed  in  Table  4 (P=0.010). 

Summary 

1.  Two  hundred  and  ninety  patients  were 
questioned  regarding  the  absence  or  presence 
of  furunculosis.  One  hundred  and  twenty 
individuals  (Group  I)  were  examined  by  the 
classical  glucose  tolerance  test  and  the  re- 


Table  4 — significance  of  the  differences  of  the  symptomatic  and  asymptomatic  paired  patients 


significance 

difference 

difference 

no 

of 

of 

furunculosis 

furunculosis 

means 

variance 

Group  I 


fasting 

81 

±; 

24 

94 

49 

>0.200 

=0.010 

V2  hour 

123 

37 

128 

65 

=0.500 

=0.020 

1 hour 

119 

■±_ 

51 

134 

89 

>0.400 

=0.020 

2 hours 

94 

59 

119 

90 

>0.200 

=0.100 

3 hours 

80 

51 

100 

84 

>0.200 

=0.050 

Group  II 

fasting 

82 

9 

88 

-4- 

14 

>0.200 

=0.200 

Vz  hour 

137 

H- 

22 

136 

26 

=0.500 

=0.500 

1 hour 

145 

± 

29 

146 

40 

=0.500 

=0.500 

2 hours 

108 

35 

120 

42 

>0.400 

=0.500 

3 hours 

89 

48 

93 

±1 

31 

=0.500 

=0.200 
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no 

furunculosis  furunculosis 


300  - 


fasting  blood  220  - 
glucose 
findings 

(classical  • 

glucose 
tolerance 

test)  140  - 


60  - 

mean  81 

S.D.  24 

FIGURE  3 


ft 

94 

49 


maining  170  (Group  II)  by  means  of  the 
cortisone  glucose  tolerance  technique. 

2.  All  of  the  statistical  analyses  show  that 
there  were  no  statistically  significant  differ- 
ences of  the  mean.  However,  an  analysis  of 
variance  indicated  that,  at  every  temporal 
point,  there  was  a statistically  significant  dif- 
ference in  variance  in  the  Group  I subjects. 

3.  A paired-group  study  was  also  done  on 
the  basis  of  age  and  sex  similar  to  the  analy- 
sis for  the  entire  group.  In  the  paired  study, 
none  of  the  differences  of  the  means  proved 
to  be  significant.  However,  all  of  the  vari- 
ances in  Group  I with  one  exception  are  sta- 
tistically significant. 

4.  It  appears  that  there  is  little  significant 
relationship  between  furunculosis  when  one 
views  the  problem  dichotomously  (hyper- 
versus  normoglycemia  or  diabetes  mellitus 
versus  no  diabetes  mellitus) . However,  if  one 
views  the  data  in  a trichotomy  (hyper-, 
normo-,  and  hypoglycemia),  the  results  are 
different  and  more  meaningful.  In  fact,  there 
appears  to  be  a distinct  correlation  between 
this  particular  finding  and  carbohydrate 
metabolism.  More  accurately,  furunculosis 
seems  to  correlate  with  both  relative  hyper- 
and  hypoglycemia. 
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TREATMENT  OF  ALCOHOLISM* 

Thomas  T.  Jones,  M.  D. 

Durham,  N.  C. 


Alcoholism  is  an  ungrateful  subject.  Most 
of  us  here  today  are  anything  but  open- 
minded  or  objective  about  it.  The  colossal 
dilemma  for  the  alcoholic,  those  whom  his 
life  affects  about  him,  and  the  community  he 
fits  and  mis-fits,  presents  the  urgency  of 
“NOW”  set  in  the  continuum  of  individual 
and  cultural  perpetuation. 

The  alcoholic  has  his  problem  for  his  life- 
time. The  manner  in  which  he  handles  it 
reveals  the  degree  of  his  awareness  of  per- 
sonal need,  his  honesty  with  himself,  and  his 
determination  (or  lack  of  it)  to  do  something 
about  it. 

The  Community  has  this  complex  cultural 
by-product,  alcoholism,  for  the  duration  of 
its  existence.  The  manner  in  which  it  handles 
this  public  health  problem,  the  total  problem, 
is  a barometer  of  its  social  conscience,  and  its 
capacity  to  marshall  its  resources  for  practi- 
cal and  effective  response. 

The  American  Medical  Association  did,  in 
1956,  by  resolution  passed  by  its  House  of 
Delegates,  declare  alcoholism  to  be  a treat- 
able disease,  therefore — a medical  responsi- 
bility. 

Since  treatment  is  a medical  responsibility, 
met  in  general  practice  as  well  as  in  all 
specialties,  it  is  well  to  take  stock  of  the 
methods  of  treatment,  and  to  judge  applica- 
tion and  results.  But  more  than  that,  and  for 
the  essential  purpose  of  this  paper,  I would 
presume  to  dwell  on  one  special  factor  in 
therapeutic  effectiveness. 

That  factor,  that  therapeutic  factor,  is  the 
administrator  of  therapy — the  doctor.  But 


*Presented  at  the  Second  Annual  Muscle  Shoals 
Medical  Assembly,  August  8,  1964.  Florence,  Ala- 
bama. 


before  I present  the  case  for  him,  may  I speak 
of  the  essential  elements  in  an  illness  or  in 
any  situation  of  medical  concern;  specifically, 
these  elements  are  here  applied  to  alcoholism. 

These  elements  comprise  the  agent,  the 
host,  and  the  environment.  In  alcoholism, 
problem  drinking  or  in  crises  that  arise  from 
an  isolated  minor  or  major  drinking  episode, 
the  agent  is  any  alcoholic  beverage.  Alcohol 
is  (I  feel  we  can  all  agree)  an  intoxicant,  or 
substance  capable  of  poisoning  the  organism 
ingesting  it.  The  host,  in  our  experience,  is 
a human  being  who  consumes  the  intoxicant. 
The  environment  may  be  social,  diplomatic, 
fraternal,  or  connubial;  it  may  be  emotion- 
ally triggered  by  despair,  joy,  grief,  anger,  af- 
fection, loneliness  or  anxiety;  it  may  have 
therapeutic  overtones  or  ritualistic  signifi- 
cance. Ball  game  or  Ball,  congeniality  or  hos- 
pitality, or  just  a drink  for  the  drink’s  sake, 
in  the  act  of  drinking  we  acknowledge  the 
place  of  alcoholic  beverage  in  our  culture, 
our  sub-cultures,  or  in  those  circumstances 
that  seem  without  rhyme  or  reason. 

Thus,  man  drinks  for  some  reason  or  ap- 
parent reason,  clearly  defined  or  obscure. 
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Some  drink  too  much,  or  without  control, 
somewhere  and  under  some  conditions.  A 
few  become  ill  or  suffer  injury.  In  this  area 
lies  the  responsibility  of  medicine.  We  judge 
the  nature  and  degree  of  illness  or  injury, 
its  impact  on  the  concerned  individual  and  on 
others  involved;  but  we  do  not  and  we  must 
not  pass  judgement  on  or  condemn  the  pa- 
tient. Our  province  is  treatment — not  con- 
demnation. 

Alcoholism  is  a disease.  More  than  that  it 
is  a way  of  life  for  the  individual  so  snarled 
in  bottled  bondage.  Alcoholism  is  manifest  in 
repeated,  compulsive,  excessive  drinking  in 
the  individual  whose  dependence  on  alcoholic 
beverage  has  reached  such  a degree  that  he 
shows  noticeable  mental  disturbance,  obvious 
or  hidden  physical  deterioration  of  functional 
and  organic  nature,  interference  with  inter- 
personal relationships,  and/or  interference 
with  social,  domestic  and  economic  function. 
Spiritual  chaos  most  often  completes  the  pic- 
ture. 

Regular,  excessive  drinking  without  appar- 
ent episodes  of  drunkenness  or  dys-social  be- 
haviour can  and  does  cause  myriads  of  de- 
partures from  health,  often  unsuspected  and/ 
or  ignored.  Here  there  is  additive  micro- 
trauma of  even  milder,  repeated  intoxication, 
which  confronts  us  for  honest  appraisal  and 
treatment  even  more  often  than  the  obvious 
alcoholic  excess  that  characterizes  the  alco- 
holic. We  see  this  daily,  every  doctor  meets 
it.  Do  we  consider  it  a valid  symptom-com- 
plex or  disease  entity,  and  accept  its  justified 
claim  on  our  concern?  We  should,  for  we  are 
acquainted  with  many  lesser  illnesses  that 
have  major  counterpart,  and  conscientiously 
treat  them. 

Now,  back  to  that  administrator  of  therapy 
— the  doctor.  You,  and  I.  Do  we  qualify  as 
the  therapeutic  monitor?  Do  we  accept  this 
role  of  therapist  for  the  alcoholic  or  give  lip- 
service  only?  Do  we  unreservedly  go  along 
with  our  professional  responsibility  to  him 
without  question  or  do  we  directly  or  (what 
is  worse)  indirectly  deny  him  care? 

As  physicians,  our  course  is  clear.  Alco- 
holism is  a disease  and  the  alcoholic  a sick 


person.  Alcoholics  can  be  helped  and  are 
worth  helping.  This  is  a public  health  prob- 
lem and  therefore  a public  responsibility. 
Specifically  in  the  twin  areas  of  physical 
sickness  and  emotional  distress  his  care  is 
our  responsibility.  Who  else  is  qualified,  or 
given  the  right  by  law  to  treat  the  sick,  and 
who  else  is  as  qualified  to  counsel  in  matters 
of  behaviour  disturbance  or  emotional  con- 
flict. (The  minister  admittedly  is  better  pre- 
pared to  serve  as  spiritual  advisor,  but  he  is 
so  often  seen  much  later  in  the  progress  of 
the  illness,  either  in  further  deterioration,  or 
somewhere  along  the  upward  course  of  re- 
habilitation. The  doctor,  again,  as  church 
member — or  frequently  as  church  officer — 
carries  within  him  the  personal  dedication  of 
spiritual  ministry;  and  since  such  a role  is 
part  of  his  preparedness  as  a man  made  in 
the  image  of  God,  this  ministry,  if  given  free 
expression,  is  given  the  alcoholic  as  naturally 
as  the  persuasion  of  personality,  or  the  rap- 
port of  faith.)  Our  basic  qualifications,  then, 
serve  in  the  three  areas  of  the  alcoholic’s 
greatest  needs:  physical  healing,  psychologi- 
cal or  emotional  stabilization,  and  spiritual 
comfort.  Our  potential  has  application  that 
may  result  in  improvement  of  man’s  regard 
for  himself,  better  relationship  with  his  fel- 
lowman,  and  increased  faith  in  God.  These 
elements  are  token  and  proof  of  competence 
in  our  professional  service. 

Next,  if  we  assume  the  doctor  is  the  most 
important  factor  in  therapeutic  effectiveness 
where  the  alcoholic  is  concerned,  may  these 
questions  be  asked  with  any  justification? 

Do  we  know  just  what  alcoholism  is?  Do 

we  know  its  protean  and  deceptive  signs  and 
symptoms?  Do  we  know  the  mimicry  it 
parades  as  other  illnesses,  or  complications  it 
causes  to  alter  or  disguise  other  illnesses?  Do 
we  know  the  defensive  screen  the  alcoholic 
automatically  erects  to  confuse  or  divert  us 
into  a less  threatening  relationship?  Do  we 
know  our  own  professional  compromise  that 
causes  us  to  blind  ourselves  to  the  inexorable 
erosion  of  alcoholism  in  our  patient,  as  we 
eagerly  and  obediently  follow  his  red  herring 
of  casual  diversion  to  a diagnosis  or  explana- 
tion that  has  less  threat  to  his  ego,  less  stigma 
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to  his  self-appraisal,  less  chance  in  his  eyes  of 
hospital  rejection  or  insurance  denial? 

Again,  do  we  know,  and  know  well,  the 
measure  of  one  alcoholic  in  the  cross-section 
of  our  total  community  organization?  Do  we 
know  the  impact  of  the  total  number  of  alco- 
holics and  equally  disturbing  excessive 
drinkers  in  this  same  community  of  ours. 
We’ve  seen  people  drunk  at  games,  cocktail 
parties,  resorts,  and  miscellaneous  celebra- 
tions. We’ve  attended  the  injured  who  also 
were  drunk.  Our  years  as  medical  students 
and  internes  without  doubt  gave  a liberal 
education  with  the  symptoms  and  behaviour 
of  the  intoxicated  patient  in  the  emergency 
room.  We  saw  him  sick.  We  saw  him  hurt 
and  bleeding.  We  saw  him  die.  These  situa- 
tions were  most  certainly  medical  province 
and  responsibility.  But,  have  we  also  seen 
the  alcoholic  in  court,  in  the  pulpit,  in  a pro- 
fessional role,  behind  the  wheel  of  a car? 
Have  we  attended  A.  A.  meetings,  talked  with 
the  inmates  of  jail,  prison  farm  or  peniten- 
tiary? Have  we  observed  psychiatric  counsel- 
ing or  visited  a spiritual  retreat  for  alco- 
holics, or  a Half-way  House? 

Have  we  treated  the  alcoholic  or  just  at- 
tended him  during  his  brief  days  of  drying- 
out?  Or  more  specifically,  have  we  treated 
him  by  all  the  cumulated  and  extended  ex- 
perience and  substances  of  medicine  at  its 
best  and  most  progressive,  or  have  we  mis- 
treated him  by  denial  and  rejection  or  open 
hostility;  by  lip-service  rather  than  effective, 
professional  competence? 

Not  only  are  medical  journals  reflecting  the 
increased  interest  in  the  alcoholic  and  exces- 
sive drinker,  but  most  journals,  professional 
and  non-professional,  radio  and  television, 
are  finding  room  for  articles  dealing  with  this 
problem.  Scanning  the  newspapers  of  any 
week  would  give  a wide  choice  of  topics  for 
any  conceivable  subject-matter  of  interest  for 
information  or  research. 

A visit  to  an  A.  A.  meeting  is  a revelation; 
many  visits  easily  would  constitute  a liberal 
education  in  basic,  simplified  psychotherapy. 
It  costs  nothing  but  time. 


But  if  we  really  want  to  experience  a 
profitable  interneship  in  this  area  of  concern, 
spend  a day  in  magistrate’s  court,  listen  to 
social  service  interviews  with  welfare  appli- 
cants, become  familiar  with  unemployment 
problems,  industrial  attitudes,  professional 
grievance  committees.  And  more,  attend  an 
A.  A.  meeting  at  a prison,  share  the  fellow- 
ship of  coffee,  cakes  and  conversation,  and 
learn  by  heart  and  with  your  heart  the 
destructiveness  of  hate,  the  healing  quality  of 
love,  and  the  stark  loneliness  of  every  alco- 
holic that  is  revealed  in  the  agonized,  con- 
sistent and  repeated  protests  that  at  once  and 
for  all  give  you  cause,  analysis,  appraisal  and 
summation  of  this  problem,  and  as  well — or 
better — give  solid  clues  to  the  needs,  which, 
fulfilled,  may  lead  to  conversion  and  rehabili- 
tation of  the  alcoholic. 

These  generalities  have  behind  them  a 
prodigious  literature  of  ways  and  means  a 
doctor  can  improve  his  role,  his  therapeutic 
effectiveness,  his  professional  competence  in 
stewardship  and  ministry  of  service  to  the 
individual  alcoholic,  his  immediate  family 
and  his  community. 

The  medical  role  is  considerable.  We  can 
assume  and  guide  it.  If  community  resources 
are  organized,  we  can  give  them  our  support. 
Continuity  of  care  is  never  abdicated.  We  are 
key  tools  of  therapy — and  specific  medical 
tools  are  ours  and  ours  only  to  administer. 

Our  intelligence,  our  professional  com- 
petence is  not  questioned;  it  is  our  hearts  that 
are  challenged.  Our  hearts’  response  towards 
the  alcoholic  is  the  real  measure  of  our  right 
to  treat  him. 

In  summary,  attitude  of  acceptance;  the  in- 
timate, rugged,  honest  interneship  in  the 
areas  where  alcoholics  seek  help  and  endure 
penalty;  the  acknowledgement  of  the  enor- 
mity of  this  problem  as  a cultural  by-product; 
the  understanding  of  the  needs  of  the  in- 
dividual alcoholic;  and  the  willingness  to  give 
him  our  professional  skill  with  insight  to  help 
him  find  and  pursue  the  steps  he  himself 
should  take;  these  qualifications  characterize 
the  most  potent  agent  in  the  treatment  of 
alcoholism — the  family  doctor. 
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HRISTMAS  is  with  us  again,  as  it  has  been 
year  after  year  for  centuries,  bearing  witness 
that  there  is  an  endless  continuity  and  a reas- 
suring certainty  still  triumphant  over  all  the 
uncertainties  of  life.  We  in  the  Medical  As- 
sociation of  the  State  of  Alabama  wish  you  a 
full  measure  of  peace,  good  will,  and  hope 
betokened  by  the  Season. 


Whatever  the  future  betides,  America  has  an  impregnable  bul- 
wark of  resources  to  provide  against  the  uncertainties  that  may 
befall  us.  Members  of  the  Medical  Association  of  the  State  of 
Alabama,  for  instance,  lend  their  own  distinctive  aura  of  certainty 
to  this  Christmas  season  with  a record  of  1 04  years  of  devotion 
to  the  protection  of  health  and  life. 

With  the  advent  of  another  New  Year  for  all  of  us,  we  wish  you 
happiness  and  good  fortune. 
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EDITORIAL  SECTION 


WHO  SPEAKS  FOR  ALABAMA  MEDICINE? 


Alabama  medicine  will  come  to  many 
crossroads  in  the  days  ahead,  both  at  national 
and  state  legislative  levels.  Many  bills  will 
be  introduced,  in  Washington  and  in  Mont- 
gomery, which  will  have  far-reaching  effects 
on  this  profession. 

Whose  voice,  knowledgeable  and  authorita- 
tive, will  speak  for  the  health  of  the  people 
of  Alabama? 

At  present  there  are  five  doctors  in  the 
Georgia  House  of  Representatives.  These 
men,  most  likely  serving  at  a tremendous  fi- 
nancial sacrifice,  will  constitute  a formidable 
bulwark  against  hasty  and  ill-conceived  legis- 
lation. Such  a bloc,  serving  on  key  commit- 
tees, will  have  first-hand  information  on  pro- 
posed laws.  And  it  is  safe  to  assume  that 
they  will  move  rapidly  to  amend  or  kill  any 
legislation  deemed  injurious  to  the  public 
welfare.  Their  voices  are  ever-present — to 
warn,  to  counsel,  to  protest  if  need  be — and 
their  stature  as  lawmakers  makes  it  possible 
to  appeal  directly  to  the  people  when  legisla- 
tive actions  constitute  a danger. 

Here  in  Alabama  there  is  no  single  legisla- 
tor with  a vested  interest  in  the  health  of  this 
state.  This  is  not  to  say  that  no  legislator  is 


concerned  in  this  matter;  and  a majority  of 
our  senators  and  representatives  have 
proven,  over  the  years,  to  be  sympathetic  to 
the  cause  of  public  health. 

But  it  is  equally  true  that  practically  every 
other  organized  group — educators,  bankers, 
labor — have  strong  and  direct  voices  in  the 
legislature;  and  their  influence  has  been  ef- 
fective in  passing  or  rejecting  legislation 
peculiar  to  their  interests. 

The  doctors  of  Alabama,  working  in  con- 
cert with  paramedical  groups,  can  afford  to 
do  no  less. 

It  is  too  late  now  for  medicine  to  sound  its 
own  voice  in  the  1965  Legislature.  Once 
again  we  must  lean  on  our  staunch  friends  to 
fight  our  battles.  But  1966  is  another  matter, 
and  when  the  time  comes  to  qualify  for 
public  office,  let  us  hope  that  doctors 
throughout  Alabama  will  rise  to  the  chal- 
lenge and  compete  for  seats  in  the  Legisla- 
ture. 

Let  medicine’s  voice  be  heard,  loud  and 
clear!  If  the  doctors  of  our  state  are  to  com- 
pletely fulfill  their  obligations  to  humanity, 
let  them  now  come  down  out  of  the  galleries 
and  take  their  places  among  the  lawmakers. 


MEDICAL  SCHOOLS  ENROLLMENT  IS  L02G 


The  University  of  Alabama  Medical  Center 
began  its  academic  year  with  a total  of  840 
students  enrolled  in  its  various  schools  re- 
lated to  the  health  sciences. 

In  addition  to  the  actual  students  matricu- 
lated at  the  Medical  Center,  46  interns  and 
140  residents  are  receiving  advanced  training, 
making  a complete  total  of  1,026. 

The  Medical  College  of  Alabama,  with  80 
freshmen,  will  have  approximately  300  stu- 
dents in  training  to  become  physicians. 

The  School  of  Dentistry,  with  52  freshmen, 
has  a total  of  191  students. 


University  Hospital’s  School  of  Nursing  has 
76  new  student  nurses,  making  a total  of  195 
nurses  in  training.  The  remaining  para- 
medical schools,  including  schools  of  Anes- 
thesia for  Nurses,  Radiological  Technology, 
Medical  Technology,  Blood  Bank  Technology, 
Laboratory  Assistance,  Cytotechnology,  Die- 
tetic Internships,  Hospital  Administration  In- 
ternships, Social  Service  Internships  and 
Physical  Therapy,  are  instructing  another  68 
students. 

The  Medical  Center  graduate  program  has 
56  enrollees  who  are  candidates  for  degrees 
and  32  postgraduate  students  who  are  work- 
ing toward  certificates. 
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Since  political  analysis  is  the  order  of  the 
day  and  will  be  for  some  time  to  come,  there 
is  no  reason  why  it  should  not  be  attempted 
by  the  writer. 

This  is  an  era  of  “trends.”  To  be  able  to 
spot  a trend  and  judge  it  correctly  is  making 
use  of  that  sixth  sense,  or  intuition,  that 
spells  success.  Those  of  us  who  had  felt  the 
trend  in  this  state  since  the  recent  campaign 
began  had  no  need  to  appear  over-confident 
about  the  outcome.  Visiting  other  parts  of 
the  nation,  particularly  the  East,  indicated 
that  the  conservative  forces  were  having  a 
difficult  time. 

Our  own  fight  to  stop  the  medicare  legisla- 
tion in  Congress  was  only  part  of  the  picture. 
The  passage  of  the  Civil  Rights  Law,  the  Ap- 
palachia Project,  and  the  other  so-called 
liberal  measures,  indicated  that  conservative 
thinking  did  not  have  enough  votes. 

All  the  leaders  in  Congress  have  denied 
since  the  election  that  John  F.  Kennedy’s 
death  hastened  the  passage  of  this  type  of 
legislation.  They  all  felt  that  it  was  ready 
to  be  passed,  and  Mr.  Johnson’s  “masterful 
manipulation”  helped  put  it  across.  The  fact 
that  the  five  “deep-South”  states  voted 
against  this  legislation  and  against  him  makes 
any  conjecture  as  to  the  future  of  this  region 
quite  serious. 

Medicare  legislation  does  not  have  to  be 
passed  as  it  was  written  in  the  original  King- 
Anderson  Bill  and  later  modified  by  Senator 
Gore  of  Tennessee. 

Kerr-Mills  can  still  be  utilized  if  enough 
funds  are  provided.  The  AMA  will  need  to 
co-ordinate  the  propaganda  for  Kerr-Mills 
and  not  stimulate  the  people  just  to  seek  in- 
formation from  the  local  medical  profession 


in  the  various  communities.  The  people  must 
be  instructed  to  see  their  Congressmen. 

It  is  said  that  it  will  take  $2  billion  to  im- 
plement Kerr-Mills  properly  from  existing 
taxes.  On  the  other  hand,  the  additional  pay- 
roll tax  to  provide  the  benefits  under  Social 
Security  will  ruin  the  Social  Security  system 
and  only  provide  for  those  who  are  eligible 
for  the  social  security  benefits  over  age  65. 

This  government  will  never  be  able  to  fi- 
nance total  medical  care  for  the  entire  popu- 
lation without  bankrupting  itself.  Even  in 
the  Scandinavian  countries  such  as  Sweden 
where  so-called  total  care  is  provided,  there 
is  an  indemnity  plan  that  must  be  followed 
to  obtain  this  care. 

Whether  this  State  or  the  Deep  South  stay 
in  the  Republican  column  remains  to  be  seen. 
Nevertheless,  the  conservative  viewpoint  re- 
mains uppermost  in  this  region,  and  we  can 
operate  with  the  “strong  loyal  minority.” 

We  have  lost  some  important  committee  as- 
signments in  the  House  by  electing  Republi- 
can Representatives;  but,  if  the  new  Con- 
gressmen from  this  State  are  as  dedicated  to 
the  conservative  cause  as  they  have  pro- 
claimed in  their  campaign  speeches,  then 
Medicine  has  a group  of  new  champions;  and 
the  two  party  system  may  certainly  be  here 
to  stay. 

U. 

E.  B.  Glenn,  M.  D. 
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The  Month  In  Washington 

From  the  Washington  Office 
American  Medical  Association 


The  Johnson  Administration  has  placed  so- 
called  medicare  at  the  top  of  its  legislative 
program  for  1965. 

In  a policy  paper  issued  a few  days  before 
the  national  elections,  President  Johnson 
said: 

“First  we  must  provide  adequate  hospital 
and  nursing  home  care  for  our  senior  citizens 
by  a sound  program  financed  through  con- 
tributory social  insurance.  I pledge  that  the 
legislation  to  accomplish  this  will  head  my 
program  next  year.” 

Administration  forces  in  Congress  ex- 
pressed confidence  that  most  of  Johnson’s 
legislative  program  would  be  approved  next 
year  in  light  of  the  Democratic  victory  in  the 
elections.  Democrats  gained  a net  of  37  seats 
in  the  House. 

The  Administration  was  reported  to  be  con- 
sidering a program  that  would  be  financed  by 
a separate  employer-employee  tax  rather 
than  an  increase  in  the  social  security  tax  as 
called  for  in  legislation  that  died  in  a House- 
Senate  conference  committee  when  Congress 
adjourned  in  October. 

In  reiterating  his  opposition  to  Social  Se- 
curity financing,  Rep.  Wilbur  D.  Mills  (D., 
Ark.),  chairman  of  the  Ways  and  Means 
Committee,  said  just  prior  to  adjournment: 

“I  think  one  of  the  difficulties  that  has  ac- 
tually impeded  the  reaching  of  a sound  solu- 
tion is  the  insistence  by  the  proponents  of 
medical  care  on  proceeding  toward  a solution 
through  the  existing  OASDI  (Social  Security) 
system  rather  than  in  an  all-out  effort  to 
solve  the  problem  itself  with  some  flexibility 
in  their  approach.  In  other  words,  there  may 
well  be  within  our  reach  solutions  to  the  ad- 
mittedly difficult  and  increasing  problems  of 
medical  care  for  the  aged  which  lie  outside  of 


attaching  a Federal  program  to  the  frame- 
work of  the  OASDI  insurance  system  . . . 

“I  would  be  hopeful  that  the  basic  pre- 
payment concept  might  lead  us  in  the  direc- 
tion of  sound  approaches  to  this  matter. 
There  are  other  principles  which  we  can 
embody  to  insure  a sound  medical  program 
while  at  the  same  time  preserving  our  basic 
social  security  insurance  system.” 

Other  points  listed  in  Johnson’s  policy 
paper  on  health  were: 

“Second,  we  must  step  up  the  fight  on 
mental  health  and  mental  retardation. 

“I  intend  to  ask  for  increased  funds  for  re- 
search centers,  for  special  teacher  training, 
and  for  helping  coordinated  state  and  local 
programs. 

“Third,  we  must  expand  our  program  to 
help  train  the  doctors,  dentists  and  tech- 
nicians this  nation  desperately  needs.  Right 
now,  the  statistics  show  that  we  are  import- 
ing interns  and  resident  physicians  from 
other  countries  which  can  ill  afford  to  lose 
them. 

“Fourth,  we  must  enlarge  programs  to 
help  disabled  citizens  rehabilitate  themselves 
for  useful  employment. 

“Fifth,  we  must  increase  existing  programs 
of  medical  assistance  to  children  of  low- 
income  families. 

“Sixth,  we  must  work  to  correct  the  de- 
ficiencies of  young  men  who  are  rejected  for 
military  service  because  of  health. 

“Seventh,  we  must  move  ahead  in  the 
effort  to  protect  the  purity  of  the  water  we 
drink  and  the  air  we  breathe.  Air  pollution, 
according  to  one  estimate,  causes  $11  billion 
damage  each  year  to  property  alone.  No  one 
can  measure  the  damage  to  our  children’s 
lungs.” 

^ ^ 

A total  of  $35  million  in  Federal  funds  has 
been  appropriated  to  help  finance  construc- 
tion of  community  mental  health  centers  in 
1965. 

It  is  the  initial  allotment  of  funds  for  a 
$150  million  three-year  program  of  Federal 
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grants-in-aid  for  building  such  centers. 
Grants  will  range  from  one-third  to  two- 
thirds  of  total  construction  costs. 

The  Department  of  Health,  Education  and 
Welfare  said  the  centers  built  in  1965  will 
form  the  nucleus  of  the  new  national  mental 
health  program  to  provide  comprehensive 
treatment  of  the  mentally  ill  in  the  patients’ 
home  communities. 

Grants  will  be  administered  and  awarded 
to  eligible  sponsors  of  the  centers  by  the 
National  Institute  of  Mental  Health  of  the 
Public  Health  Service  under  terms  of  the 
Community  Mental  Health  Centers  Construc- 
tion Act  of  1963  (Public  Law  88-164). 

The  centers  must  provide  a minimum  of 
the  following  five  essential  services  to  pa- 
tients: inpatient  treatment,  outpatient  treat- 
ment, partial  hospitalization,  with  around- 
the-clock  emergency  service  available  in  at 
least  one  of  these.  Centers  must  also  provide 
consultation  and  educational  services  to  com- 
munity agencies. 

In  addition  to  the  construction  funds  for 
centers,  NIMH  will  grant  $12  million  in  1965 
to  hospitals  for  the  mentally  ill  and  for  the 
mentally  retarded  to  improve  treatment  and 
care  of  patients. 

NIMH  also  will  award  $6  million  in  inserv- 
ice training  grants  during  1965  to  upgrade 
skills  of  hospital  personnel  in  providing  com- 
prehensive care  for  patients. 

Other  funds  available  to  NIMH  under  the 
regular  mental  health  appropriation  of  1965 
include  $163.7  million  for  research,  fellow- 
ships, training  of  professionals  and  State 
grants,  and  $24.2  million  for  Institute  re- 
search and  items  of  direct  operations. 

* * * 

About  two  of  every  15  American  adults 
have  definite  heart  disease  and  an  additional 
one  of  nine  have  suspect  heart  disease,  ac- 
cording to  the  Public  Health  Services  Na- 
tional Heart  Survey. 

The  survey  comprised  a sampling  of  7,710 
adults  with  6,672  given  physical  examinations 
from  1959  through  1962.  Major  projected 
findings  included: 


— Of  the  111.1  million  American  adults, 
14.6  million  have  definite  heart  disease  and 
13  million  have  suspect  heart  disease.  Of 
every  100  persons  aged  18  through  79,  13.2  had 
definite  heart  disease  and  an  additional  11.7 
had  suspect  heart  disease. 

— Most  commonly  encountered  was  hyper- 
tensive heart  disease.  More  than  10  million 
Americans  suffer  from  it,  and  nearly  4.8 
million  others  have  suspect  hypertension. 

— Coronary  heart  disease  accounts  for  3.1 
million  definite  and  2.4  million  suspect  cases. 

— Women  are  more  likely  to  have  definite 
hypertensive  heart  disease;  men  more  likely 
to  have  definite  coronary  heart  disease  or 
heart  disease  of  congenital  or  syphilitic  ori- 
gin. Suspect  hypertensive  heart  disease  is 
more  common  in  men  than  in  women;  sus- 
pect coronary  disease  more  common  in 
women  than  in  men. 

— About  24.4  per  cent  of  negro  adults  have 
definite  heart  disease,  twice  as  high  as  the  in- 
cidence for  white  adults. 

— The  prevalence  rates  for  suspect  heart 
disease  are  14.8  and  11.3  per  cent,  respective- 
ly, for  negroes  and  white. 

— The  prevalence  of  heart  disease  rises 
sharply  with  age.  Less  than  two  per  cent  had 
definite  heart  disease  in  the  18-24  age  group. 

— About  39  per  cent  of  the  men  and  46 
per  cent  of  the  women  in  the  75-79  age  group 
have  definite  heart  disease. 


SPECIAL  NOTICE 

Beginning  in  1965  NEW  APPLICANTS  will 
be  required  to  submit  an  application  for  the 
Part  I (written)  examination  (together  with 
training  verifications)  between  January  1st 
and  February  28th.  Previous  applicants  (Re- 
opened and  Re-examinees),  whose  training 
credits  have  been  approved  by  the  Creden- 
tials Committee  of  this  Board,  may  be  sched- 
uled for  the  Part  I examination  upon  written 
request  received  no  later  than  February  28th 
in  the  year  of  examination. 
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irS  A MATTER  OF  FACT 

Dr.  Myers  Cites  Failure  To  Support  Public  Health 


The  state  of  the  State’s  health  might  well 
have  been  the  topic  of  an  impassioned  plea 
for  additional  funds  made  at  a called  meeting 
of  officers,  counsellors  and  delegates  of  the 
Medical  Association  of  the  State  of  Alabama 
by  Dr.  Ira  L.  Myers,  State  Health  Officer,  on 
Sunday,  November  1. 

Calling  for  an  increased  appropriation  of  at 


Dr.  Ira  L.  Myers  (left)  Discusses  Public  Health 
Resolution  of  Relief. 


least  $2  million.  Dr.  Myers  graphically  de- 
scribed the  low  state  to  which  Public  Health 
services  in  Alabama  have  fallen  due  to  lack 
of  operating  funds,  insufficient  personnel, 
and  inadequate  salaries. 

Following  are  excerpts  from  Dr.  Myers’ 
speech  which  brought  forth  a resolution, 
unanimously  adopted,  placing  the  Association 


Situation;  President-elect  Dr.  J.  G.  Donald  Offers 
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Dr.  L.  L.  Hill  Registers  With  Mrs.  Mary  Nell  Williford;  (Right)  Dr.  J.  Paul  Jones  Chats  With  Dr.  and 
Mrs.  C.  W.  Neville. 


squarely  behind  him  in  an  effort  to  relieve 
the  situation: 

* * * 

The  physician  is  the  heart  of  preventive 
medicine.  This  fact  was  paramount  in  the 
minds  of  the  founding  fathers  of  this  Asso- 
ciation and  its  inseparable  organization  as  a 
State  Board  of  Health.  From  its  inception  in 
1875,  eighty-nine  years  ago,  physicians  in- 
volved in  the  private  practice  of  curative 
medicine  were  also  concerned  and  charged 
with  a unique  responsibility  for  Public 
Health  as  well. 

Many  of  us,  or  so  it  appears  to  me,  have 
never  fully  appreciated  that  we  are  privi- 
leged to  exercise  control  over  the  entire  prac- 
tice of  medicine,  both  governmental  and  pri- 
vate, in  a way  which  can  be  claimed  by  no 
one  else  anywhere.  We  are  the  last  strong- 
hold of  this  interwoven  concern  for  the  entire 


health  of  our  people  both  as  individual  pa- 
tients and  the  public  as  a community  or  body 
politic.  In  1937  Alabama  became  the  first 
state  in  the  nation  to  have  full-time  county 
health  departments  in  every  county. 

As  a county  medical  society,  you  elect  a 
Board  of  Health  and  you  elect  a County 
Health  Officer.  You  charge  him  with  re- 
sponsibilities or  you  permit  him  to  shirk  his 
duties;  and,  eventually,  if  he  should  be  noted 
to  be  negligent,  you  alone  can  stimulate  him 
directly  to  improve,  or  release  him  from  em- 
ployment. 

These  are  actions  the  State  has  delegated 
to  you  as  a County  Society  and  I cannot  hire 
you  a competent  health  officer  or  relieve  you 
of  an  unsuccessful  or  incompetent  or  inactive 
one.  It  appears  we  both  may  have  been  negli- 
gent in  our  duties  on  occasion. 


Dr.  William  B.  Virgin  Makes  Legislative  Report;  Listening  (Left  to  Right)  Dr.  S.  J.  Campbell,  Vice 
President,  Dr.  E.  B.  Glenn,  President,  Dr.  W.  L.  Smith,  Secretary,  and  Drs.  H.  E.  Askins,  E.  L.  Strandell 
and  G.  H.  Stokes,  Vice  Presidents. 
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Dr.  R.  M.  Miller,  Jr.,  Introduces  Luncheon  Speakers,  House  Speaker  Albert  Brewer  (Center)  and 
Congressman-Elect  James  Martin. 


Alabama  once  led  the  nation  in  Public 
Health  and  preventive  medicine.  It  now  faces 
professional  bankruptcy  and  both  medical 
and  political  nutritional  anemia.  It  has  be- 
come crystal  clear  that  it  is  just  as  impossible 
to  run  a specialized  preventive  medical  pro- 
gram without  proper  medical  direction  as  it 
would  be  foolhardy  to  attempt  to  operate  an 
active  hospital  without  doctors  and  nurses. 

The  termites  of  decay  have  attacked  our 
organizational  structure.  These  signs  of  in- 
ternal decay  began  to  appear  with  the 
gradual  loss  of  trained  physicians  without 
permanent  replacement.  During  the  depres- 
sion years,  physician  services  were  cheap 
and  many  good  physicians  entered  Public 
Health.  Consequently,  Public  Health  services 
flourished,  but  times  changed  and  some  left 
to  go  to  greener  fields  while  others  were 
called  into  military  service  in  World  War  II. 
Acting  health  officers  were  illegally  utilized 
to  fill  this  gap  temporarily.  In  several  cases 
this  condition  persisted  too  long,  and  these 
men  who  served  in  an  emergency  found  the 
demands  of  patients  in  their  private  practice 
more  urgent  than  the  vague  goals  and  intan- 
gibles of  prevention. 

Consequently,  local  direct  health  services 
to  people  suffered  and  became  weak  where 
health  promotion  should  be  strongest — at  the 


local  level.  These  needs  were  poorly  under- 
stood and  the  legislators  observed  these  de- 
fects at  home  and,  naturally,  were  reluctant 
to  adequately  support  programs  with  little 
tangible  results  from  the  dollars  appro- 
priated. 

The  pleas  of  the  state  health  officer,  and  a 
few  of  the  Committee  of  Public  Health,  for 
increased  funds  found  a minimum  of  re- 
sponse. All  the  state  costs  of  government 
were  increasing  and  active  demands  from  the 
public  for  improvements  in  education,  high- 
ways, and  welfare  payments  for  the  indigent 
and  aged  were  the  more  prominent. 

With  the  exception  of  tuberculosis  treat- 
ment, which  has  been  actively  supported  by 
the  District  Sanatorium  Boards  and  the  Ala- 
bama Tuberculosis  Association,  state  sup- 
ported health  services  have  diminished  in 
several  areas  and  have  been  diluted  with  new 
demands  and  faced  with  new  problems  which 
had  no  financial  support  or  were  inadequate- 
ly funded. 

To  be  outside  the  realm  of  political  influ- 
ence may  be  desirable  to  avoid  interference 
in  a scientific  and  medical  program,  but  it 
also  may  leave  us  devoid  of  positive  financial 
support  and  interest  without  which  we  fade 
into  obscurity  rather  than  rise  to  usefulness. 

The  increasing  demands  for  updating 
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Two  Segments  Of  The  Approximately  350  Participants  In  Called  Meeting  To  Discuss  Public  Health 
Matters. 


health  services  were  not  clearly  understood 
by  the  legislature  and  were  ignored  by  the 
public.  Repeatedly,  public  health  officials 
have  been  commended  for  their  dedication 
and  progress  and  lack  of  epidemics  and  were 
urged  to  continue  their  good  work.  To  most, 
this  was  conservative  government;  but  the 
small  increases  in  appropriations  failed  to 
keep  pace  with  the  changes  in  the  costs  of 
living.  County  governments  were  encour- 
aged to  increase  their  share  of  the  finances 
for  health  services. 

In  desperation  we  have  nursed  at  the 
breast  of  the  Federal  government  for  finan- 
cial nutrition  to  meet  urgent  basic  program 
needs  which  were  being  actively  promoted 


and  fostered  at  the  national  level.  These 
needs  were  given  priority  over  problems 
generally  recognized  by  the  state.  This  milk 
we  received  has  soured  in  our  mouths  as  this 
temporary  support  ended  as  a demonstration 
without  local  support  and  the  Federal  funds 
shifted  to  a new  area  of  interest  which  ap- 
pealed to  Congress. 

This  has  proven  disastrous  because  instead 
of  planning  to  meet  the  needs  of  our  area, 
we  have  succumbed  to  the  temptation  of  ac- 
cepting a Federal  grant  and  abiding  by  its 
specific  restrictions  to  perform  a function 
which  in  many  cases  was  good,  but  not  of 
paramount  priority  in  terms  of  the  needs  of 
Alabama’s  citizens. 


At  Breakfast  Before  Meeting:  Dr.  H.  E.  Gray  and  Dr.  J.  G.  Daves,  Past  Presidents  (Left)  and  Dr. 
and  Mrs.  J.  M.  Chenault. 
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This  trend  led  to  the  second  dilemma.  In 
an  effort  to  get  this  “easy  money”  we  were 
required  to  show  our  interest  and  good  faith 
by  matching  the  Federal  dollars  with  state 
and  local  funds.  To  do  this  we  have  gradual- 
ly depleted  our  basic  operating  funds  in  the 
desperate  effort  to  double  our  money  or  get 
our  share  of  the  Federal  money  to,  at  least, 
meet  some  of  the  increasing  needs  which 
were  urgent  or  pressing. 

^ ^ ^ 

We  no  longer  hav'e  a director  of  public 
health  nursing,  a basic  and  essential  compon- 
ent of  health  service.  We  have  only  21  local 
health  officers  attempting  to  serve  67  coun- 
ties with  grossly  inadequate  supporting 
staffs.  Within  four  years  62%  of  these  reach 
age  65,  the  age  of  voluntary  retirement 
(compulsory  retirement  is  age  70). 

Even  at  best,  within  five  years  the  present 
state  health  officer  would  be  the  only  phy- 
sician in  the  State  Health  Department  under 
the  age  of  65. 

^ ^ 

As  a direct  result  of  these  conditions,  a 
psychiatrist  could  not  be  employed  to  direct 
the  mental  hygiene  program  and  now  the 
Board  faces  the  decapitation  of  public  health 
by  removal  of  mental  health  from  the  control 
of  the  Board  of  Health  and  giving  it  to  an- 
other group  to  be  yet  determined. 

^ ^ 

Physician  time  is  now  so  limited  in  the 
State  Health  Department  that  illness  or  vaca- 
tions by  any  physician  leaves  the  entire  or- 
ganization in  jeopardy,  and  any  prolonged 
shortage  of  service  of  one  or  more  physicians 
would  be  disastrous.  There  is  no  flexibility 
and  no  one  in  training  with  time  running 
out  fast. 

Our  chronic  illness  program  is  coasting 
without  direct  physician  direction.  An  im- 
munization program  is  being  studied  and 
promoted  primarily  by  trained  laymen. 
Health  administrators  are  being  tried  in  three 
counties. 

We  have  no  biostatistician  to  help  pinpoint 
out  problems,  and  we  face  an  acute  shortage 


of  sanitary  engineers  in  the  next  three  to  five 
years. 

We  have  no  active  medical  field  epidemiol- 
ogist and  can  offer  almost  no  assistance  to 
county  health  officers  and  physicians. 

We  have  no  one  to  work  on  the  increasing 
problems  of  narcotic  violations  and  drug  mis- 
use which  is  a legal  responsibility  of  the 
Board. 

We  have  no  veterinarian  for  meat  inspec- 
tion and  food  sanitation  consultation,  nor 
have  we  been  able  to  recruit  an  assistant  to 
the  state  health  officer  as  an  understudy. 

Already  there  are  those  at  the  door  who  are 
anxious  to  offer  direction  and  active  support 
to  various  segments  of  public  health  which 
has  suffered  by  default  of  interest  of  the  ma- 
jority of  the  physicians  of  this  state  who  are 
the  members  of  the  State  Board  of  Health. 

I am  reminded  that  it’s  inappropriate  to  be 
critical  of  the  corpse  while  serving  as  a pall- 
bearer. Public  Health  may  be  fat  with  an  in- 
come of  over  $15  million  per  annum,  but  is 
presently  in  a state  of  profound  professional 
shock  and  the  point  of  reversible  change 
may  be  already  past. 

In  the  absence  of  trained  professional  per- 
sonnel there  is  too  little  planning  and  no 
vision.  Without  planning  one  is  dependent 
on  chance  which  is  a risk  unwarranted.  Un- 
less there  is  vision  there  can  be  no  effective 
planning  and  “the  people  perish.” 
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ALABAMA  DOCTORS  SERVE  IN  ECUADOR 


The  teaching-training  hospital  ship  S.  S.  HOPE  enters  the  port  city  of  Guayaguil,  Ecuador  to  begin  a ten- 
month  medical  mission. 


W.  A.  Daniel.  Jr.,  M.  D. 

D.  S.  Hagood,  M.  D. 

H.  J.  Till.  M.  D. 

Montgomery.  Alabama 

This  year  we  three  physicians  had  the 
privilege  of  serving  on  the  hospital  ship 
HOPE  in  Ecuador.  The  HOPE  Project  is 
truly  a people-to-people  project  in  that  it  is 
supported  by  the  donations  of  the  people  in 
the  United  States,  and  various  pharmaceuti- 
cal companies  and  not  by  our  government. 

The  ship  remains  in  the  host  country  al- 
most a year  and  provides  not  only  care  of 
patients  but  teaching  of  nurses,  technicians, 
and  doctors  of  that  country. 

Other  than  five  permanent  physicians, 


about  thirty  doctors  rotate  each  two  months 
to  give  their  services  free  in  this  program. 

Each  physician  has  a counterpart  who  has 
given  up  his  practice  for  a month  to  work 
with  the  United  States  physician  learning 
our  methods  and  opinions.  He  in  turn  often 
teaches  the  visiting  physician,  but  the  great- 
est value  is  the  formation  of  friendships  be- 
tween doctors  of  different  countries. 

In  pediatrics  during  August  there  were 
three  phases  of  work.  First  came  care  of  pa- 
tients aboard  ship  who  had  been  selected 
from  shore-based  clinics. 

At  this  period  most  patients  were  surgical, 
but  the  pediatricians  provided  pre-  and  post- 
operative care  for  a wide  variety  of  infants 
and  children. 
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A second  phase  was  working  in  the  clinics, 
and  many  patients  were  seen  there.  Malnu- 
trition, diarrhea  and  intestinal  parasites  were 
the  most  common  conditions.  There  was  also 
a significant  number  of  children  with  aplastic 
anemia  due  to  the  availability  of  drugs  with 
no  prescription  required. 

Patients  from  these  barrio  (slum)  clinics 
were  selected  for  ship  care  and  teaching  of 
interns  and  residents  aboard  ship.  Rounds 
were  also  made  on  the  wards  of  local  hos- 
pitals. 

A great  lack  of  technical  skill  was  ap- 
parent, and  little  or  no  bacteriology  was  avail- 
able. No  electrolyte  studies  could  be  ob- 
tained, so  often  these  were  done  on  the  ship. 

With  Ecuador  having  the  world’s  highest 
rate  of  population  growth,  it  is  no  wonder 
that  children  were  everywhere  and  form  the 
greatest  area  of  medical  need.  Officially  two 
of  every  five  children  die  before  the  age  of 
five  years  from  malnutrition  or  preventable 
diseases.  This  led  to  the  third  phase  of  the 
pediatric  program;  and,  with  the  help  of  the 
Ecuadorian  government,  an  immunization 
program  for  diphtheria,  tetanus,  whooping 
cough,  polio  and  smallpox  was  initiated. 

It  is  of  interest  that  almost  everyone  in 
Ecuador  is  now  protected  from  smallpox 
except  the  Aucas  and  two  other  jungle  tribes 
who  were  not  impressed  by  the  program  but 
did,  with  blow  guns  and  curare-tipped 
arrows,  impress  those  who  went  to  vaccinate 
them. 

All  babies  are  breast  fed  until  the  milk 
becomes  inadequate,  then  malnutrition  sets 
in.  Protein  deficiency  is  the  rule,  and  tuber- 
culosis usually  comes  along  to  add  its  effects 
even  in  very  young  infants. 

Thus  HOPE  organized  a nutritional  educa- 
tion program  with  the  help  of  Ecuadorian 
women  volunteers  and  members  of  our  Peace 
Corps — and  let  us  here  give  a salute  to  the 
young  men  and  women  of  that  organization. 

Ophthalmic  diseases  are  very  high  in  Ecua- 
dor, and  the  eye  service  was  one  of  the  busi- 
est aboard  ship  with  two  days  a week  set 
aside  for  surgery  and  four  mornings  spent  in 


Ecuador's  Children  Form  Greatest  Area  Of 
Medical  Need. 


local  hospitals.  Corneal  disease  with  severe 
scarring  was  extremely  high  in  incidence. 

It  begins  in  infancy  when  the  child  has 
diarrhea — and,  with  dehydration,  becomes 
stuporous  or  comatose  with  the  eyes  open 
for  long  periods  of  time  with  concomitant 
drying  of  the  cornea  and  the  development  of 
ulcers. 

As  would  be  expected,  there  are  many 
pterygiums  in  Ecuador  as  there  are  almost 
12  hours  of  sunshine  with  extremely  high 
ultraviolet  content  every  day.  After  removal 
of  the  pterygiums,  85-90%  will  recur  unless 
Beta  radiation  is  used  following  the  surgery. 

No  acute  glaucoma  was  seen  in  two 
months,  and  less  chronic  glaucoma  was  seen 
than  in  Alabama. 

Cataracts  are  very  common,  and  it  was  in- 
teresting that  one  specific  area  of  the  country 
had  an  extremely  high  incidence.  Most  of 
these  were  of  the  senile  type.  Several  cases 
of  detached  retina  were  seen. 

The  usual  types  of  squint,  cases  of  dis- 
figurement from  old  osteomyelitis,  and  the 
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usual  things  we  see  at  home  were  common; 
but  the  cases  we  saw  were  usually  longer 
standing  and  often  more  extreme. 

The  patients  were,  in  general,  more  stoic 
and  resigned  to  suffering  than  is  observed  in 
the  average  ophthalmological  practice  in  our 
own  country;  and,  it  may  also  be  added  that 
the  patients  seemed  more  grateful! 

Of  necessity,  the  hospital  stay  was  far 
shorter  than  here.  As  a matter  of  fact,  some 
of  the  cataract  extractions  were  done  on  an 
out-patient  basis,  and  not  a single  patient 
developed  complications  as  the  result  of  such 
treatment. 

This  two  months  service  was  a most  re- 
warding and  satisfying  experience  and  cer- 
tainly teaches  one  to  be  more  appreciative 
of  the  advantages  we  have  at  home — ad- 
vantages we  more  often  than  not  take  for 
granted. 

On  the  ship  all  surgical  specialties  were 
represented  by  doctors  from  the  United 
States,  and  a good  many  of  the  surgeons  had 
university  connections  but  were  not  neces- 
sarily on  the  faculty. 

There  were  three  operating  rooms  avail- 
able, and  the  instruments  were  adequate  for 
most  types  of  surgery.  Monitoring  devices 
were  available;  x-ray  equipment  was  new 
and  excellent,  including  X-Omat  film  pro- 
cessors. 

The  nurses  and  technicians  had  been  well- 
selected  and  were  competent.  Morale  in  the 
operating  room  was  excellent;  and  the  rooms 
were  always  filled  with  Ecuadorian  surgeons, 
residents  and  interns. 

There  were  many  of  these  trainees  and 
counterparts  eager  to  see  and  learn,  and 
usually  about  10  Ecuadorians  scrubbed  and 
observed  the  operations. 

Anesthesia  was  excellent  with  an  M.  D. 
anesthesiologist  and  four  good  nurse  anesthe- 
tists. This  group  was  also  training  Ecuador- 
ian nurses  and  doctors  in  anesthesia,  for 
trained  anesthesiologists  are  rare  in  Ecuador. 

Competent  pathology  for  frozen  sections 
was  available. 


During  August,  180  operations  were  done 
aboard:  eye,  plastic,  urology,  orthopedic, 

dental,  neurological,  gynecological  and  gen- 
eral surgery.  Only  open  heart  surgery  was 
omitted. 

The  recipients  of  these  operations  were 
charity  patients  of  special  teaching  interest. 
These  patients  and  their  families  and  friends 
were  very  grateful,  and  will  have  lasting 
good  will  for  the  U.  S.  doctors  and  nurses 
aboard  the  HOPE. 

Obtaining  blood  for  transfusions  was  at 
first  a difficult  problem,  and  many  times 
surgery  had  to  be  delayed.  However,  eventu- 
ally the  people  learned  that  they  would  not 
be  harmed  by  giving  blood  and  donated  it 
more  willingly. 

Once  again  we  were  all  impressed  by  the 
complete  faith  and  trust  the  people  had  in  us; 
they  eagerly  submitted  to  the  recommended 
operations,  and  this  is  due  in  large  part  to  the 
good  will  and  faith  created  by  preceding  sur- 
geons on  the  ship. 


Two  Out  Of  Five  Die  Before  They  Reach  Five 
Years  Of  Age. 
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The  second  month  Dr.  Till  was  stationed 
in  Cuenca,  a small  town  in  the  mountains. 
There  this  doctor,  an  anesthesiologist  and 
surgical  nurse,  worked  and  operated  at  the 
medical  school.  Due  to  lack  of  funds,  many 
instruments  and  machines  were  lacking — but 
progress  is  being  made.  Surgery  was  done  in 
the  mornings  and  teaching  rounds  made  with 
interns  and  residents. 

After  the  usual  siesta  from  1 to  3 P.  M.,  lec- 
tures were  given  to  students,  interns  and  resi- 
dents. Here  infection  was  the  most  common 
cause  of  death,  with  malignancies  of  all  types 
being  next.  There  was  very  little  arterio- 
sclerosis. Volvulus  of  small  and  large  bowel 
was  common  and  probably  due  to  the  bolus 
or  bezoar  effect  of  the  high  carbohydrate, 
corn  diet  and  the  ever-present  intestinal 
parasites.  Intestinal  fistulae  were  common. 

In  the  ten  months  that  the  ship  was  in 
Ecuador  it  was  impossible  to  operate  upon 
or  treat  all  of  the  people  who  needed  treat- 
ment. However,  the  poor  people  quickly 
learned  about  the  HOPE;  and  many,  many 
thousands  received  an  intimate  relationship 
and  good  image  of  United  States  doctors, 
nurses  and  medical  care.  It  is  to  be  hoped 
that  these  relationships  will  be  lasting. 

Much  could  be  written  about  Ecuador  the 
country,  its  people  and  hundreds  of  most  in- 
teresting incidents  which  occurred.  Also 
what  the  HOPE  project  does  to  the  doctor 
who  serves  could  be  another  chapter;  but,  let 
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Ecuadorians  Were  Eager  To  Learn  Modern 
Techniques. 


US  say  that  we  came  to  love  Ecuador  and  its 
people. 

We  have  some  lasting  friendships  with 
medical  colleagues;  and,  although  we  believe 
we  worked  hard,  we  admit  we  have  received 
much  more  than  we  have  given.  And,  we 
hope  we  can  do  it  again! 


AMA  Research  Institute 
To  Open  July  1,  1965 

The  Biomedical  Research  Institute  of  the 
American  Medical  Association  Education  and 
Research  Foundation  will  open  July  1,  1965, 
AMA-ERF  Board  President  Raymond  M.  Mc- 
Keown,  M.  D.,  Coos  Bay,  Oregon,  announces. 

Headquarters  for  the  institute  will  be  lo- 
cated in  a new  addition  to  the  AMA  head- 
quarters building.  The  project,  now  under 
construction,  will  include  about  30,000  square 
feet  of  laboratory  space. 


American  Academy  of  Physical 
Medicine  and  Rehabilitation 

The  annual  meeting  of  the  American  Acad- 
emy of  Physical  Medicine  and  Rehabilitation 
will  be  held  on  August  22-27,  1965,  at  the 
Sheraton  Hotel,  in  Philadelphia.  It  will  con- 
sist of  formal  lectures,  as  well  as  educational 
seminars  in  the  field  of  Hypertonia,  Hypo- 
tonia, and  Forensic  Physiatry  (Workmen’s 
Compensation) . 
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"REPRIEVE" 

Heart  Disease  Control  Program 
16  MM  Film 

General  Dwight  D.  Eisenhower  tells  how 
sensible  living  habits  and  adherence  to  doc- 
tors’ orders  have  enabled  him  to  recover  from 
a heart  attack  in  a 16-millimeter  color  motion 
picture,  called  “Reprieve,”  sponsored  by  the 
Heart  Disease  Control  Program  of  the  Public 
Health  Service,  U.  S.  Department  of  Health, 
Education,  and  Welfare. 

Other  heart  patients  who  tell  their  stories 
through  this  film  include  a farmer,  a me- 
chanic, and  a banker — all  from  Salisbury,  a 
fishing  and  farming  community  on  the  East- 
ern Shore  of  Maryland. 

Executive  producer  and  narrator  of  the 
film  is  Dr.  Murdock  Head,  Director  of  the 
Airlie  Foundation.  This  film  is  now  available 
for  public  showing  through  the  Public 
Health  Service,  Audiovisual  Facility,  Atlanta, 
Georgia  30333. 


Clinical  Center  Study  Of 
Carotid  Body  Tumors 

The  co-operation  of  physicians  is  requested 
in  the  referral  of  patients  with  carotid  body 
tumors  for  a study  at  the  Clinical  Center 
being  conducted  by  the  National  Institute  of 
Arthritis  and  Metabolic  Diseases  and  the  Na- 
tional Heart  Institute.  Purpose  of  the  study 
is  to  relate  histochemical  evidence  of  cate- 
cholamine containing  cells  in  carotid  body 
tissue  to  excretion  of  catecholamines  and 
their  metabolites. 

Patients  admitted  to  this  study  will  be 
evaluated  for  definitive  treatment.  Upon 
completion  of  their  study,  patients  will  be  re- 
turned to  the  care  of  their  referring  physi- 
cians who  will  receive  a complete  narrative 
summary  and  report  of  findings. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  this  study 
may  write  or  telephone;  George  G.  Glenner, 
M.  D.,  Clinical  Center,  Room  3-N-112,  Na- 
tional Institutes  of  Health,  Bethesda,  Mary- 
land 20014. 


New  Orleans  Graduate  Medical 
Assembly  Meets  March  8-11 

The  twenty-eighth  meeting  of  the  New 
Orleans  Graduate  Medical  Assembly  will  be 
held  March  8-11,  1965  at  the  Roosevelt  Hotel. 

Nineteen  outstanding  guest  speakers  will 
participate,  and  their  presentations  will  be  of 
interest  to  both  specialists  and  general  prac- 
titioners. 


Dr.  Paul  Dudley  White 
Delivers  Harrison  Lecture 

An  illustrious  figure  in  cardiology,  Dr.  Paul 
Dudley  White,  came  to  Birmingham  Novem- 
ber 17  to  deliver  the  Seventh  Annual  Tinsley 
Randolph  Harrison  Lecture,  presented  by  the 
University  of  Alabama  Medical  Center. 

The  lecture  was  established  in  honor  of 
Dr.  Harrison  in  1958  by  the  Medical  Center, 
and  each  year  an  outstanding  man  of  medi- 
cine is  invited  to  deliver  it. 

Dr.  White,  clinical  professor  emeritus  of 
Harvard  Medical  School,  is  renowned  as  one 
of  the  pioneers  and  leaders  of  study  and 
treatment  of  heart  disease. 

^ * 

Dr.  Champ  Lyons  Given 
Faculty  Lecturer  Award 

Dr.  Champ  Lyons,  professor  and  chairman. 
Department  of  Surgery,  chief  of  surgical 
services  and  co-chief  of  staff.  University  of 
Alabama  Medical  Center,  has  been  selected  as 
recipient  of  the  University  of  Alabama  Medi- 
cal Center’s  Distinguished  Faculty  Lecturer 
Award.  Announcement  came  from  Dr.  Joseph 
F.  Volker,  vice  president  for  health  affairs. 

The  award  is  given  in  recognition  of  the 
accomplishments  of  Medical  Center  faculty 
members,  evidenced  by  the  advancement  of 
the  frontiers  of  health  and  science,  and  for 
outstanding  contributions  to  the  University  of 
Alabama  Medical  Center  through  education, 
research  or  public  service.  The  recipient  of 
the  award  presents  a lecture  to  the  faculty 
and  friends  of  the  Medical  Center  during  the 
spring  semester. 
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Course  In  Laryngology  and 
Bronchoesophagology 

The  Department  of  Otolaryngology,  Col- 
lege of  Medicine  of  the  University  of  Illinois 
at  the  Medical  Center,  Chicago,  will  conduct 
a postgraduate  course  in  Laryngology  and 
Brochoesophagology  from  March  29  through 
April  10,  1965.  This  course,  limited  to  fifteen 
physicians,  will  be  under  the  direction  of 
Paul  H.  Holinger,  M.  D.,  and  will  be  held  at 
the  new  Illinois  Eye  and  Ear  Infirmary, 
1855  West  Taylor  Street,  Chicago.  Instruc- 
tion will  be  provided  by  means  of  animal 
demonstrations,  and  practice  in  brochoscopy 
and  esophagoscopy,  diagnostic  and  surgical 
clinics,  as  well  as  didactic  lectures. 

Interested  registrants  will  please  write  di- 
rectly to  the  Department  of  Otolaryngology, 
College  of  Medicine  of  the  University  of  Ill- 
inois at  the  Medical  Center,  1853  West  Polk 
Street,  Chicago,  Illinois  60612. 


Westchester  (N.  Y.)  Medical  Bulletin 


ANNOUNCING 


THE  TWENTY-EIGHTH  ANNUAL  MEETING 

OF 

THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 

Conference  Headquarters — Roosevelt  Hotel 
MARCH  8,  9.  10,  11.  1965 


GUEST  SPEAKERS 


James  E.  Eckenhoff,  M.  D.,  Philadelphia,  Pa. 
Anesthesiology 

A.  W.  Martin  Marino,  Jr.,  M.  D.,  Brooklyn.  N.  Y. 

Colon  and  Rectal  Surgery 
Wiley  Mitchell  Sams,  M.  D.,  Miami,  Fla, 
Dermatology 

Maurice  L.  Kelley,  Jr.,  M.  D.,  Rochester,  N.  Y. 
Gastroenterology 

Robert  I.  Wise,  M.  D.,  Philadelphia,  Pa. 

General  Practice 

Curtis  J.  Lund.  M.  D.,  Rochester.  N.  Y. 
Gynecology 

S.  Gilbert  Blount.  M.  D.,  Denver,  Colo. 

Internal  Medicine 

Jerome  W.  Conn,  M.  D.,  Ann  Arbor,  Mich. 
Internal  Medicine 

Francis  Murphey,  M.  D.,  Memphis,  Tenn. 
Neurologic  Surgery 


Bayard  Carter,  M.  D.,  Durham,  N.  C. 
Obstetrics 

William  F.  Hughes,  M.  D.,  Chicago,  111. 
Ophthalmology 

Milton  S.  Thompson,  M.  D.,  San  Antonio,  Tex. 
Orthopedic  Surgery 

Benjamin  Castleman,  M.  D.,  Boston,  Mass. 
Pathology 

Harry  C.  Shirkey,  M.  D.,  Birmingham,  Ala. 
Pediatrics 

Richard  H.  Marshak,  M.  D..  New  York,  N.  Y. 
Radiology 

Warren  H.  Cole,  M.  D.,  Chicago,  111. 

Surgery 

Preston  A.  Wade,  M.  D.,  New  York,  N.  Y. 
Surgery 

Robert  Lich,  Jr.,  M.  D.,  Louisville.  Ky. 

Urology 


ADDITIONAL  SPEAKER  TO  BE  ANNOUNCED 

Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons,  medical  motion 
pictures,  technical  exhibits  and  entertainment  for  visiting  wives. 

Acceptable  for  twenty-nine  accredited  hours  by  the  American  Academy  of  General  Practice. 

(All-inclusive  registration  fee — $25.00) 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans 
Graduate  Medical  Assembly.  Room  1528,  1430  Tulane  Avenue,  New  Orleans,  La.  70112 


176 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


About  200,000  persons  a year  try 


SUICIDE  FOR  SURCEASE 

but  only  create  trouble  for  society  and  insurance. 


DOCTORS  RENDERED  a dread  diagnosis 
after  exploratory  surgery:  The  patient  had 
peritoneal  carcinomatosis,  a medical  way  of 
saying  terminal  cancer  that  might  permit  the 
man  months  or  perhaps  several  years  of  life. 
Knowledge  of  the  medical  verdict  sent  the 
middle-aged  cancer  victim  into  a sea  of  de- 
pression that  found  him  lamenting  his  fate 
on  nightly  walks  through  city  streets.  After 
three  years  of  abysmal  despair  the  patient 
was  the  subject  of  an  auto  accident  report. 
He  walked  into  the  side  of  a passing  car  at 
3 a.m.,  an  hour  when  streets  are  empty  and 
the  city  is  blind  to  one’s  darkest  intentions. 

Was  his  death  accidental  or  was  it  suicide, 
a deliberate  act  of  self-destruction  contrived 
to  provide  a liability  insurance  settlement  for 
a widow  who  had  already  suffered  too  long? 

This  dismal  episode,  uncovered  and  ana- 
lyzed by  Harvard  University  medicolegal  re- 
searchers, characterizes  the  personal  and  so- 
cial dilemma  of  suicide,  a psychic  problem 
that  ranks  in  severity  with  our  most  dread 
physical  diseases.  Suicide  officially  ranks 
11th  among  causes  of  death,  though  it  is  often 
not  reported  or  ignored  as  a possible  death 
cause.  Each  year  an  estimated  26,000  persons 
succeed  in  killing  themselves,  and  another 
180,000  attempt  it.  More  than  2 million  living 
Americans  have  tried  suicide  at  least  once. 
And  rates:  of  officially  successful  suicides 
vary  from  10.9  per  100,000  population  na- 
tionally to  8 in  New  York  City,  16  in  Los 
Angeles  County  and  28.6  in  San  Francisco. 

Suicide  rates,  however,  are  highly  decep- 
tive since  they  are  based  on  official  reports, 
often  disguised  for  reasons  of  religious  con- 
viction or  compassion  for  the  deceased’s 


(From  Journal  of  American  Insurance.  Vol.  40, 
No.  10) 


family.  Operators  of  a suicide  prevention 
center  in  Los  Angeles  estimate  that  fully  50 
per  cent  of  suicides  are  not  truthfully  re- 
ported. In  some  areas  autopsies  are  per- 
formed in  fewer  than  10  per  cent  of  all 
deaths,  and  advanced  medicolegal  investiga- 
tive techniques  are  just  now  coming  into  use 
in  fixing  causes  of  death  in  urban  areas. 

Slipshod  reporting  and  outright  coverups 
of  suicides  not  only  hamper  efforts  at  suicide 
prevention,  but  create  one  serious  aspect  of 
the  insurance  problem  involved  in  instances 
of  self-destruction.  Insurance,  designed  to 
protect  the  value  of  life  and  property  against 


unforeseen  hazards,  is  unfairly  challenged  by 
those  who  involve  other  persons  and  property 
in  their  self-destructive  schemes.  Suicide, 
masquerading  as  accidental  death,  may  sub- 
ject innocent  parties  to  liability  claims,  as  il- 
lustrated by  the  pedestrian-victim  with  ter- 
minal cancer.  Refusal  of  officials  to 
thoroughly  investigate  and  report  suicides 
adds  to  the  possibility  that  such  unwarranted 
claims  will  be  honored. 

Dramatic  cases  in  point  are  those  involving 
two  forms  of  suicide  by  auto:  those  in  which 
pedestrians  purposely  walk  into  death  paths, 
and  those  in  which  motorists  purposely  crash 
their  vehicles  in  hope  of  accomplishing  sui- 
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cide.  In  the  first  case,  the  pedestrian  may 
leave  a lucrative  liability  claim  for  his  sur- 
vivors, and  possibly  a large  settlement  under 
double  indemnity  provisions  of  life  insurance 
policies  providing  for  larger  settlements  for 
accidental  death.  Moreover,  such  suicide 
techniques  avert  embarrassment  for  survi- 
vors since  they  are  reported  as  “accidents.” 
Not  incidentally,  suicides  who  destroy  them- 
selves in  the  paths  of  vehicles  jeopardize  the 
driving  privileges  and  psychological  well- 
being of  innocent  drivers.  Similar  conse- 
quences for  society  stem  from  the  twisted  de- 
signs of  those  who  purposely  drive  to  their 
deaths.  Many  such  suicides  maim  or  kill  in- 
nocent victims  as  well  as  themselves. 

Suicide  can  also  be  costly  for  workmen’s 
compensation  insurers.  In  one  such  case  a 
truck  driver  became  depressed  and  developed 
a psychosis  after  striking  a pedestrian.  He 
later  committed  suicide,  and  his  family  col- 
lected a workmen’s  compensation  insurance 
death  benefit. 

Payment  of  a death  benefit  to  the  truck 
driver’s  family  exemplifies  the  connection  be- 
tween the  act  of  suicide  and  workmen’s  com- 
pensation insurance.  Generally  there  is  a pre- 
sumption against  suicide.  That  is,  if  a worker 
is  found  dead  in  an  elevator  shaft  or  beneath 
a stone  crusher,  he  is  presumed  to  have  died 
accidentally  unless  a suicide  note  or  some 
other  incontrovertible  evidence  is  found.  In 
some  jurisdictions  it  is  sufficient  for  recovery 
of  benefits  to  find  that  a worker’s  injury  is 
related  to  mental  suffering  that  caused  him 
to  commit  suicide.  When  a worker-suicide  in- 
jures or  kills  his  colleagues,  payment  of 
workmen’s  compensation  to  his  victims  or 
their  survivors  would  depend  upon  the  juris- 
diction. Some  states  hold  that  the  employer 
has  no  control  over  such  events,  and  is  there- 
fore not  liable.  Others  grant  recovery. 

Mutual  property  insurance  companies  take 
a general  “soft”  view  of  suicides  in  that  they 
believe  few  suicides  will  destroy  their  own 
property  in  order  to  gain  an  insurance  settle- 
ment. A mutual  company,  for  example,  re- 
cently paid  in  full  a claim  on  contents  and 
personal  effects  in  a New  York  apartment 


that  was  exploded  when  a woman  opened  gas 
jets  and  allowed  natural  gas  to  escape  until  it 
reached  pilot  lights,  blowing  the  apartment 
to  smithereens.  Mutual  property  insurers 
treat  such  incidents  as  legitimate  losses  and 
pay  without  penalty.  As  long  as  adjusters  are 
satisfied  there  was  no  intent  to  defraud,  they 
authorize  payment  in  full.  Says  one  supervis- 
ing adjuster,  “It  is  more  likely  that  one  will 
commit  suicide  to  collect  life  insurance  than 
property  insurance,  which  he  usually  shares 
with  a financial  institution.  He’ll  destroy  his 
own  life,  but  not  his  building.” 

Destruction  of  one’s  life,  of  course,  affects 
life  insurance  rates,  and  it  is  an  eventuality 
considered  by  actuaries  in  rate  making.  Life 
insurance  policies  usually  contain  a “suicide 
clause”  which  limits  recovery  for  the  first 
two  years  to  the  amount  of  premium  paid  in. 
In  cases  arising  during  this  “contestable 
period,”  it  is  the  company  that  must  prove 
the  death  owed  to  suicide.  If  the  death  by 
suicide  occurs  after  the  two-year  period,  life 
insurers  settle  in  full.  During  the  depression, 
life  insurance  policyholders  made  a practice 
of  threatening  their  insurers  with  suicide  un- 
less that  got  loans  or  outright  payoffs.  Today 
one  of  the  biggest  problems  involves  those 
who  insure  their  lives  to  the  hilt  and  then 
board  airliners  intent  on  collecting  major  in- 
surance indemnities.  Such  cases  have  in- 
volved bombing  of  planes  and  murder  of 
pilots,  occurrences  federal  regulations  and  in- 
surance practice  changes  may  avert.  One 
suggestion  is  that  air  trip  insurance  be  sold 
only  on  an  annual  basis. 

Despite  the  increasing  prevalence  of  sui- 
cide, agencies  in  major  cities  are  making 
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progress  in  suicide  prevention.  Boston,  New 
York,  Chicago  and  Los  Angeles  have  suicide 
prevention  centers,  and  the  Los  Angeles  unit 
is  making  major  progress  in  “in  depth” 
studies  of  the  suicide  problem.  Units  set  up 
emergency  telephone  numbers  that  potential 
suicides  may  call  to  get  counseling  combining 
the  disciplines  of  psychiatry,  psychology  and 
gentle  persuasion.  Such  agencies  rest  on  the 
proposition,  as  does  insurance,  that  the  in- 
stinct for  self-preservation  is  very  strong  and 
that  most  potential  suicides  are  not  100  per 
cent  convinced  that  they  must  destroy  them- 
selves. 

Suicide  may  masquerade  as  accidental 
death  in  such  situations  as  grade-crossing  col- 
lisions. Some  suicides  seek  this  way  out  to 
avert  shame  for  survivors  or  to  leave  possible 
insurance  claims. 

Pedestrians,  depressed  and  tired  of  living, 
sometimes  take  their  lives  by  stepping  into 
paths  of  vehicles.  Establishing  that  such  in- 
cidents are  suicide  is  difficult,  even  for  medi- 
colegal sleuths. 

* * 

Death  By  Default 

The  public  must  be  protected  of  course, 
but  isn’t  there  such  a thing  as  over-protec- 
tion? Certainly  it  is  no  problem  to  prevent 
the  introduction  of  any  drugs  with  potentially 
harmful  or  mildly  harmful  side-effects.  It’s 
simple — just  don’t  develop  any  new  drugs, 
or  at  least  make  it  very  difficult  for  a new 
drug  to  be  tested  and/or  marketed.  The  only 
difficulty  here  is  that  many  lives  and  the  im- 
proved health  of  many  others  would  be  lost 
by  default,  that  is,  drugs  that  could  be  of 
benefit  would  never  be  developed.  This  is 
just  as  wrong  as  allowing  anything  and 
everything  to  be  pushed  onto  the  drug 
market.  For  the  non-medically  orientated  it 
is  quite  easy  to  understand  the  sad  results  of 
a thalidomide  deformed  baby  but  far  less 
easy  for  many  to  comprehend  the  equally  sad 
results  of  those  lives  that  can  be  lost  by 
default. — Joseph  P.  Schaefer,  M.  D.,  in  New 
Physician,  13:  10,  (Oct.)  1964. 


Blood  and  Blood  Banking 

The  American  Medical  Association  will 
sponsor  a Conference  on  Blood  and  Blood 
Banking  Dec.  11-12,  1964,  in  Chicago  (Drake 
Hotel) . 

The  conference  is  directed  to  practicing 
physicians,  said  Gunnar  Gundersen,  M.  D., 
chairman  of  the  AMA  Committee  on  Blood, 
expressing  the  hope  that  state  and  local  med- 
ical societies  will  designate  representatives 
to  attend. 

Objective  of  the  conference  is  to  “motivate 
the  medical  profession  to  evaluate  and  im- 
plement blood  banking  requirements  and  to 
participate  generally  in  local  blood  banking 
affairs,”  Dr.  Gundersen  said. 

The  conference  will  be  opened  by  Ray- 
mond L.  White,  M.  D.,  director  of  the  AMA’s 
Division  of  Environmental  Medicine  and 
Medical  Services,  and  by  Dr.  Gundersen. 
Louis  K.  Diamond,  M.  D.,  director  of  the 
Blood  Grouping  Laboratory,  Boston,  will  out- 
line the  history  of  blood  banking  in  the  U.  S. 

A session  on  “Blood  Banking  Concepts  and 
Systems,”  with  Thomas  D.  Kinney,  M.  D.,  of 
Durham,  N.  C.,  as  moderator,  will  include 
discussion  of  automation,  central  typing  and 
crossmatching,  medical  sponsorship  and 
supervision,  a report  on  the  Knoxville  pro- 
gram, and  hospital  programs.  Another  ses- 
sion, with  Charles  C.  Smeltzer,  M.  D.,  Knox- 
ville, Tenn.,  as  moderator,  will  cover  the 
theme  of  Blood  Procurement  Concepts  and 
Economics,  including  the  areas  of  volunteer 
donor  programs,  paid  donor  programs,  na- 
tional clearinghouse  program,  and  blood 
banking  economics. 

A session  on  “Blood  Insurance-Assurance 
Plans,”  will  be  moderated  by  Clyde  G.  Cul- 
bertson, M.  D.,  Indianapolis,  Ind.  A session 
on  “Standards,  Inspection  and  Accredita- 
tion,” with  Charles  E.  Rath,  M.  D.,  as  modera- 
tor will  open  the  second  day  of  the  confer- 
ence, and  will  include  a study  of  state  laws 
and  regulations. 
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TUBERCULOSIS  CASE-FINDING  PROGRAM 

IN  ALABAMA 

W.  H.  Y.  Smith,  M.  D.,  M.  P.  H..  Director 

Bureau  of  Preventable  Diseases 
Alabama  Department  of  Public  Health 


The  objective  of  all  case-finding  procedures 
in  Alabama,  regardless  of  the  tools  used,  will 
be  to  detect  those  individuals  who  have  been 
infected  by  the  tubercle  bacillus  and  those 
who  have  active  infectious  disease.  The  tools 
most  commonly  used  to  accomplish  this  ob- 
jective will  be:  (1)  The  tuberculin  skin  test, 
and  (2)  chest  x-ray  film. 

Tuberculin  Testing: 

Tuberculin  testing,  as  a case-finding  pro- 
cedure, is  most  effective  when  done  as  close 
to  the  date  of  birth  as  possible.  Ideally,  all 
children  should  be  tuberculin  tested  for  the 
first  time  when  they  are  six  months  old.  The 
exception  to  this  would  be  those  children 
under  six  months  of  age,  but  over  three 
months,  in  the  household  of  a known  active 
case.  Because  the  incubation  period  for  the 
tubercle  bacillus  is  six  to  eight  weeks,  it  is 
futile  to  test  children  under  three  months  of 
age.  The  annual  retesting  of  entire  student 
populations,  or  even  just  selected  grades  such 
as  first  and  seventh  grade  students,  soon  be- 
comes an  expensive,  exhausting,  unproduc- 
tive exercise. 

As  part  of  the  control  of  tuberculosis  in 
Alabama,  once  the  infected  case  is  removed 


from  the  home  the  household  contacts  will  be 
checked  in  the  following  way:  Those  thirteen 
years  of  age  and  under  will  be  tuberculin 
tested.  Those  over  14  will  be  x-rayed.  House- 
hold contacts  under  13,  who  have  a negative 
tuberculin  reaction,  household  contacts  under 
13  who  have  a positive  tuberculin  test  but  a 
negative  lung  x-ray,  and  household  contacts 
over  14  who  have  a negative  lung  x-ray  will 
be  placed  on  a treatment  program  of  daily 
drugs,  Isoniazid  and  Pyridoxine,  for  one  year. 

The  Mantoux  test  is  preferable  for  tuber- 
culin skin  testing.  Five  tuberculin  units,  in- 
termediate strength  PPD,  are  used.  The  test 
must  be  read  within  72  hours.  For  any  type 
of  mass  tuberculin  testing,  the  Mantoux  test 
is  preferable,  but  for  use  as  a mass  weapon, 
Heaf  or  Tine  test  should  be  used.  In  the  Heaf 
testing,  as  in  the  Mantoux,  PPD  is  used.  The 
Heaf  test  is  not  an  absolutely  measured  dose 
as  is  the  Mantoux  test,  but  it  is  felt  that  for 
mass  screening  it  is  a very  useful  tool.  Con- 
centrated PPD  is  used  in  the  Heaf  test.  This 
can  be  applied  with  a sterile  toothpick,  or  by 
dipping  the  head  of  the  sterile  cartridge  of 
the  Heaf  gun  directly  into  a small  supply  of 
the  antigen  used.  This  test  should  be  read  on 
the  fourth  day. 


180 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


DEPARTMENT  OF  HEALTH 


HIAF  TUBERCULIN  TEST- Degrees  Of  Positive  Reactions 


•HI 

Reactions 

Negative — No  papules  or  slightly  raised  papules. 

1 plus  Positive — 4-6  separate  indurated  papules. 

2 plus  Positive — Markedly  indurated  confluent  papules. 

3 plus  Positive — Intensive  induration  forming  coin  pattern  approximately  1 cm.  in  diameter. 

4 plus  Positive — Extensive  induration  with  blisters. 

fnteroretation  of  reactions 

Severe  reactions  (2,  3 and  4 degrees  positive)  are  associated  with  infection  by  tubercle  bacilli.  These  reactions 
usually  appear  within  48  to  72  hours. 


Mass  tuberculin  testing  in  the  schools  is 
decried,  except  in  highly  explosive  areas  with 
rising  incidence  of  tuberculosis.  There  is  no 
reason  to  repeat  a negative  skin  test  routinely 
unless  there  is  reason  to  believe  there  have 
been  additional  contacts  with  a case  of  tuber- 
culosis. Mass  x-raying,  as  a case-finding 
mechanism,  is  unprofitable  from  the  cost,  the 
time,  and  the  workers’  standpoint. 

X-raying: 

The  mass  x-ray  approach  to  tuberculosis 
had  been  in  operation  since  1948  and  for  years 
this  was  an  effective  weapon  in  discovering 


new  cases  of  tuberculosis.  In  April,  1960,  it 
became  reasonably  unproductive,  therefore  a 
new  face  was  designed  for  case  finding.  This 
consisted  of  spot  x-ray  testing  and  cluster 
testing.  All  individuals  in  these  groups  who 
are  13  years  of  age  and  younger  will  not  be 
screened  by  x-rays  but  will  be  tuberculin 
tested. 

This  change  from  the  blunder  bus  to  the 
shot  gun  and  rifle  techniques  will  be  success- 
ful, it  is  hoped,  if  each  county  will  maintain 
a map  spotting  each  case  of  tuberculosis  re- 
ported since  January  1,  1960.  This  gives  evi- 
dence of  high  prevalence  areas,  the  grouping 
of  a few  cases  and  the  isolated  cases  that  may 
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constitute  the  beginning  of  a focus  of  infec- 
tion. For  the  isolated  cases,  the  clustering 
technique  is  the  method  of  choice.  The  pa- 
tient, by  this  technique,  is  interviewed  for  di- 
rect contacts,  intimate  relatives  and  intimate 
friends,  and  this  variety  of  contacts  is  refer- 
red to  the  county  health  department.  Those 
contacts,  14  years  of  age  and  over,  are 
screened  by  70  mm  x-rays  and  the  younger 
ones  are  tuberculin  tested. 

The  grouping  of  a few  cases  might  be 
handled  by  cluster  testing  only  or  it  might 
be  necessary  to  do  some  spot  testing  also. 
Spot  testing  is  a type  of  pin  point  mass  test- 
ing in  which  people  in  a given  limited  area 
are  x-rayed  and  the  younger  ones  tuberculin 
tested. 

In  high  prevalence  areas  spot  and  cluster 
testing  is  necessary.  The  latter  type  of  test- 
ing is  necessary  to  be  sure  that  intimate  rela- 
tives and  intimate  friends  are  tested  since, 
quite  often,  these  contacts  live  outside  the 
area  of  spot  testing. 

Modus  Operand!:  Buses  will  be  maintained 
in  certain  areas  of  the  State  and  x-ray  tech- 
nicians will  do  the  spot  and  cluster  testing. 
When  an  area  is  assigned  for  x-ray  work  the 
technician  takes  his  car  to  the  county  desig- 
nated. After  approval  by  the  County  Health 
Officer  and  the  County  Medical  Society,  the 
technician  goes  by  common  carrier  to  the 
bus  storage  depot.  If  the  technician  is  to  ac- 
complish anything  at  all  he  must  have  his 
car  for  follow-up  work.  At  the  time  the  70 
mm  x-ray  clinic  is  held  all  13  year  olds  and 
under  are  tuberculin  tested  with  PPD  inter- 
mediate strength  (1/10,000  mg.  PPD,  or  5 
tuberculin  units).  The  test  cannot  be  given 
by  the  technician  but  must  be  given  by  either 
the  health  officer,  clinician,  or  nurse.  In  48  to 
72  hours  the  test  will  be  read  by  the  tester, 
who  measures  the  reaction  in  the  following 
way:  i 

0-4  mm  reaction — negative 
5-9  mm  reaction — doubtful 
(Repeat  in  3 months) 

10  mm  and  over — positive 

Since  this  primary  method  of  case-finding 
is  successful,  the  secondary,  or  diagnostic 


clinic,  is  streamlined  too.  Therefore,  the 
secondary  clinic  is  held  two  to  three  weeks 
later.  At  this  time  all  individuals,  with  sus- 
picious readings  from  70  mm  x-ray  films  and 
tuberculin  testing,  have  a 14  x 17  film  made. 
This  timing  is  based  on  the  promise  that  films 
taken  can  be  developed  the  following  week 
and  read  by  the  tuberculosis  readers.  The  one 
week  extra  is  needed  to  notify  those  individ- 
uals who  would  be  asked  to  come  back  for 
the  14  X 17  film. 

Those  suspects  who  need  a continuing 
follow-up  and  the  active  cases  of  tuberculosis 
found  are  referred  to  the  county  health  offi- 
cer, as  is  done  in  the  routine  diagnostic  clinic. 


American  Board  of  Obstetrics 
and  Gynecology 

Candidates  who  have  participated  in  the 
Part  I (written)  examination  of  this  Board 
given  on  December  11,  1964  will  be  notified  of 
the  results  of  their  examination  on  or  before 
February  1,  1965. 

Applications  for  the  Part  I (written) 
examination  to  be  given  on  July  2,  1965  will 
be  accepted  in  the  office  of  the  Secretary  dur- 
ing the  months  of  January  and  February.  All 
applications  postmarked  after  February  28th 
will  be  returned  to  the  sender.  Application 
forms  and  Bulletins  of  the  Board  may  be  ob- 
tained by  writing  to  the  office  of  the  Secre- 
tary— Clyde  L.  Randall,  M.  D.,  American 
Board  of  Obstetrics  and  Gynecology,  100 
Meadow  Road,  Buffalo,  New  York  14216. 


International  Academy  of 
Proctology  Seminar 

The  International  Academy  of  Proctology 
will  present  its  17th  Annual  Teaching  Semi- 
nar at  the  Jung  Hotel,  New  Orleans,  March 
13-18,  1965.  All  members  of  the  medical  pro- 
fession are  cordially  invited  to  attend, 
whether  or  not  affiliated  with  the  Academy. 

Eminent  teachers  from  all  parts  of  the 
world  will  lecture  on  office  proctology,  psy- 
chosomatic aspects  of  proctology,  colon  sur- 
gery, medical  proctology,  nuclear  medicine 
in  proctology,  and  there  will  be  many  panel 
discussions. 
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BUREAU  OF  LABORATORIES 
Thomas  S.  Hosty,  Ph.D.,  Director 
October  1964 


Examinations  for  intestinal  parasites 1,194 

Typhoid  cultures  (blood,  feces, 

urine  and  other) 302 

Brucella  cultures 1 

Examinations  for  malaria 2 

Examinations  for  gonococci 1,882 

Serologic  tests  for  syphilis 

(blood  and  spinal  fluid) 23,712 

Darkfield  examinations  9 

Agglutination  tests 1 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 151 

Complement  fixation  tests  - 61 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations) 237 

Water  Examinations 2,395 

Milk  and  dairy  products  examinations — 3,653 

Examinations  for  tubercle  bacilli — 3,538 

Miscellaneous  examinations . . 6,357 


43,495 

^ it  sx 

BUREAU  OF  PREVENTABLE  DISEASES 


W.  H.  Y.  Smith,  M.  D..  Director 
CURRENT  MORBIDITY  STATISTICS 
1964 


•E.  E. 

Sept. 

Oct. 

Oct. 

Tuberculosis  

92 

120 

159 

Syphilis  

126 

163 

117 

Gonorrhea  

257 

307 

350 

Chancroid  

1 

1 

3 

Typhoid  fever  

.....  1 

1 

5 

Undulant  fever 

. 0 

0 

1 

Amebic  dysentery  

11 

5 

3 

Scarlet  fever  & strep,  throat ... 

.......  224 

342 

66 

Diphtheria  

5 

10 

8 

Whooping  cough  

. ..  18 

20 

13 

Meningitis  

8 

11 

5 

Tularemia  — 

0 

0 

0 

Tetanus  

....  1 

1 

1 

Poliomyelitis  

0 

0 

7 

Encephalitis  

0 

0 

1 

Smallpox  - 

0 

0 

0 

Measles  

24 

53 

26 

Chickenpox  

3 

10 

3 

Mumps  

15 

17 

22 

Infectious  hepatitis 

42 

62 

43 

Typhus  fever  

2 

0 

1 

Malaria  

0 

0 

0 

Cancer  ....  

646 

964 

592 

Pellagra  

1 

0 

0 

Rheumatic  fever 

10 

26 

14 

Rheumatic  heart  

36 

29 

20 

Influenza  

35 

28 

31 

Pneumonia  

124 

162 

143 

Rabies — Human  cases. 

0 

0 

0 

Pos.  animal  heads 

1 

2 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

•E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 


BUREAU  OF  VITAL  STATISTICS 

Ralph  W.  Roberts.  M.  S.,  Director 

PROVISIONAL  BIRTH  AND  DEATH 
STATISTICS  AND  COMPARATIVE  DATA, 
SEPTEMBER  1964 


Live  Births 
Deaths 

Causes  of  Death 

Number 

Registered 

Durina 

Hates* 

(Annual  Basis) 

September, 

■a  1 - 
■2  1 2 
0 g 

H 1 & 

1964 

• ® 
c *5 
0 r 
S5  S 

1964 

1963 

1962 

Live  Births 

6,795 

4,302 

2,493 

24.3 

25.4 

25.9 

Deaths  

2,376 

1,552 

824 

8.5 

8.5 

8.6 

Fetal  Deaths  

123 

59 

64 

17.8 

18.3 

23.1 

Infant  Deaths — 

under  one  month  

138 

65 

73 

20.3 

19.0 

23.0 

under  one  year 

195 

80 

115 

28.7 

24.9 

31.3 

Maternal  Deaths 

7 

1 

6 

10.1 

4.2 

8.2 

Causes  of  Death 

Tuberculosis,  001-019 

15 

9 

6 

5.4 

4.7 

8.4 

Syphilis,  020-029  

4 

2 

2 

1.4 

1.8 

1.8 

Dysentery,  045-048 

2 

1 

1 

0.7 

0.7 

0.4 

Diphtheria,  055 

1 

1 

0.4 

0.4 

2 

2 

0.7 

0.4 

Meningococcal  infec- 

tions,  057 

3 

2 

1 

1.1 

0.4 

Poliomyelitis,  080,  081 

1 

1 

0.4 

0.4 

Measles,  085 

— 

.. 

Malignant  neo- 

plasms,  140-205  

348 

255 

93 

124.7 

123.4 

114.4 

Diabetes  mellitus,  260 

29 

17 

12 

10.4 

8.3 

11.7 

Pellagra,  281 

0.4 

0.7 

Vascular  lesions  of 

central  nervous  sys- 

tern,  330-334  . 

333 

208 

125 

119.3 

138.6 

115.9 

Rheumatic  fever. 

400-402  

1 

1 

0.4 

0.4 

0.4 

Diseases  of  the  heart. 

410-443 

733 

540 

193 

262.6 

275.3 

278.4 

Hypertension  with 

heart  disease,  440-443 

93 

35 

58 

33.3 

40.4 

42.3 

Diseases  of  the  ar- 

teries,  450-456 

44 

30 

14 

15.8 

20.6 

20.4 

Influenza,  480-483  . 

1 

1 

0.4 

1.1 

0,7 

Pneumonia,  all  forms. 

490-493 

51 

33 

18 

18,3 

18.0 

18.2 

Bronchitis,  500-502 

4 

2 

2 

1.4 

1.8 

1.8 

Appendicitis,  550-553 

6 

4 

2 

2.1 

1.4 

1.1 

Intestinal  obstruction 

and  hernia,  560 

561,  570  . 

16 

12 

4 

5.7 

4.7 

2.9 

Gastro-enteritis  and 

colitis,  under  2, 

571.0,  764  

12 

1 

11 

4.3 

3.2 

7.3 

Cirrhosis  of  liver,  581 

10 

8 

2 

3.6 

5.8 

4.0 

Diseases  of  pregnancy 

and  childbirth. 

640-689  

7 

1 

6 

10.1 

4.2 

8.2 

Congenital  malforma- 

tions,  750-759 

31 

21 

10 

4.6 

00 

CO 

4.9 

Immaturity  at  birth. 

774-776  

38 

13 

25 

5.6 

6.0 

7.6 

Accidents,  total,  800-962 

156 

108 

48 

55.9 

55.6 

46.3 

Motor  vehicle  acci- 

dents,  810-835,  960 

79 

55 

24 

28.3 

33.6 

22,6 

All  other  defined 

causes  . - 

385 

242 

143 

137.9 

128.1 

129.4 

Ill-defined  and  un- 

known  causes,  780- 

793,  795 

143 

41 

102 

51.2 

31.0 

55.8 

•Rates;  Birth  and  death — per  1,000  population 
Infant  deaths — per  1.000  live  births 
Fetal  deaths — per  1,000  deliveries 
Maternal  deaths — per  10,000  deliveries 
Deaths  from  specified  causes — per  100,000  population 


DECEMBER  1964— VOL.  34,  NO.  6 


183 


The  Woman’s  Auxiliary 


Dear  Doctors: 

Merry  Christmas!!! 

I am  sure  that  your  wives  are  doing  what 
I am  doing.  They  have  shoved  all  of  the 
Medical  Auxiliary,  P.  T.  A.,  and  other  club 
work  into  a nice  big  drawer  and  are  busy  ad- 
dressing Christmas  cards  and  buying  those 
Christmas  presents.  Aren’t  the  packages 
pretty. 

There  is  a beautiful  package  that  you  could 
open  that  wouldn’t  have  a bill  following  it 
the  1st  of  the  next  month.  Let  me  tell  you 
about  it.  It’s  your  local  Medical  Auxiliary. 

Auxiliary  comes  from  the  Latin  word 
Auxiliaris,  which  means  “help  or  aid.”  The 
plural  meaning  is  “auxiliary  troops.”  As  I 
told  you  before,  our  airplane  is  a Twin 
Bonanza,  and  it  has  main  gas  tanks  and 
auxiliary  gas  tanks.  One  Sunday  afternoon 
we  planned  to  fly  to  Wichita,  Kansas,  and 
eat  supper  with  Lowell’s  mother.  We  ran  into 
a front  between  Memphis  and  Little  Rock 
that  we  couldn’t  go  above  and  couldn’t  go 
below.  We  couldn’t  go  west,  we  couldn’t  go 
north,  we  couldn’t  go  back  east  the  way  we 
had  come.  We  had  to  go  south  and  ended  up 
in  Greenwood,  Mississippi.  When  we  were 
unloading  the  six  of  us,  Lowell  told  the  air- 
port attendant  to  fill  the  gas  tanks,  including 


the  auxiliary  tanks.  Jane,  our  nine-year-old 
daughter,  got  very  excited  and  said,  “Mom- 
ma, is  the  airplane  in  the  Auxiliary,  too?” 
As  you  can  see,  my  whole  family  is  Auxiliary- 
minded  right  now.  Jane’s  remark  brought  on 
a discussion  of  the  word,  “auxiliary,”  and 
Linda,  our  thirteen-year-old  daughter,  pro- 
vided the  definition  of  the  word,  “auxiliary,” 
as  it  is  derived  from  Latin. 

Have  you  opened  your  Medical  Auxiliary 
package?  Do  you  know  what  they  are  do- 
ing, what  they  are  capable  of  doing,  rather 
than  individual  facets  picked  up  by  being 
the  husband  of  a hard-working  Auxiliary 
member  involved  in  a particular  project.  Do 
you  know  about  suggested  State  and  National 
Auxiliary  projects,  one  of  them  might  fill  a 
local  need?  Is  your  Auxiliary  the  one  that 
raised  $562.42  for  AMA-ERF?  Is  your  Auxili- 
ary the  one  with  a $7,500  nursing  scholarship 
fund?  Is  your  Auxiliary  the  one  that  sent  out 
8,700  letters  in  an  educational  legislative 
campaign?  Is  your  Auxiliary  the  one  that 
helped  to  publicize  your  local  poison  control 
center?  These  are  just  a few  of  the  things 
that  I know  your  wives  have  done.  Our  ob- 
jectives are  to  assist  the  Medical  Association 
of  the  State  of  Alabama  and  your  local 
county  medical  society  to: 

1.  Advance  the  cause  of  preventive  medi- 
cine. 

2.  Secure  adequate  medical  legislation. 

3.  Promote  good  fellowship  between  phy- 
sicians’ families. 

4.  Accomplish  supplemental  work  sug- 
gested by  you. 

Now,  isn’t  that  a pretty  package  to  open? 
The  best  way  I know  to  open  this  package  is 
to  appoint  an  advisory  council  to  work  with 
your  local  medical  Auxiliary  and  then  have 
them  report  back  to  you  at  the  end  of  the 
year. 

Sincerely, 

Frances  Clemmons 

P.  S.  If  you  don’t  have  a Medical  Auxiliary 
package  under  your  Christmas  tree,  we  will 
be  glad  to  help  your  wives  organize  and 
wrap  one  up  for  you. 
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The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 

In  Diverticulosis  and  Diverticulitis... 


METAMUCIC 


brand  of 

psyllium  hydrophilic  mucilloid 


“Diverticulosis  ...  a low-roughage  diet  is  advisable. . . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated’^  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . 


Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 


and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 


packets. 


SEARLE 


1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 


Research  in  the  Service  of  Medicine 
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THE 

ARTHRITICS 
WHO  COULD  NOT 
TAKE 
STEROIDS 


The  bane  of  the  steroids,  new  and  old,  has  been  1j 
certain  undesirable  metabolic  effects  — including  \ 
and  water  retention,  edema,  overstimulation  of  ( 
appetite,  excessive  weight  gain,  mood  swing;, 
seemed  to  be  firmly  linked  to  the  primary  a i| 
inflammatory  action.  For  arthritics  already  overweijt, 
or  with  cardiovascular  disease  complicated  by  edeij, 
or  those  who  were  tense  and  anxious,  steroid  tn^ 
ment  could  aggravate  their  problems.  But  with  e 
advent  of  ARISTOCORT®  Triamcinolone,  man>)l 
these  arthritics  became  “steroid-treatable.”  The 
son:  Not  only  did  this  steroid  provide  gratifying  re; 
of  inflammation  and  pain,  but  it  did  so  without  ie' 
penalty  of  overstimulation  of  the  appetite,  excest-ej 
weight  gain,  salt  and  water  retention,  edema, 
undesirable  euphoria.  Six  years  of  widespread  use  is* 
confirmed  these  benefits  for  other  arthritics  as  wel  isi 
those  formerly  untreatable.  i 


]1e  Effects:  Since  it  may,  under  some  circumstances, 
::duce  many  of  the  unwanted  effects  common  to  all 
:rtisone-like  drugs,  discrimination  should  always  be 
isrcised  in  administering  ARISTOCORT®  Triamcino- 
he.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
rpura,  G.l.  ulceration,  increased  intracranial  pres- 
re  and  subcapsular  cataract.  Corticosteroids  gen- 
ally  may  mask  outward  signs  of  bacterial  or  viral 
fections.  Catabolic  effects  to  watch  for  include 
jscle  weakness  and  osteoporosis.  Weight  loss  may 
cur  early  in  treatment  but  is  usually  self-limiting. 
)ntraindications:  While  the  only  absolute  contra- 
dications  are  tuberculosis,  herpes  simplex  and 
licken  pox,  there  are  some  relative  contraindications 
eptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 

MAXIMUM  STEROID  BENEFIT- MINIMUM  STEROID  PENALTY 


Triamcinolone 


scored  tablets  of  1 mg.,  2 mg.,  4 mg.,  8 mg.  or  16  mg. 


;DERLE  laboratories  • a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


270-4 


i i i ^ VJ 

flii 


$1  = $12’/2  in  Loan-Power.  . . 


The  American  Medical  Association’s  Educa- 
tion and  Research  Foundation  is  offering  the 
nation’s  physicians  a chance  to  stretch  their 
contribution  dollars  in  size  and  time. 

The  Foundation  is  appealing  for  donations 
to  bolster  the  guarantee  fund  for  its  student 
loan  program,  a program  providing  more  than 
$10  million  in  bank  credit  annually  for  medi- 
cal students,  interns  and  residents. 

Each  dollar  a physician  gives  to  the  guar- 
antee fund  is  worth  123^  times  its  face  value 
in  loan-power.  That  is  because  the  bank  will 
extend  $1,250  in  credit  for  each  $100  deposit 
in  the  fund. 

Putting  it  another  way,  each  $100  contri- 
bution can  help  some  student  finance  about 
half  a year’s  training  and  living  expenses. 
The  same  contribution  carries  on  into  the 


future  to  guarantee  additional  loans  after  the 
original  loan  is  repaid.  And  contributions  to 
the  fund  are  tax  deductible. 

AMA  estimates  that  each  year  7,000  appli- 
cants will  ask  for  this  opportunity  to  borrow 
against  their  future  to  pay  their  own  way- 
through  medical  training. 

This  is  a challenge  from  the  coming  gener- 
ation which  all  physicians  should  welcome. 
Certainly  there  is  no  better  way  to  put  your 
dollars  to  work  to  insure  the  quality  of  medi- 
cine in  the  future.  Please  mail  your  check 
today  to: 

AMERICAN  MEDICAL  ASSOCIATION 
EDUCATION  AND  RESEARCH  FOUNDATION 
535  NORTH  DEARBORN  STREET 
CHICAGO,  ILLINOIS  60610 
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•Wonderful... haven’t  had  opening  in  holli  nostrils  for  years’ 

(clearly  decongested  with  Dimetapp) 


Dirnetapp  lets  your  “stuffed-up”  patients  bredthe  easy  aga/n. 
Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 
Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
lation. (A  key  to  success:  the  Dimetapp  formula.)  Now 
that  the  “stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 


FOR  NASAL  DECONGESTION  UP  TO  10-12  HOURS’  CLEAR 
IN  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 


Phenylpropanolamine  HCI,  15  mg.) 


BRIEF  SUMMARY:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications: 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 
*Clinical  report  on  tile.  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO..  INC.,  RICHMOND  20.  VA. 


To  Serve  You  Better... 
Service  Engraving  Co.,  Inc. 

Announces  a new  addition... 

Service  Photography 


212  Washington  Ave. 

(In  The  Advertiser  Bldg.) 
Phone  262—5142 


To  serve  You  Better.I. 

the  latest  advancement 
in  Photo-Engraving  Technique  ... 
the  powderless  etcher.' 

As  a new  service  to  print^s  ... 
OFFSET  NEGATIVES  (rf  the  i 
hipest  quality. 


^ To  Serve  You  Better 

Top  Quality  Black 
and  White  and  Color 
PHOTOGRAPHY 


• Commercial 

• Aerial 

• Weddings 

• Lead  Outs 

• Promotional 


iflsPi 


Your  Story  in  Pictures  Leaves  Nothing  Untold” 
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The  discharged 
mental  patient . . . 
and  Thorazine^" 

brand  of  chlorpromazine 

“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-mstitu- 
tionalized  patients  by  regulation  of  medicatiori,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.”  KUne,  n.s.:  Postgrad.  Med.  27:620  (May)  loeo. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient — and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, SK&F)— regardless  of  dosage— over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 

1 
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why  does 
150  mg. 


do  more  than 
250  mg. 


■ 

of  other 
tetracyclines? 


Because  it  has  up  to  3V2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained /n  v/Voactivity  with 
as  much  as  2 days’  extra  activity. 


DECLOlVrroilV 

DEMETHYLCHLORTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur;  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage;  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7516-3 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAI 


A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  oharacter 
Effort 

SUBSTERNAL 


MILTRATE^ 

meprobamate  200  mg.  + pentaeryihritol  tetranitrate  10  mg. 


Effective  tranquilization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications:  'Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
A^e/rroia/nare —Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 
the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — The  most  Common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  — May  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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The  big  question  has  been  answered  for  many  people.  The  report  of  the  Surgeon-General  on  Smoking  and  Health 
gave  strong  support  to  the  overwhelming  evidence  accumulated  by  the  American  Cancer  Society  over  the  last  15 
years.  Cigarette  smoking  is  a major  cause  of  lung  cancer. 

As  the  evidence  piled  up,  the  Society  intensified  its  public  educational  efforts,  with  teen-agers  the  specific 
target.  Many  private  and  government  agencies  were  stimulated  to  take  action. 

But  people  have  short  memories.  Already  the  message  of  the  Surgeon-General’s  report  has  been  blurred  with 
the  passage  of  time.  Unless  those  with  the  responsibility  for  protecting  health  act  vigorously,  the  public  will  con- 
tinue to  lose  sight  of  the  risk . . . and  smoke  cigarettes. 

We  are  faced  with  some  compelling  questions.  How  to  motivate  adults  to  stop  smoking  cigarettes?  How  to 
influence  teen-agers  not  to  start?  How  to  help  those  who  want  to  stop  but  can’t? 

Between  us,  doctor,  we  must  find  the  answers.  SHISriCSn  CSnCBP  SOClBty 


1 


Bed  of  Digitalis  purpurea 

with  Campanula  Canterburv  Bells  in  foreground 


Not  far  from  here  are  manufactured 
from  the  powdered  leaf 
Pil.  Digitalis  (Davies,  Rose) 

0.1  Gram  (IV2  grains)  or  1 U.S.P.  Digitalis  Unit. 
They  are  physiologically  standardized, 
with  an  expiration  date  on  each  package. 
Being  Digitalis  in  its  completeness, 
this  preparation  comprises  the 
entire  therapeutic  value  of  the  drug. 

It  provides  the  physician  with  a safe  and  effective 
means  of  digitalizing  the  cardiac  patient 
and  of  maintaining  the  necessary  saturation. 
Security-  lies  in  prescribing  the 
“original  bottle  of  35  pills,  Davies,  Rose.” 


Clinical  samples  and  literature  sent  to  physicians  on  request 
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Outwardly  calm... but  what  goes  on  inside? 


Appearances  on  the  outside  do  not 
necessarily  suggest  what  goes  on  in- 
side. This  is  particularly  true  of  the 
ulcer  patient,  who  may  appear  jolly 
and  unruffled  to  his  neighbors,  but 
presents  to  you  the  classic  symp- 
toms: organic  and  functional  dis- 
orders of  the  G.I.  tract,  associated 
with  anxiety  and  tension. 

Consider,  when  you  see  him  next, 
the  value  of  pathilon®  sequels® 
with  Phenobarbital,  which  provides 
sustained  anticholinergic  protection 


from  spasm  and  pain  in  the  target 
areas,  as  well  as  sustained  pheno- 
barbital  action  against  triggering 
anxiety.  The  controlled  release  of  the 
active  ingredients  in  the  sequels® 
formulation  means  protective  medi- 
cation day  and  mght. 

Effective  in  peptic  ulcer,  intestinal 
colic,  ileitis,  esophageal  spasm,  spas- 
tic colon,  alcohol-induced  G.I.  upsets, 
gastric  hypermotility  and  anxiety 
neurosis  with  G.I.  symptoms.  Should 
be  used  as  adjunct  to  other  measures. 


Side  Effects  (due  to  tridihexethyl 
chloride)  : dry  mouth,  blurring  of 
vision,  constipation. 
Contraindications:  urinary  bladder 
neck  obstruction;  glaucoma;  ob- 
structive congenital  anomalies  of  the 
gastrointestinal  tract;  pyloric  ob- 
struction; congenital  megacolon; and 
stenosing  gastric  or  duodenal  ulcer 
with  significant  gastric  retention. 

Also  available,  without  phenobar- 
bital, as  PATHILON®  Tridihexethyl 
chloride  sequels®  75  mg. 


Pathilon’  Sequels’  with  Phenobarbital  Sustained  Release  Capsules 

Each  capsule  contains;  Tridihexethyl  chloride,  75  mg.,  and  phenobarbital,  45  mg. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

■SOMA'  COMPOUND;  'SOMA'  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  ‘Soma’  Compound  and  'Soma' 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications;  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions;  Acetophenetidin-Wiay  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Cocfe/ne-Should  be  used  with  caution  in  addiction-prone  individuals.  Car/soprocfo/-Like  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Code/ne-Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  ‘Soma’  Compound  and  'Soma'  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  'Soma'  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

•ra  WALLACE  LABORATORIES 

CSO-3S18  WA  C ran  bury,  N.  J. 
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APPALACHIAN  HALL 

ESTABLISHED  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  coma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 


i 


Qrest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F.A.P.A. 

James  K.  Ward,  M.D.,  F.A.P.A. 

Location;  7000  5th  Avenue  South 

Bo*  2896,  Woodlawn  Station 
BIRMINGHAM,  ALABAMA  3S2I2 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  192  5 for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 

HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
American  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 
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following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bt  (Pyndoxine  HCI) 

2mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  "reminder" 

jars  of  30  (one  month's  supply) 
(three  months’  supply) 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 
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for  psychiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  □ IVe  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE,  N.  E.  TELEPHONE  873-5681  ATLANTA  9,  GEORGIA 
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“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  "nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (Va  gr) 

(Warning;  May  be  habit  forming)  j-q  eaS6  nerVOUS  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (lyi  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  72664 


Ames  Company,  Inc.,  Elkhart,  Indiana.  Ai\/ies 


When  psychic  tension  mounts 
^^clllUlTl  (diazepam) 

useful  in  alleviating 

-psychic  tension  mixed  with  depressive  symptoms 
-psychic  tension  in  the  common  psychoneuroses 
-psychic  tension  intensified  by  concomitant 
somatic  disorders 


How  to  prescribe  Valium  (diazepam) 

Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reac- 
tions stemming  from  stressful  circumstances  or  whenever  somatic  com- 
plaints are  concomitants  of  emotional  factors.  It  is  useful  in  psycho- 
neurotic states  manifested  by  anxiety,  tension,  fear  and  fatigue. 

Valium  (diazepam)  may  also  be  useful  in  acute  agitation  due  to  alcohol 
withdrawal. 

Valium  (diazepam)  may  be  of  use  to  alleviate  muscle  spasm  associated 
with  cerebral  palsy  and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Mani- 
fested by  anxiety-tension  alone  or  with  depressive 
symptomatology,  agitation,  restlessness,  psycho- 
physiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe 
anxiety,  fear,  agitation,  aggression  or  hostility  ex- 
ist alone  or  with  depressive  symptoms 

Alcoholism:  As  an  aid  in  symptomatic  relief  of 
acute  agitation,  tremor,  impending  or  acute  de- 
lirium tremens  and  hallucinosis 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times 
daily 


5 mg  to  10  mg, 

3 or  4 times 
daily 

10  mg,  3 or  4 
times  during  the 
first  24  hours; 
reducing  to  5 mg, 
3 or  4 times 
daily  as  needed 


Muscle  spasm  associated  with  cerebral  palsy  or  2 mg  to  10  mg, 
athetosis  3 or  4 times  daily 

Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  pa- 
tients with  a history  of  convulsive  disorders  or  patients  with  a history  of 
glaucoma. 

Warning:  Valium  (diazepam)  is  not  of  value  in  the  treatment  of  psy- 
chotic patients,  and  for  this  reason  should  not  be  employed  in  lieu  of 
appropriate  treatment. 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the 
dosage  to  the  smallest  effective  amount  to  preclude  the  development  of 
ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily  initially, 
to  be  increased  gradually  as  needed  and  tolerated).  As  is  true  of  all 
CNS-acting  drugs,  until  the  correct  maintenance  dosage  is  established, 
patients  receiving  Valium  (diazepam)  should  be  advised  against  pos- 
sibly hazardous  procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  an  automobile  during  the  period  of  Valium 


(diazepam)  therapy  is  not  recommended.  In  general,  the  concurrent 
administration  of  Valium  (diazepam)  and  other  psychotropic  agents  is 
not  recommended.  If  such  combination  therapy  is  used,  careful  consid- 
eration should  be  given  to  the  pharmacology  of  the  agents  to  be  em- 
ployed with  Valium  (diazepam)  — particularly  with  known  compounds 
which  may  potentiate  the  action  of  Valium  (diazepam),  such  as  pheno- 
thiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant  ef- 
fect, patients  should  be  advised  against  the  simultaneous  ingestion  of 
alcohol  and  other  central  nervous  system  depressant  drugs  during 
Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam)  during 
pregnancy  has  not  been  established.  The  usual  precautions  are  indi- 
cated when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety  states 
where  there  is  any  evidence  of  impending  depression;  particularly  the 
recognition  that  suicidal  tendencies  may  be  present  and  protective 
measures  may  be  necessary.  The  usual  precautions  in  treating  patients 
with  impaired  renal  or  hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been 
reported;  in  most  instances  these  are  dose-related  and  may  be  avoided 
by  proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur  on 
occasion.  As  with  any  new  agent,  when  it  is  administered  for  protracted 
periods  of  time,  periodic  blood  counts  and  liver  function  tests  are  advis- 
able. Abrupt  cessation  after  prolonged  overdosage  may,  in  some  patients, 
produce  withdrawal  symptoms  (e.g.,  convulsions,  tremor,  abdominal 
and  muscle  cramps,  vomiting,  sweating)  similar  to  those  seen  with  bar- 
biturates, meprobamate  and  Librium®  (chlordiazepoxide  HCI).  Changes 
in  EEC  patterns  have  been  observed  in  patients  during  and  after  Valium 
(diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation, 
sleep  disturbances,  acute  hyperexcited  states  and  hallucinations  have 
been  reported.  Other  side  effects  noted  have  been  blurred  vision,  di- 
plopia, headache,  incontinence,  slurred  speech,  tremor  and  skin  rash. 
Valium  (diazepam)  is  available  as  5-mg  and  2-mg  tablets.  For  conven-  t 
ience  and  economy  in  prescribing,  both  strengths  are  supplied  in  bottles 
of  50.  j 

Roche  Laboratories  endorses  the  principle  of  caution  in  the  administra-  j 

tion  of  any  therapeutic  agent  to  pregnant  patients.  , 

d^ROCHE^ 


ROCHE  LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 


Make  your  plans  now  to  attend  the  annual  session  in  Birmingham  April  22,  23  and  24, '65 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 


Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 


Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning— May 
be  habit-forming. 


Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company.  India- 
napolis 6.  Indiana. 


AMYTAE 


AMOBARBITAL 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


extends  horizons 

This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm.and0.03  Gm. 

*Roseman,  E.:  Neurology  11:912,  1961.  jseea 
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BSP®  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHALEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 

Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  no\w  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg./kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 


in  boxes  of  lO's  and  25’s. 


HYNSON.  WESTCOTT  6t  DUNNING.  INC. 


BALTIMORE,  MARYLAND  21201 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 
Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  "...most 
closely  approximating  physiologic  composition 
with  the  least  ‘rebound’  tendency. . . Gentle 
Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed,  G.  F.;  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (’A'/o) 
and  children  (’AVo),  in  solutions  of  Vs,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N Y. 
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This  begins  the  new  calendar  year  with  the 
inauguration  of  a President  and  a new  Con- 
gress, the  89th.  The  former  now  has  the 
power  of  a war-time  Chief  Executive  with  a 
Congress  that  can  be  dangerously  careless 
since  one  party  has  so  much  power,  seeming- 
ly, at  the  moment.  The  ultra-conservative 
may  not  have  a place  now,  but  surely  the 
moderate  does  not  either.  Only  the  liberal 
appears  to  be  correct  in  his  viewpoint  by  the 
fact  that  in  all  but  the  five  Southern  States 
the  “Democrats”  beat  the  “Republicans.”  It 
is  interesting  to  note  that  these  majorities 
were  not  overwhelming  except  possibly  in 
large  urban  areas  where  the  vote  might  have 
been  2-1.  We  had  previously  mentioned  in 
other  editorials  that  Johnson  felt  if  he  had  a 
large  majority  when  the  votes  were  in  then 
he  would  consider  it  a mandate  to  proceed 
with  his  program. 

The  King-Anderson  legislation  and  the 
Poverty  Program  were  the  only  ones  not  ap- 
proved by  the  88th  Congress  before  it  ad- 
journed. Johnson  appeared  frustrated  be- 
cause the  Medical  Care  for  the  Aged  under 
Social  Security  was  not  passed.  Suddenly, 
since  the  election,  he  is  sending  up  trial  bal- 
loons and  appearing  to  suggest  some  type  of 
insurance  plan  that  will  not  bankrupt  the 
Social  Security  program.  Serious  thought 
should  be  given  to  this  line  of  thinking  of  his. 

Thus  we  come  to  the  Clinical  Meeting  of 
the  American  Medical  Association  in  Miami 
this  past  December.  There  we  heard  from 
several  delegations.  District  of  Columbia, 
New  Jersey,  and  Michigan  numbered  among 
those  who  are  beginning  to  advocate  com- 
promise from  organized  medicine’s  stand- 
point. Fortunately  this  nation  is  made  up  of 
many  states  and  many  people.  The  policy  of 
compromise  is  an  indication  of  weakness  if  it 
is  entered  into  just  to  get  on  the  bandwagon, 
and  to  yield  to  pressure  because  it  is  the 
easiest  way  out.  Our  only  position  at  the 


moment  is  to  stick  to  our  guns.  If  we  give 
this  fight  away  at  this  point  then  we  deserve 
to  be  ignored  from  now  on  when  we  oppose 
socialization. 

There  are  three  points  to  the  AMA  pro- 
gram before  Congress  meets: 

1.  A strategy  meeting  in  Chicago  which 
was  held  December  13,  1964.  Seven  of  our 
members  attended  this,  the  President,  Secre- 
tary-Treasurer, two  members  of  the  Board  of 
Censors,  the  executive  secretary  of  the  State 
Association,  the  President-elect  of  the  Jeffer- 
son County  Medical  Society  and  the  exec- 
utive secretary  of  the  Jefferson  County  Medi- 
cal Society.  AMA  only  asked  for  two  to  at- 
tend, but  the  interest  was  too  keen  for  the 
others  not  to  go.  The  advantages  of  several 
members’  going  rested  in  the  fact  that  more 
individuals  could  compare  notes  and  help 
determine  policy  for  our  Association  at  a 
later  date  when  the  need  arises  to  get  out 
information. 

2.  About  January  10,  1965  the  educational 
program  will  start.  This  will  show  the  public 
on  the  broadest  scale  possible  what  it  means 
to  defeat  the  medicare  proposal — and  prevent 
bankruptcy  of  the  Social  Security  System. 
It  will  be  directed  to  encourage  the  local  pro- 
grams to  work,  namely  under  Kerr-Mills. 

3.  Then  finally,  if  necessary,  AMA  will 
have  each  Congressman  contacted  personally 
to  impress  on  them  individually  the  doctor’s 
opposition  to  any  wrong  type  of  legislation. 

With  this  approach  by  the  AMA,  we  should 
be  able  to  keep  any  radical  measures  from 
being  passed.  It  is  significant  that  the  Dis- 
trict of  Columbia  physicians  advocated  a type 
of  coverage  under  Social  Security.  But  it  is 
perfectly  obvious  why  they  did  this.  The  ma- 
jority of  the  population  in  the  District  are 
employees  of  the  Federal  Government  under 
Social  Security.  And  so  it  is  in  a welfare 
state,  the  Government  takes  care  of  every- 
thing and  everybody.  But  then  you  must  do 
what  the  Government  says  from  “now  to 
eternity.” 


E.  B.  Glenn,  M.  D. 
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FAMOUS  ALABAMA  PHYSICIANS 


The  New  York  Evening  Post,  on  Novem- 
ber 26,  1886,  carried  the  following  state- 
ment; 

“In  the  care  of  the  insane,  Alabama 
stands  among  the  foremost  states  of  the 
Union.  Dr.  P.  Bryce,  the  Superintendent  of 
the  Insane  Hospital,  holds  a high  rank 
among  alienists.  Dr.  Bryce  was  one  of  the 
earliest  and  strongest  advocates  of  reform 
in  the  matter  of  mechanical  restraint.  Five 
years  ago  the  old  strait-jacket  system  was 

abolished  in  his  institution With  the 

exception  of  the  occasional  confinement  to 
his  room  of  a maniacal  or  excited  patient, 
there  has  been  no  restraint  of  any  kind 
upon  the  patients  in  the  hospital,  and  the 
excellent  results  of  the  experiment  have 
convinced  Dr.  Bryce  that  no  greater  ad- 
vance has  been  made  in  the  treatment  of 
the  insane  within  the  past  fifty  years  than 
the  abolition  of  mechanical  and  other  un- 
necessary restraints.” 

Peter  Bryce  was  born  in  Columbia, 
South  Carolina,  on  March  5,  1834.  His 
early  education  was  received  in  the  schools 
of  that  city  and  at  the  South  Carolina  Mili- 
tary Academy,  The  Citadel,  from  which  he 
was  graduated  in  November,  1855. 

In  1857  he  enrolled  in  the  Medical  De- 
partment of  the  University  of  New  York 
and  received  the  degree  of  Doctor  of  Medi- 
cine in  March,  1859. 

Upon  his  graduation.  Dr.  Bryce,  having 
previously  determined  to  make  a specialty 
of  nervous  diseases,  became  assistant  phy- 
sician at  the  Insane  Hospital  of  New  Jer- 
sey. 

Later  in  1859  he  became  first  assistant 
physician  of  the  South  Carolina  State  Hos- 
pital; but  within  a month,  upon  the  sug- 
gestion of  Miss  Dorothea  Lynde  Dix, 
famed  philanthropist  and  humanitarian,  he 
applied  for  the  position  of  superintendent 
of  the  newly-constructed  Alabama  Insane 
Hospital  at  Tuscaloosa. 

His  application  was  accepted  and  he  be- 
came head  of  the  institution  at  the  age  of 
26. 


s 


One  of  his  first  actions  was  to  abolish  all 
mechanical  restraints  and  to  find  employ- 
ment for  every  patient  to  keep  him  occu- 
pied and  happy.  To  the  surprise  of  many, 
these  innovations  did  not  require  the  ad- 
ministration of  more  quieting  drugs, 
rougher  handling,  or  longer  seclusion  of 
the  patient. 

Dr.  Bryce  was  active  in  the  Medical 
Association  of  the  State  of  Alabama,  serv- 
ing as  president  in  1877.  He  participated  in 
many  other  activities  and  was  a leader  in 
the  state  temperance  movement. 

He  was  married  to  Miss  Ellen  Clarkson 
of  Columbia,  South  Carolina,  on  November 
28,  1860. 

Dr.  Peter  Bryce  died  August  14,  1892, 
and  was  interred  on  the  lawn  in  front  of 
the  hospital  he  made  famous.  The  follow- 
ing year  the  Alabama  Legislature  renamed 
the  institution  the  Alabama  Bryce  Insane 
Hospital. 


One  oj  a series  of  Famous  Alabama  Physicians  based  on  research  compiled  by  Dr.  E.  B.  Carmichael 
for 
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following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acird) 

300  mg. 

Vitamin  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder 

jars  of  30  (one  month’s  supply) 
(three  months’  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 

' 66934 


Of  507  patients  with  confirmed 
ear,  nose  and  throat  infections... 
465  or  91.7%  were  treated 
successfully  with  Signemycin^ 


Note: 

Adams,*  whose  50  patients 
included  20  with  ENT 
infections,  stated  that 
Signemycin  “was  particu- 
larly valuable  in  infections 
that  did  not  respond  to 
other  antimicrobial  agents, 
and  in  patients  to  whom 
penicillin  could  not  be 
given.”  All  his  cases  re- 
sponded within  five  days; 
in  most  patients,  all  signs 
of  infection  disappeared  in 
three  days. 

•Adams.  J.:  J.  Term.  Med.  Ass. 
50:446,  Nov..  1957. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signennycin® 

Otitis  media 

90 

86 

Pharyngitis  and  laryngitis 

162 

148 

Sinusitis 

68 

55 

Tonsillitis  and  peritonsillitis 

163 

153 

Various 

24 

23 

Totals 

507 

465  (91.7%) 

consistently  effective. ..often  when  others  fail 


Signemyciti 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  oharaoter 
Effort 

SUBSTERNAL 


MILTRATE* 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 

Effective  tranquilization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
/Weproiamars —Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 
the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  —Mzy  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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8 Of  1,028  patients  with  confirmed 

respiratory  infections... 

954  or  92.8%  were  treated 
successfully  with  Signemycin® 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections,  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

•Hammerl,  H.:  Wien.  Med. 
Wschr.  108:629,  July  26,  1958. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin® 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI.167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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What’s  new  at  Geigy?  Regroton,  Doctor. 
For  high  blood  pressure. 


Not  another  reserpine-diuretic 
combination! 


f€'^*5ion  pfevtou^-y 


bioon 
|Mor;*py  m r 


Says  this  2-year  study  by  Finnerty. 


Just  one  tablet  with  breakfast.  Sounds  ideal! 


Certainly.  Regroton  has  outperforj 
other  combinations. 


What’s  the  dosage? 


“the  ideal  trealn 
for  most  patien 
with  moderatel 
severe  hyperte 


That’s  what  they  say. 


Composition:  Each  tablet  contains  chlorthalidone, 
50  mg.,  and  reserpine,  0.25  mg. 

Contraindications:  History  of  mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal 
or  hepatic  diseases. 

Warning:  Discontinue  2 weeks  before  general 
anesthesia.  1 week  before  electroshock  therapy, 
and  it  depression  or  peptic  ulcer  occurs. 
Precautions:  Reduce  dosage  of  concomitant  anti- 
hypertensive agents  by  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  cirrhosis  or 

Regroton' 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 

“the  ideal  treatment  for 
most  patients  with  moderately 
severe  hypertension’’* 


Avaifabiiity:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  brea  u 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  i 
reserpine  in  moderately  severe  and  severe  x 
tension:  A two  year  study.  Presented  at  the  r 
Inter-American  Congress  of  Cardiology,  Me  1 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  p| 

Ardsley,  New  York  RE-3268  “ 

Geigy 


Of  1,021  children  with 
various  confirmed  infections... 
950  or  93.0%  were  treated 
successfully  with  Signemycin^ 


Note: 

The  effectiveness  of 
Signemycin  was  demon- 
strated by  Chattas  and  his 
co-workers*  who  adminis- 
tered Signemycin  to  30 
children  with  serious 
staphylococcal  infections 
resistant  to  commonly 
used  antibiotics.  Only  one 
failed  to  respond.  In  each 
case  the  use  of  this  drug 
was  indicated  by  antibio- 
gram. Those  children 
treated  with  a nonselected 
antibiotic— for  comparative 
purposes— took  three 
times  longer  to  recover. 

Chattas.  A et  al.;  Antibiot. 
Med.  7:300,  May,  1960. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin® 

Eye,  ear,  nose,  throat  infections 

368 

343 

Respiratory  infections 

369 

346 

Gastrointestinal  infections 

42 

30 

Skin  and  soft-tissue  infections 

38 

37 

Deep-seated  or  generalized  infections 

47 

44 

Various  conditions 

157 

150 

Totals 

1,021 

950  (93.0%) 

consistently  effective. ..often  when  others  fail 


Signemycin 


tetracycline  HCI,  167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Signemycin  is  also  available  as  half-strength  Capsules, 
preconstituted  raspberry-flavored  Syrup  and  Pediatric  Drops 


capsules  (250  mg.) 


Brief  Summary  and  Bibliography  follow. 
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well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomyci n,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomyci n). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin® 


Note: 

The  high  rate  of  response 

Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin® 

to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 

Ear,  nose  and  throat  infections 

507 

465 

many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 

Respiratory  infections 

1,028 

954 

infections  had  proved 

resistant  to  other  agents, 
and  many  who  had  been 

Gastrointestinal  infections 

425 

387 

treatment  failures  on 

other  therapy.l-87 
In  addition  the  following 

Genitourinary  infections 

748 

684 

criteria  were  used  for 

the  cases  cited:  (1)  only 
published  results  were 

Skin  and  soft-tissue  infections 

1,088 

1,036 

used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 

Bone  and  joint  infections 

71 

64 

ings  (3)  patients  were 
cured,  not  "improved” 

(4)  dosage  conformed  with 

Deep-seated  or  generalized  infections 

257 

251 

current  recommends- 

tions  in  the  United  States 
(5)  no  other  anti-infective 

Obstetrical  & gynecological  infections 

341 

320 

agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 

Miscellaneous  conditions 

592 

570 

eluded  in  these  tabulations. 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

tetracycline  HCl,  167  mg.; oleandomycin  PSnSUlGS  (250  ITIQ  ) 

as  triacetyloleandomycin,  83  mg.  r \ 3’/ 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 
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Your  patients  will  say 
“The  Pain  Is  Gone” 
when  you  prescribe 

^EMPIRIN’ COMPOUND 
with  CODEINE  gr.l/2 


Wm 
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‘EMPIRIN’  COMPOUND  with  CODEINE  gr.l/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe,  N.Y. 
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=OR  YOUR 
ELDERLY 
\RTHRITIC 
’ATIENTS... 


r ' 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance. . .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects;  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC,,  RICHMOND  20,  VIRGINIA 


because  food  is  a factor 

in  oral  penicillin  therapy, . . 


This  is  the  breakfast  used  lr>  the  Griffith  and  Black  study  reported  here. 


consider  v-ciLLiN  r 

POTASSIUM  PHENOXYMETHYL  PENICILLIN 


Acid-stable  V-Cillin  K is  much  less  affected  by  gastric  acids  than  is  oral  penicillin  G. 
In  fact,  comparative  data  show  that  V-Cillin  K given  with  meals  produces  blood 
levels  twice  as  high  with  just  halj  the  dose.  Such  pharmacologic  characteristics 
provide  your  patients  consistently  dependable  therapy.  In  addition,  significant  econ- 
omy is  achieved,  since  three  to  four  times  as  much  oral  penicillin  G is  required  to 
assure  equivalent  antibacterial  activity. ‘ 


I.  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Then  Res.,  d.253,  1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci. 

Precautions:  Although  sensitivity  reactions  are 
much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  admin- 
istered to  patients  with  a history  of  allergy  to 


penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during 
treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  tea- 
spoonful, in  40,  80,  and  i5o-cc.-size  packages. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Symposium  on  Mental  Retardation 

Psychological  Evaluation  in  Mental  Retardation 


Mary  I.  Duwall,  Ph.D. 


The  criteria  which  are  to  be  utilized  in 
making  the  diagnosis  of  mental  retardation 
are  still  in  the  process  of  being  defined  in 
the  United  States.  Certainly,  there  are  cri- 
teria which  are  agreed  upon  in  medicine,  in 
psychology,  and  in  education,  but  there  is 
much  work  to  be  done  and  much  knowledge 
to  be  attained  before  we  achieve  clearly- 
defined  criteria  which  will  be  accepted  by  all 
professional  groups  working  in  the  area  of 
mental  retardation.  With  a high  degree  of 
confidence,  we  can  say  that  a severely  intel- 
lectually limited  individual  is  mentally  re- 
tarded and  perhaps  even  give  a clear-cut 
reason  for  his  retardation.  However,  as  we 
move  away  from  the  severely  mentally  re- 
tarded group  and  move  towards  the  group 
which  is  endowed  with  average  intellectual 
ability  our  diagnostic  problems  increase  in 
complexity.  The  differences  in  behavior  de- 
crease and  the  information  needed  for  diag- 
nosis increases.  Often  the  skills  of  various 
disciplines  are  called  upon  and  prolonged 


study  may  be  indicated  before  a definite 
diagnosis  can  be  made. 

If  you  have  followed  the  development  of 
the  field  of  mental  retardation,  I feel  sure 
that  you  are  aware  of  how  we  skillfully  side- 
stepped the  problem  of  our  limited  knowl- 
edge concerning  mental  deficiency.  Since  the 
term  mental  deficiency  implied  an  essentially 
incurable  condition  due  to  arrested  mental 
development  which  was  of  constitutional 
origin,  we  avoided  committing  ourselves  to 
this  poor  prognosis  and  began  to  talk  about 
mental  retardation.  We  moved  away  from 
labels  such  as  moron,  imbecile,  and  idiot  and 
began  to  classify  the  mentally  retarded  ac- 
cording to  their  probable  potentiality  for 
learning.  Actually,  I highly  approve  of  a 
more  positive  trend  in  labels  and  attitudes 
but  we  should  face  the  fact  that  new  labels 
failed  to  define  the  problem  more  adequately. 
Oh,  we  avoided  making  some  mistakes,  but  at 
the  same  time  we  also  offered  false  hope  in 
some  cases. 


PSYCHOLOGICAL  EVALUATION  IN  MENTAL  RETARDATION 


Apparently,  the  Russians  have  used  even 
more  finesse  when  confronted  with  the  prob- 
lem of  mental  retardation.  The  concept  is 
just  not  accepted.  The  problem  is  an  educa- 
tional one  and  unfortunately  traditional  edu- 
cational methods  are  just  not  suited  to  all 
Russian  children.  Therefore,  ways  must  be 
found  to  develop  the  potentialities  of  these 
children  who  learn  in  a different  manner. 
Since  each  Russian  citizen  finds  fulfillment 
in  making  a contribution  to  the  State,  the 
State  has  the  responsibility  of  developing 
ways  which  will  enable  each  individual  to 
make  worthy  contributions  which  will  give 
him  feelings  of  worth  and  satisfaction. 

Of  course,  I have  given  you  an  over- 
simplified, capitalistic  interpretation  of  the 
Russian  position  but  it  is  a reasonably  accu- 
rate one.  I assume  that  some  of  the  more 
severely  mentally  retarded  cases  are  classi- 
fied according  to  medical  diseases  and  the 
lack  of  intellectual  development  is  ignored. 

In  England,  a Mental  Deficiency  Act  was 
passed  in  1913  and  even  though  it  has  gone 
through  a series  of  revisions,  the  emphasis 
continues  to  be  on  social  competence.  The 
term  “feeble-minded”  is  applied  to  individ- 
uals we  have  in  the  past  called  morons  and 
now  refer  to  as  the  educable  mentally  re- 
tarded. Since  the  intelligence  quotient  is  of 
secondary  importance,  an  individual  with  an 
I.  Q.  of  90  would  be  called  “feeble-minded”  if 
he  failed  to  make  an  adequate  adjustment  in 
terms  of  being  responsible  for  his  behavior 
and  welfare  as  an  adult.  At  the  same  time,  an 
individual  with  an  intelligence  quotient  con- 
siderably below  70  might  not  be  considered 
mentally  defective  if  he  were  able  to  main- 
tain himself  socially  and  financially. 

The  strong  emphasis  on  intelligence  test 
scores  is  an  American  phenomenon.  Unfor- 
tunately, they  are  sometimes  used  to  make 
important  decisions  even  though  they  are 
poorly  understood.  Recognition  of  the  fact 
that  a mental  age  score  or  an  intelligence 
quotient  is  arrived  at  by  inference  rather 
than  direct  measurement  should  encourage 
caution,  but  often  this  is  not  the  case.  Leaders 
in  the  field  of  mental  retardation  have  de- 


plored the  tendency  to  make  decisions  on  the 
basis  of  a test  score  alone,  but  the  practice 
continues.  In  our  educational  system,  a 2 
point  difference  in  intelligence  quotient  can 
determine  the  type  education  a mentally  re- 
tarded child  will  receive.  At  times,  eligibility 
for  institutional  care  may  be  determined  by  a 
difference  of  less  than  5 I.  Q.  points. 

Can  you  imagine  what  would  happen  if  a 
Russian,  an  English  and  an  American  group 
of  professional  people  met  to  discuss  mental 
retardation?  We  would  have  about  as  little 
agreement  on  who  should  be  labelled  re- 
tarded as  we  have  when  issues  are  discussed 
in  the  United  Nations  meetings.  However,  if 
one  is  merely  an  observer  of  the  discussion, 
he  can  accept  the  viewpoint  of  each  group. 
Then  he  can  go  a step  further  and  become 
concerned  with  causative  factors  of  mental 
retardation,  the  methods  of  determining 
these,  and  the  methods  of  preventing  retarda- 
tion. Actually,  this  approach  is  being  used  in 
most  countries  today,  even  though  we  find 
the  usual  cultural  lag  in  the  application  of 
available  knowledge. 

At  this  point,  I would  like  to  talk  about 
psychological  evaluation  of  the  mentally  re- 
tarded pre-school  child.  I have  chosen  this 
particular  group  of  children  because  I work 
with  them  and  because  they  contribute  a 
great  deal  in  discouraging  rigid  adherence  to 
a one-or-two  factor  approach  to  mental  re- 
tardation. Much  of  what  will  be  said  can  be 
applied  to  the  field  of  mental  retardation  in 
general  if  slight  modifications  are  made. 

Adequate  psychological  evaluation  of  a 
mentally  retarded  pre-school  child  should  in- 
clude an  assessment  of  intellectual,  social, 
and  emotional  development.  The  psychologist 
needs  to  have  an  acute  awareness  of  factors 
which  could  be  detrimental  to  learning  since 
the  assumption  is  made  that  the  child  failed 
to  learn  in  the  presence  of  adequate  oppor- 
tunities for  learning.  Physical  impairments, 
faulty  parent-child  interaction,  emotional 
disturbance,  emotional  deprivation,  and  cul- 
tural deprivation  are  considered  to  be  im- 
portant factors  which  may  have  a negative 
effect  on  learning.  If  any  or  a combination 
of  these  factors  are  present,  we  should  be 
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most  reluctant  to  accept  test  results  as  valid 
and  prognostic  of  future  intellectual  develop- 
ment. 

When  it  is  possible  to  do  so,  standardized 
tests  are  administered  to  evaluate  intelli- 
gence. These  tests  are  composed  of  struc- 
tured tasks  administered  in  a clearly  defined 
way  and  they  provide  a way  for  us  to  com- 
pare the  behavior  of  the  child  being  exam- 
ined with  that  which  is  expected  of  a child 
at  various  age  levels.  If  an  adequate  exami- 
nation has  been  carried  out,  a mental  age  or 
intelligence  quotient  is  obtained  by  summa- 
tion of  successful  performance  on  test  items 
at  various  age  levels.  The  test  is  discontinued 
when  all  test  items  are  failed  at  an  age  level. 

The  idea  of  adequate  testing  is  a good  one 
but  often  the  child  doesn’t  agree  with  this 
and  he  has  his  own  ideas  about  how  the 
time  should  be  spent.  Physical  impairments, 
hyperactivity,  distractibility,  severe  emo- 
tional disturbance,  severe  mental  retardation, 
and  lack  of  discipline  make  testing  impossible 
at  times.  Observation  of  behavior  is  used  in 
these  cases  and  judgements  are  made  on  this 
basis. 

Test  scores  are  a shorthand  way  of  trans- 
mitting information  but  they  become  quite 
confusing  when  they  are  interpreted  literally. 
The  explanation  of  the  performance  is  often 
more  important  than  the  score  and  this 
should  be  used  in  talking  to  the  parent.  If  a 
child’s  mental  age  is  reported  as  three  years, 
this  does  not  mean  that  he  does  nothing  more 
than  a three  year  old  child.  A six  year  old 
child  may  be  able  to  perform  successfully  on 
one  or  two  items  at  the  four  year  old  level 
or  even  the  four  year  six  months  old  level, 
but  the  overall  test  performance  may  reflect 
a mental  age  of  three  years.  Certainly,  a 
significant  lag  in  development  is  indicated 
and  the  results  are  suggestive  of  mental  re- 
tardation. However,  the  test  score  does  not 
state  in  any  way  that  the  six  year  old  child 
does  nothing  more  than  a three  year  old 
child.  Motor  development  is  at  a higher  level 
in  the  older  child  and  on  this  basis,  he  is 
capable  of  performing  tasks  which  the  three 
year  old  child  would  find  very  difficult  and 
even  impossible. 


Dr.  Edgar  Doll,  a psychologist  at  the  Vine- 
land  Training  School,  became  concerned  with 
the  inadequacy  of  the  mental  age  approach  in 
mental  retardation  and  he  developed  a scale 
for  measuring  social  competence.  The  Vine- 
land  Social  Maturity  Scale  was  developed  in 
the  early  1930’s  and  it  is  widely  used  because 
it  provides  a way  of  rating  the  child’s  daily 
behavior.  We  may  use  the  Vineland  Scale 
alone  when  other  testing  is  not  possible  but 
when  possible,  it  is  used  with  an  intelligence 
test  to  provide  a picture  of  how  well  the 
child  utilizes  his  abilities. 

I find  the  Vineland  Social  Maturity  Scale 
quite  useful  in  interviewing  parents.  The 
parent  is  encouraged  to  talk  about  the  child’s 
behavior  and  indirect  questions  are  asked. 
When  direct  questions  are  asked,  one  usually 
receives  an  exaggerated  picture  of  the  child’s 
capabilities.  The  thorough  review  of  the 
child’s  daily  behavior  frequently  provides  ad- 
ditional information  relating  to  parental  atti- 
tudes, a picture  of  what  efforts  are  being 
made  to  teach  the  child,  and  some  idea  of 
mistakes  which  are  being  made.  Sometimes, 
the  parent  is  rewarding  behavior  he  would 
like  to  eliminate  and  is  not  aware  of  this  self- 
defeating  pattern.  The  most  common  find- 
ings are  over-protective  parental  attitudes, 
inconsistency  in  parental  behavior,  and  a lack 
of  discipline.  These  factors  often  handicap 
the  child  and  we  find  that  he  is  not  using  the 
potentialities  he  possesses. 

Testing  and  observation  of  behavior  pro- 
vide only  part  of  the  information  needed  for 
an  adequate  psychological  evaluation  of  a 
mentally  retarded  child.  A developmental 
history  is  of  great  value.  The  physician  who 
has  followed  the  development  of  the  child 
can  provide  an  accurate  history  but  very  few 
parents  can  do  this.  Information  given  by 
parents  is  often  quite  distorted  and  this  adds 
confusion  to  a situation  where  test  results  are 
lacking  in  clarity.  If  I accepted  the  state- 
ments of  parents  without  reservations,  I 
would  be  forced  to  believe  that  many  of  the 
severely  retarded  children  developed  nor- 
mally until  it  was  time  for  them  to  walk  and 
talk,  and  that  most  physicians  believe  that  a 
child  outgrows  mental  retardation.  Unfor- 
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tunately,  the  parent  may  hear  only  what  he 
hopes  to  hear  and  remember  only  what  is 
reassuring  to  him. 

When  there  is  a possibility  that  emotional 
disturbance  may  be  responsible  for  the  be- 
havior which  is  suggestive  of  mental  re- 
tardation, an  adequate  medical  history  is  es- 
sential. A sudden  change  in  the  develop- 
mental pattern  of  a child  requires  intensive 
investigation  if  it  cannot  be  attributed  to 
physical  illness  or  impairment.  As  the 
American  public  becomes  more  sophisticated 
about  emotional  disturbance,  we  will  observe 
an  increasing  tendency  on  the  part  of  parents 
to  search  for  emotional  causes  for  the  child’s 
retardation,  and  we  can  expect  to  spend  more 
time  attempting  to  verify  information.  How- 
ever, the  behavior  of  the  parents  is  under- 
standable since  there  is  reluctance  to  abandon 
hope. 

When  a child’s  condition  is  a diagnostic 
problem,  the  psychologist  may  need  to  make 
repeated  observations  of  behavior  over  a 
period  of  time.  If  a child  is  so  undisciplined 
that  nobody  can  cope  with  him,  it  may  be 
necessary  to  delay  formal  testing  and  teach 
the  parents  how  to  cope  with  the  child’s  be- 
havior. If  physical  handicaps  are  noted,  the 
approach  may  be  to  have  these  investigated 
before  any  opinion  is  offered  about  the  child’s 
ability. 

In  the  evaluation  of  a mentally  retarded 
pre-school  child,  a multi-disciplinary  ap- 
proach is  essential.  Adequate  communication 
with  and  cooperation  between  the  various 
professions  involved  is  of  great  importance  if 
we  are  to  offer  adequate  services.  As  our 
knowledge  about  mental  retardation  in- 
creases, more  services  will  become  available 
and  there  will  be  an  increasing  need  to  under- 
stand what  role  other  individuals  have  with 
the  child  and  his  family. 


What  To  Do  With  Sample  Drugs 

Several  years  ago  when  the  newspapers 
and  magazines  were  full  of  news  about  pa- 
tients being  given  experimental  drugs  with- 
out their  knowledge,  I almost  discarded  all 
my  samples  after  several  patients  looked  at 
me  suspiciously  and  asked  what  they  were 


being  guinea  pigs  for.  . . Even  now  I hesitate 
to  give  samples  to  new  patients,  and  when 
I do,  I expressly  state,  “This  is  a free  sample 
of  a drug  I have  used  for  years  that  I happen 
to  have  in  the  office.” — Andrew  S.  Markovits, 
M.  D.,  in  Physician’s  Management,  4:  10, 
(Oct.)  1964. 


"Nothing  Must  Interfere  With 
Our  Research  Efforts" 

The  Food  and  Drug  Administration  has  a 
job  to  do  and  it  is  doing  it  well.  It  must  not 
compromise  on  safety  or  fraud.  But  it  must 
realistically  face  up  to  a greater  responsi- 
bility of  encouraging  potentially  new  useful 
compounds  with  the  same  intensity  it  would 
seek  to  discard  new  harmless  and  ineffective 
compounds.  Nothing  must  interfere  with  our 
research  efforts.  In  this  task  the  FDA  must 
call  upon  the  assistance  of  the  university 
scientist,  because  both  possess  common  long- 
term goals,  both  have  skills  to  share,  and  the 
talent  is  too  scarce  to  waste  and  the  problems 
are  too  important  to  work  apart.  I am  con- 
fident the  leadership  is  equal  to  the  task  and 
that  it  will  respond. — L.  T.  Coggeshall,  M.  D., 
in  Clinical  Research,  22;  3,  (Oct.)  1964. 


Drugs  And  The  Changing 
Causes  of  Death 

Man’s  progress  in  the  field  of  medicine  over 
the  last  half  century  has  been  phenomenal, 
and  the  pharmaceutical  industry  is  proud  of 
the  part  that  it  has  played.  It  is  only  neces- 
sary to  reflect  on  the  significant  changes  that 
have  come  about  in  the  relative  position  of 
the  leading  causes  of  death  at  the  beginning 
of  that  period.  Accidents  were  twenty-eighth 
on  the  list  of  causes  of  death  and  now  are 
fourth.  Accidents  today  constitute  the  lead- 
ing cause  of  death  among  children  five  to 
fifteen  years  of  age,  whereas  rheumatic  fever 
occupied  this  position  fifteen  or  twenty  years 
ago.  Tuberculosis,  once  “the  captain  of  the 
men  of  death,”  is  now  seventeenth  on  the  list 
and  will  go  lower. — Alfred  E.  Driscoll,  Presi- 
dent, Warner-Lambert  Pharmaceutical  Com- 
pany, in  New  England  Journal  of  Medicine, 
270:  6,  (Feb.  6,)  1964. 
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Report  Of  A Clinical  Evaluation 


Extended  Action  Quinidine  Sulfate 

F.  Bernard  Schultz,  M.  D.,  F.  A.  C.  C. 


As  early  as  1749,  Senac  reportedly  em- 
ployed cinchona  to  treat  palpitations.  Quini- 
dine, an  optical  isomer  of  quinine,  was  iso- 
lated and  given  its  present  name  by  Pasteur 
in  1853.  Little  was  heard  of  this  use  of  the 
cinchona  alkaloids  until  Wekebach  in  1914  re- 
ported on  the  use  of  quinine  in  the  treatment 
of  cardiac  arrhythmias.  Frey,  in  1918,  com- 
pared cinchona,  quinine,  and  quinidine  for 
the  treatment  of  arrhythmias  and  found 
quinidine  the  most  effective.  Early  enthusi- 
asm for  quinidine  was  soon  diminished  by 
reports  of  toxicity. 

Today,  we  find  ourselves  in  an  era  of  more 
enlightened  therapeutics,  and  quinidine,  de- 
spite occasional  reports  of  toxicity,  has  as- 
sumed its  place  as  a drug  of  choice  in  the 
management  of  many  auricular  and  ventric- 
ular arrhythmias. 

Since  the  most  frequently  used  salts  of 
quinidine  are  rapidly  absorbed  and  metab- 
olized, several  doses  a day  may  be  required 
to  maintain  suitable  blood  levels.  This  fact 
has  prompted  the  introduction  of  a number  of 
sustained  release  quinidine  preparations. 
Only  recently,  however,  has  quinidine  sul- 
fate, the  most  commonly  used  quinidine  salt, 
became  available  in  a sustained  release 
form.* 


Dr.  Schultz  is  a graduate  of  Georgetown  Uni- 
versity School  of  Medicine  and  is  a special  lec- 
turer in  the  School  of  Chemistry  at  Auburn  Uni- 
versity, Auburn,  Alabama.  He  is  Governor  of  the 
American  College  of  Cardiology  for  the  State  of 
Alabama,  member  of  the  medical  service,  Lee 
County  Hospital,  Opelika,  Alabama,  and  consult- 
ant in  cardio-vascular  diseases  for  the  Veterans 
Administration  hospital,  Tuskegee,  Alabama. 

*Quinidex  Extentabs®,  A.  H.  Robins  Company, 
Inc.,  Richmond,  Virginia. 


The  purpose  of  this  paper  is  to  report  the 
results  of  a clinical  assessment  of  Quinidex 
Extentabs®. 

MATERIAL  AND  METHODS 

Each  Quinidex  Extentab®  contains  300  mg 
(5  grains)  quinidine  sulfate,  USP.  Of  this 
amount,  100  mg  are  released  in  the  stomach 
and  are  available  for  immediate  absorption. 
The  remaining  200  mg  are  designed  for 
slower  release  as  the  tablet  moves  along  the 
intestinal  tract.  Thus,  the  quinidine  lost 
through  metabolism  and  excretion  is  replaced 
through  the  continuous  release  of  additional 
quinidine  sulfate  from  the  Extentab®. 

The  21  patients  treated  in  this  clinical  eval- 
uation were  selected  from  private  practice 
and  included  both  hospitalized  patients  and 
outpatients.  Although  the  ages  ranged  from 
20  to  87  years,  the  majority  were  in  the  fifth 
and  sixth  decades.  Twelve  were  males  and 
nine  were  females.  On  the  initial  examin- 
ation, auricular  fibrillation  was  diagnosed  in 
ten  cases.  Some  of  these  patients  also  had 
premature  ventricular  contractions  and  one 
had  auricular  flutter.  Paroxysmal  auricular 
tachycardia  was  diagnosed  in  six  cases  and 
miscellaneous  arrhythmias  in  three.  The 
drug  was  administered  prophylactically  in 
two  cases  of  acute  myocardial  infarction. 

The  usual  dose  for  patients  with  acute 
fibrillation  was  one  Extentab®  every  eight 
hours  followed  by  a reduction  to  one  Exten- 
tab® every  12  hours.  The  dosage  for  patients 
with  chronic  auricular  fibrillation  was  one 
Extentab®  every  12  hours.  Three  of  the  pa- 
tients with  auricular  fibrillation  had  been 
converted  to  normal  sinus  rhythm  with  quin- 
idine sulfate,  USP,  and  the  Extentabs®  were 
employed  for  maintenance  therapy.  Patients 
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who  were  in  acute  congestive  heart  failure 
and  had  not  been  digitalized,  were  digitalized 
over  a 48  hour  period  and  diuresis  was  en- 
hanced with  an  oral  diuretic.  Eight  patients 
received  digitalis  concurrently  with  Quinidex 
Extentabs®. 

Electrocardiograms  were  obtained  on  all 
patients  initially  and  were  repeated  at  in- 
tervals during  the  course  of  therapy.  Patients 
have  been  continued  on  the  drug  for  up  to 
21  weeks  and  at  this  writing,  15  are  continu- 
ing to  take  Quinidex  Extentabs®  with  satis- 
factory results. 

Since  quinidine  is  recognized  as  a potent 
drug  with  inherent  toxicity  as  well  as  inter- 
action with  other  drugs  administered  con- 
currently, such  as  digitalis,  each  patient  was 
carefully  observed  for  signs  of  toxicity  in- 
cluding allergy  or  idiosyncrasy,  febrile  re- 
actions, skin  eruptions,  and  cinchonism.  The 
electrocardiograms  were  examined  for  car- 
diotoxic  effects  such  as  ventricular  extra- 
systoles, an  increase  in  width  of  the  QRS 
complex,  complex  A-V  block  or  ventricular 
tachycardia. 

As  a further  evaluation  of  the  extended 
action  properties  of  Quinidex  Extentabs®, 
serum  quinidine  levels  were  measured  in 
eight  cases.  In  the  determination  of  our 
Serum  levels,  the  following  procedure  was 
followed.*  Quinidex  Extentab®  was  adminis- 
tered at  6:00  a.m.  and  blood  samples  were 
drawn  at  two  hour  intervals  beginning  at 
8:00  a.m.  through  4:00  p.m.  The  plasma  quini- 
dine levels  were  measured  fluorometrically, 
using  a chloroform  extraction  method.  The 
fluorescence  in  dilute  sulfuric  acid  was  meas- 
ured on  a Beckman  DK2  ratio  recording 
spectrophotometer  and  rechecked  on  a Beck- 
man DU  spectrophotometer.  Samples  were 
run  in  duplicate  and  the  average  taken. 

The  clinical  effects  of  quinidine  therapy 
were  rated  according  to  the  following 
criteria; 


*The  plasma  quinidine  levels  were  done  by  Mr. 
W.  B.  Wheatley,  Chief  of  the  Lee  County  Hospital 
Laboratory. 


TABLE  1. 

CLINICAL  RESPONSE  TO 
QUINIDEX  EXTENTABS® 


Therapeutic  Response 


Indication 

Pts. 

Exc. 

Good 

Fair 

None 

Auricular 

fibrillation 

10 

7 

2 

1 

Auricular 

tachycardia 

6 

6 

Miscellaneous 

3 

2 

1 

Prophylactically 
after  myocardial 
infarction 

2 

1 

1 

TOTAL 

21 

16 

3 

1 

1 

Excellent — conversion  to  normal  sinus 
rhythm  with  no  side  effects. 

Good — maintenance  of  normal  cardiac 
rhythm  with  only  occasional  aberrations  and 
no  clinical  side  effects. 

Fair — slight  clinical  or  electrocardio- 
graphic evidence  of  improvement. 

None — no  apparent  benefit  from  drug. 

RESULTS 

Therapeutic  response.  The  clinical  response 
to  Quinidex  Extentabs®  is  summarized  in 
Table  1.  Over-all,  there  were  19  excellent  or 
good  responses,  one  fair  response  and  one 
therapeutic  failure.  Of  particular  interest  are 
the  excellent  results  obtained  in  patients 
with  auricular  fibrillation,  three  of  whom 
were  on  quinidine  sulfate,  USP,  prior  to  the 
study  and  were  switched  to  Quinidex  Exten- 
tabs® for  continued  therapy.  Five  of  the  10 
patients  were  started  on  Quinidex  Extentabs® 
at  a dosage  of  one  Extentab®  q.  8 h.  followed 
by  maintenance  doses  of  one  Extentab®  q.  12 
h.,  and  the  other  five  patients  were  started  on 
a dose  of  one  Extentab®  q.  12  h. 

Serum  quinidine  levels,  measured  in  eight 
cases  showed  some  variation  from  patient 
to  patient.  However,  levels  were  adequate 
in  these  cases  to  produce  the  desired  clinical 
response  on  dosage  of  one  Quinidex  Ex- 
tentab® b.  i.  d.  or  t.  i.  d. 

Figure  1 shows  a portion  of  pre-drug 
electrocardiograms  and  those  taken  24  hours 
after  initiation  of  Quinidex  Extentab®  ther- 
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Figure  1 — Patient  No.  3 Before 

Electrocardiograms,  pre-drug  and  24  hours  post-drug,  on  two  patients  (No.  3 and  No.  6)  with  auric 
ular  fibrillation.  In  both  cases  conversion  to  NSR  occurred  within  24  hours  without  side  effects. 


apy  in  two  patients  (No.  3 and  No.  6)  with 
auricular  fibrillation.  Patient  No.  3 was  given 
one  Extentab®  q.  8 h.  while  patient  No.  6 
was  given  one  Extentab®  q.  12  h.  Serum  quini- 
dine  levels  on  both  these  patients  were  com- 
patible with  the  excellent  clinical  response 
observed.  Both  patients  were  also  on  digi- 
talis, and  normal  sinus  rhythm  has  since 
been  maintained  with  a dosage  of  one  Quini- 
dex  Extentab®  b.  i.  d. 

The  one  patient  who  was  noted  to  have 
had  no  response  to  treatment  with  Quinidex 
Extentabs®  had  a history  of  auricular  fibrilla- 
tion and  had  a bigeminal  rhythm  when 
started  on  the  medication.  The  response  was 
graded  on  the  lack  of  both  electrocardio- 
graphic and  clinical  improvement  one  week 
later.  He  was,  however,  continued  on  Quini- 
dex Extentabs®  and  when  seen  one  month 


later,  he  was  improved  both  clinically  and 
by  electrocardiogram. 

Side  Effects.  One  patient  complained  of  gas- 
tric distress  on  a dose  of  one  Extentab®  three 
times  a day  with  meals.  When  the  dose  was 
reduced  to  one  Extentab®  b.  i.  d.,  the  nausea 
disappeared.  Another  patient  who  had  com- 
plained of  considerable  gastric  distress  while 
taking  quinidine  sulfate,  USP,  tolerated 
Quinidex  Extentabs®  without  any  untoward 
effects. 

Three  patients  died  during  the  course  of 
the  study.  Two  were  patients  who  had  been 
given  Quinidex  Extentabs®  prophylactically 
after  an  acute  myocardial  infarction.  The 
other  was  a 68  year  old  woman  who  was  ad- 
mitted with  acute  congestive  heart  failure 
and  auricular  fibrillation.  This  patient  died 
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Figure  1 — Patient  No.  3 After 
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Figure  1 — Patient  No.  6 Before 


on  the  sixth  hospital  day  after  showing  fair 
response  to  the  medication. 

DISCUSSION 

In  general,  the  results  obtained  with  Quini- 
dex  Extentabs®  were  favorable  as  determined 
by  clinical  response  and,  in  most  cases,  by 
favorable  change  in  the  electrocardiogram. 
Although  clinical  response  is  obviously  im- 
portant, it  does  not  always  reflect  the  true 
physiological  status.  Patients  (with  prema- 
ture beats  and  auricular  fibrillation)  may  ap- 
pear well  clinically,  and  continue  to  live  and 
function  for  years;  however,  the  continued 
strain  on  the  heart  muscle  will  eventually 
lead  to  fatigue  and  decompensation. 

In  the  six  cases,  the  patients  were  on  quini- 
dine  sulfate,  USP,  at  the  beginning  of  the 
study  and  were  changed  to  Quinidex  Exten- 


tabs® for  maintenance  therapy.  These  patients 
continued  to  have  satisfactory  clinical  re- 
sponse. Patients,  in  whom  Quinidex  Exten- 
tabs® were  used  for  conversion  of  an  arrhyth- 
mia, likewise  showed  satisfactory  results  for 
the  most  part.  One  patient  who  had  previ- 
ously received  quinidine  sulfate,  USP,  and 
complained  of  colic  and  diarrhea  was 
switched  to  Quinidex  Extentabs®,  one  b.  i.  d. 
This  patient  maintained  a normal  sinus 
rhythm  for  about  one  month,  at  which  time 
he  reverted  briefly  to  his  previous  abnormal 
rhythm.  He  was  continued  on  Quinidex  Ex- 
tentabs® and  when  seen  two  weeks  later,  had 
a normal  sinus  rhythm  which  has  now  been 
maintained  for  over  three  months  without 
signs  of  toxicity  or  side  effects. 

Since  the  effect  of  edema  and  azotemia 
may  be  of  significance  when  considering 
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quinidine  therapy,  the  following  case  may 
be  of  interest: 

The  patient  was  a 51  year  old  male  ad- 
mitted to  the  hospital  with  auricular  fibril- 
lation and  acute  congestive  heart  failure. 
The  patient  had  marked  generalized  edema 
and  azotemia  (BUN  86,  104,  84).  He  was 
digitalized,  treated  with  a mercurial,  and 
then  placed  on  an  oral  diuretic  for  con- 
tinued control.  Quinidex  Extentabs®  were 
administered  in  a dose  of  one  q.  8 h.  Nor- 
mal sinus  rhythm  was  restored  within  24 
hours.  Serum  quinidine  levels  on  this  pa- 
tient were  somewhat  lower  than  the  aver- 
age observed  in  other  patients,  but  indi- 
cated that  quinidine  excretion  can  be  sat- 
isfactory even  in  the  presence  of  impaired 
renal  function.  This  patient  continued  to 
take  Quinidex  Extentabs®  as  an  outpatient 
for  several  weeks,  and  repeat  electrocardio- 
grams during  this  period  showed  normal 
sinus  rhythm  with  occasional  premature 
ventricular  contractions. 

The  presence  of  bundle  branch  block  is 
considered  by  some  a contraindication  to  the 
use  of  quinidine.  Goldman, ^ however,  in 
1950  reported  the  successful  conversion  of 
auricular  fibrillation  to  sinus  rhythm  in 
seven  of  nine  patients  with  bundle  branch 
block  or  intra-ventricular  block.  Four  pa- 
tients in  the  present  series  with  aberrant 
cardiac  rhythms  and  bundle  branch  block 
were  converted  to  normal  sinus  rhythm  with- 
out ill  effects.  The  dosage  administered  at 
the  time  of  conversion  was  one  Extentab® 
q.  8 h. 

Two  patients  were  admitted  to  the  hospital 
with  acute  myocardial  infarction  without  evi- 
dence of  shock,  bundle  branch  block,  A-V 
block,  or  aberrant  cardiac  rhythm.  Among 
ominous  complications  of  acute  myocardial 
infarction  is  the  development  of  cardiac  ar- 
rhythmias such  as  sinus  bradycardia,  pre- 
mature beats,  auricular  fibrillation,  auricular 
or  nodal  tachycardia,  or  ventricular  tachy- 
cardia. After  a few  days  of  hospitalization 
one  of  these  patients  began  to  complain  that 
his  “heart  pounded”  intermittently.  Normal 
sinus  rhythm  was  maintained  under  Quini- 
dex Extentabs®  therapy,  but  he  later  suffered 


an  extension  of  his  infarction  and  expired. 
Another  patient  with  acute  myocardial  in- 
farction was  also  converted  from  auricular 
tachycardia  to  normal  sinus  rhythm  with 
Quinidex  Extentabs®,  but  died  the  next  day. 
At  autopsy  this  patient  was  found  to  have 
cancer  of  the  gall  bladder  with  metastases  to 
the  liver  and  lungs  and  evidence  of  a recent 
posterior  infarction.  In  spite  of  the  fatal  out- 
come in  these  two  cases  of  myocardial  infarc- 
tion, Quinidex®  administration  was  consid- 
ered to  be  a rational  prophylactic  measure. 

The  development  of  cinchonism  is  not  usu- 
ally sufficient  reason  to  terminate  quinidine 
therapy.  Mild  gastrointestinal  symptoms  can 
usually  be  minimized  if  the  patient  takes 
the  drug  with  food.  During  early  treatment, 
one  patient  developed  nausea  and  vomiting 
while  taking  quinidine  sulfate  USP.  When 
this  patient  was  switched  to  Quinidex  Ex- 
tentabs® no  further  GI  symptoms  were  en- 
countered. 

Although  digitalis  slows  the  ventricular 
rate  in  auricular  fibrillation,  it  does  not 
necessarily  restore  normal  sinus  rhythm. 
Therefore,  quinidine  may  be  used  to  attempt 
conversion  while  digitalization  is  being  main- 
tained.- This  regimen  was  employed  in  treat- 
ing several  patients  in  this  series  with  satis- 
factory results. 

SUMMARY 

Twenty-one  patients  were  treated  with 
Quinidex  Extentabs®  over  a period  of  one  to 
four  months  for  cardiac  arrhythmias  asso- 
ciated with  hypertensive  heart  disease,  acute 
congestive  heart  failure,  rheumatic  heart 
disease,  and  myocardial  infarction.  The 
therapeutic  response  was  regarded  as  excel- 
lent in  16,  good  in  three,  fair  in  one,  and 
negative  in  one. 

The  sustained  release  dosage  form  of  quin- 
idine, Quinidex  Extentabs®,  is  a satisfactory 
and  convenient  method  of  administering 
quinidine  sulfate. 
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Yesterday -Today  - Tomorrow 


Public  Health  In  Alabama 


Sidney  J.  Williams,  M.  D.,  M.  P.  H. 


Nearly  a century  ago  that  great  British 
Statesman,  Disraeli,  said,  “The  Public  Health 
is  the  foundation  upon  which  rests  the  happi- 
ness of  the  people  and  the  welfare  of  the 
nation.  The  care  of  the  Public  Health  is  the 
first  duty  of  the  statesman.” 

Dr.  C.  E.  A.  Winslow  around  1920  defined 
Public  Health  as  “The  Art  and  Science  of 
preventing  disease,  prolonging  life,  and  pro- 
moting physical  health  and  efficiency 
through  organized  community  effort.” 

In  discussing  the  past  history  of  public 
health  in  Alabama  there  is  of  course  the 
temptation  to  review  the  efforts  of  early 
pioneers.  I shall,  however,  confine  my  re- 
marks to  the  more  recent  past  and  present 
the  following  as  indicative  of  the  era: 

On  the  fifth  day  of  July,  1904,  that  dis- 
tinguished Alabamian,  General  William 
Crawford  Gorgas  sailed  from  New  York  City 
with  a handful  of  medical  pioneers  bound  for 
Panama.  Included  in  this  group  was  a Vir- 
ginian, later  to  become  president  of  this  Asso- 
ciation and  to  be  an  equally  distinguished 
Alabamian,  Dr.  Lloyd  Noland,  then  only  24 
years  old.  The  story  of  Dr.  Noland’s  part  in 
cleaning  up  the  Canal  Zone  and  making  pos- 
sible the  building  of  the  Canal  is  an  intrigu- 
ing one,  but  on  which  time  does  not  permit 
me  to  dwell. 

In  1912  George  Gordon  Crawford,  presi- 
dent of  the  Tennessee  Coal,  Iron  and  Rail- 


road Company  of  Birmingham,  took  a trip 
to  Panama  supposedly  for  a vacation.  Actual- 
ly it  was  more  than  a vacation.  It  was  a 
search  for  the  solution  to  a problem. 

President  Crawford’s  Tennessee  Company 
had  not  been  well,  financially  or  physically. 
Crawford  understood  this  financial  sickness. 
The  greatest  cause  was  the  nearly  400  per 
cent  turnover  in  the  labor  force,  a problem 
which  in  1912  often  seemed  insuperable. 

Mr.  Crawford  sought  out  Dr.  Noland  and 
told  him  of  the  problem  in  the  Tennessee 
Company’s  area.  After  a week  of  conferences 
between  the  two,  Mr.  Crawford  asked  Dr. 
Noland  to  take  over  the  job  of  cleaning  up 
the  Tennessee  Company’s  very  dirty  back 
yard. 

Dr.  Noland  agreed  to  go  to  Birmingham 
and  look  the  situation  over.  So  in  January 
of  1913  Mr.  Frank  W.  Crockard,  the  com- 
pany’s vice-president  took  him  around  to  see 
the  mine  and  plant  communities.  Twenty  of 
these  villages  were  owned  outright  by  the 
company  (most  of  them  being  within  a 15  or 
20  mile  radius  of  the  home  office  in  Birming- 
ham). Conditions  everywhere  were  just  as 
bad  as  Mr.  Crawford  had  reported.  Dr. 
Noland  found  that  the  water  supply  in  the 
villages  was  so  polluted  that  in  most  in- 
stances it  had  to  be  condemned.  Disease  was 
rampant.  Typhoid  epidemics  were  constant 
occurrences.  Smallpox  was  as  common  as 
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bad  colds.  Hookworm,  dysentery,  and  en- 
teritis were  almost  the  rule. 

In  the  mining  towns  there  was  no  sanitary 
disposition  of  human  waste.  Mule  dung  was 
piled  high  in  every  mining  village,  attracting 
great  hoards  of  flies.  Stagnant  water  pools 
served  as  constant  breeding  places  for  mos- 
quitoes. The  air  was  alive  with  disease. 

Dr.  Noland  found  that  in  many  cases  con- 
ditions were  almost  as  bad  as  they  were  in 
Panama.  Certain  of  the  little  local  emer- 
gency hospitals  were  well  kept  up,  but  many 
of  them  were  both  filthy  and  inefficient. 
Insanitary  living  conditions  and  inefficient 
medical  care  were  therefore  responsible  for 
an  increasingly  vicious  cycle  of  disease. 
When  the  workers — constantly  exposed  to 
disease — became  sick,  they  were  not  given 
proper  attention,  but  instead  became  carriers 
for  a more  rapid  spread  of  the  same  disease. 
The  result  was  that  in  1912  the  average 
laborer’s  attendance  at  work  was  only  about 
12  days  a month. 

After  his  survey  of  the  situation.  Dr. 
Noland  presented  his  plan  for  a health  de- 
partment, including  a “doctor’s  dream”  hos- 
pital for  the  employees.  Mr.  Crawford 
pledged  full  support.  With  co-operation  from 
the  company  assured.  Dr.  Noland  sought  an 
understanding  with  organized  medicine.  He 
arranged  a meeting  with  Alabama’s  Board  of 
Censors,  which  in  1913  was  under  the  chair- 
manship of  Dr.  W.  H.  Sanders.  At  the  meet- 
ing of  this  body  Dr.  Noland  outlined  his 
plans  which  were  ambitious  and  daring.  Dr. 
Noland  stated  that  he  expected  to  work  day 
and  night  himself — and  to  spend  three- 
quarters  of  a million  dollars  in  the  first  year 
alone  to  make  his  plan  work. 

The  three-quarters  of  a million  figure 
shocked  the  Board  considerably.  Up  until 
that  time  the  entire  amount  spent  on  public 
health  for  the  entire  State  of  Alabama  was 
only  $25,000  per  year.  But,  the  Censors 
promised  Dr.  Noland  the  undivided  support 
of  Alabama  medicine. 

I shall  not  go  into  any  details  as  to  Dr. 
Noland’s  monumental  success  in  organizing 
and  directing  the  company’s  health  depart- 
ment and  the  resultant  dramatic  and  endur- 


ing enhancement  of  the  state  of  health  of  the 
people.  These  facts  are  well  known  to  all. 

The  most  important  aspects  of  our  public 
health  program  today  are  still  centered 
around  communicable  disease  control 
through  immunization  and  sanitation  along 
with  case  finding  and  treatment  of  tubercu- 
losis and  venereal  diseases  and  finding  and 
treating  cancer.  We  also  have  our  maternal 
and  child  health  program.  To  these  have 
been  added  activities  in  the  field  of  geriatrics 
with  nursing  of  the  chronically  ill  at  home 
by  the  public  health  nurse  a specific  measure. 
Efforts  in  the  field  of  mental  health  have 
been  accelerated.  Both  the  public  health  and 
economic  aspects  of  the  so-called  population 
explosion  have  led  us  into  a more  intensified 
planned  parenthood  program.  I find  myself 
engaged  in  such  a program  which  we  hope 
will  result  in  motivating  those  who  should 
avail  themselves  of  measures  offered  for 
child  spacing  to  do  so.  The  disgusting  and 
alarming  increase  in  illegitimacy  in  the  negro 
with  attendant  public  health,  social,  and 
economic  problems  should  be  studied  at 
length. 

We  find  ourselves  also  engaged  in  studies 
dealing  with  air  pollution,  with  radioactive 
fallout,  and  other  facets  of  radiological 
hazards.  Accident  prevention  programs  are 
in  effect  in  some  counties.  At  the  state  level 
there  are,  of  course,  other  activities  such  as 
anti-stream  pollution  measures,  medical  care 
programs,  hospital  planning,  and  inspection 
services,  and  sanitation  of  shellfish  and  other 
control  activities. 

Now,  what  about  the  future?  The  activities 
just  mentioned  will  certainly  be  expanded. 
We  have  the  Sabin  oral  vaccine  and  we  have 
reason  to  expect  polyvalent  immunizing 
agents,  oral  as  well  as  injectable,  to  protect 
against  the  adeno-virus  diseases.  Stronger 
stream  and  air  pollution  controls  are  essen- 
tial. Population  control  and  the  illegitimacy 
problems  have  been  referred  to. 

We  can  expect  good  preventive  measures 
to  forestall  crippling  effects  of  such  condi- 
tions as  pulmonary  emphysema  and  other 
respiratory  diseases.  Papanicolaou  has 
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shown  us  the  way  to  early  detection  of  can- 
cer of  the  cervix.  His  technique  is  employed 
now  in  our  maternity  clinics.  It  is  not  un- 
reasonable to  hope  for  practical  elimination 
of  this  form  of  cancer  as  a killer.  Even  be- 
fore we  have  more  knowledge  of  the  causes 
of  cancer,  we  can  expect  further  improve- 
ments in  early  detection  and  treatment  to 
lower  the  death  rates.  But  preventable 
disease  measures,  especially  communicable 
disease  control,  will  be  our  chief  concern  for 
as  far  ahead  as  I can  see. 

The  fire  prevention  people  tell  us  that  it 
takes  three  things  to  make  a fire:  fuel,  air, 
and  heat.  Likewise,  it  takes  three  things  to 
make  an  epidemic:  people,  lack  of  control 
measures,  and  the  germ. 

There  are  three  broad  approaches  to  con- 
trolling communicable  diseases  in  our  world 
today.  The  first  is  immunization  (and  the 
list  of  diseases  which  we  in  our  country  pri- 
marily control  through  immunization  is  of 
course  well  known  to  all  of  us).  The  second 
main  approach  is  sanitation,  a rather  broad 
field  covering  two  main  types  of  sanitation. 
One  kind  is  the  sanitation  of  that  which  goes 
into  the  mouth  and  the  proper  disposal  of 
that  which  comes  out,  and  includes  sanitation 
of  water,  sewage  and  food,  and  proper  dis- 
posal of  body  waste.  The  other  method  of 
sanitation  is  to  control  or  eliminate  those 
vectors  of  disease  such  as  insects  and  rodents 
which  are  capable  of  spreading  disease  from 
animal  or  human  reservoirs.  A third  cate- 
gory of  the  approach  to  communicable 
disease  is  by  use  of  chemotherapeutic  and 
antibiotic  agents.  This  applies  to  only  a 
limited  number  of  the  communicable  diseases 
as  primary  health  means  of  control,  but 
nevertheless,  is  important.  (In  these  diseases, 
you  have  to  find  the  ill  person  and  then 
treat  him  to  render  him  unable  to  give  the 
infection  to  others.) 

Now,  we  have  a good  tool  in  all  three  of 
these  fields;  we  have  good  knowledge  of  sani- 
tation. We  have  good  immunizations  and 
we  have  reasonably  good  antibiotics,  and  yet, 
these  diseases  are  still  with  us.  To  document 
this,  let  us  examine  some  statistics  at  the 
national  level  for  the  year  1961  because  it  is 


the  last  year  we  have  been  able  to  get  com- 
plete statistics  for  both  cases  and  deaths.  I 
am  using  National  instead  of  State  figures 
because  I think  they  are  more  meaningful  in 
the  long  run.  Diphtheria:  over  600  cases  with 
68  deaths.  Whooping  cough:  over  11,000 
cases  with  76  deaths.  Tetanus:  379  cases  with 
242  deaths.  If  anyone  thinks  that  tetanus  is 
not  a threat,  look  at  the  death  rate  for  that 
year — 64  per  cent.  Poliomyelitis:  last  year 
over  1,300  cases  with  90  deaths.  This  was 
considerably  reduced  last  year  by  the  oral 
polio  vaccine. 

Let’s  take  the  field  of  diseases  of  sanitation. 
Over  8,000  cases  of  Salmonella  infection  were 
reported  in  this  country  in  1961  with  64 
deaths,  and  we  know  that  this  is  a rather 
poorly  recognized  and  reported  disease,  and 
there  were  probably  several  times  this  in 
actual  numbers.  Typhoid  fever:  814  cases 

with  17  deaths.  Many  people  think  that  there 
is  no  longer  any  typhoid  fever  in  this  coun- 
try, but  they  are  grossly  mistaken.  Shigella 
infections:  over  12,000  cases.  Infectious  Hep- 
atitis that  year,  over  72,000  reported  infec- 
tions (and  probably  several  times  this  un- 
reported) with  almost  1,000  deaths. 

We  thought  that  when  penicillin  came  out 
that  the  venereal  diseases  were  licked.  Yet 
in  1961  there  were  in  the  United  States  over 
20,000  cases  of  infectious  syphilis  and  an 
equal  number  of  early  latent;  we  had  a quar- 
ter million  cases  of  gonorrhea  reported, 
which  means  that  actually  there  were  about 
a million  cases.  There  is  much  concern  in 
that  about  one  half  of  the  reported  venereal 
disease  cases  are  in  teenagers.  Instead  of 
being  licked,  it  appears  that  the  trend  is 
going  against  us. 

Take  tuberculosis.  The  trend  is  going 
against  us.  In  1961  there  were  almost  50,000 
new  cases  in  the  nation  with  about  10,000 
deaths.  Last  year  for  the  first  time  after  fall- 
ing steadily  for  some  decades,  tuberculosis 
started  increasing.  Last  year  for  the  first 
year  in  a long  time  in  the  nation,  and  for  the 
second  straight  year  in  Alabama,  the  case 
rate  rose.  We  have  noted  with  alarm  the  in- 
creasing resistance  of  the  tubercle  bacillus  to 
our  antibiotic  and  chemotherapeutic  agents. 
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My  good  friend,  Dr.  Joe  Molner,  writing  in 
his  syndicated  column  quotes  from  a Michi- 
gan Tuberculosis  report:  “Dreams  of  conquest 
of  this  lumbering  giant  of  human  diseases 
(tuberculosis)  following  discovery  of  drugs 
in  the  early  fifties  are  dimming.  The  facts 
of  life  are  that  tuberculosis  is  here  to  stay  for 
a long  time.  Tuberculosis  has  settled  into  an 
obstinate  pattern  of  resistance  to  known 
methods  of  detection  and  treatment.” 

Dr.  Molner  estimates  that  there  were  be- 
tween 75,000  and  100,000  new  cases  in  the 
United  States  last  year. 

It  is  with  dismay  that  we  learn  that  the 
federal  budget  for  the  coming  fiscal  year 
calls  for  no  funds  whatsoever  for  tubercu- 
losis control.  If  this  budget  stands  as  is, 
Alabama  will  find  its  tuberculosis  funds  cut 
by  $70,000  effective  July  1 of  this  year. 

Now,  some  people  actually  feel  that  we 
are  losing  ground  in  other  of  these  diseases. 
Why  should  we  be  losing  ground?  Well,  in 
part,  because  we  do  not  have  enough  public 
health  workers.  I think  this  is  a very  real 
thing;  all  of  us  in  the  field  of  public  health 
feel  the  need  for  more  workers,  but  this  is 
not  all  of  the  explanation.  Part  of  the  prob- 
lem in  so  far  as  it  falls  upon  us  in  the  health 
field,  this  means  you  and  of  us,  falls  on  our 
attitude,  perspective  and  approach. 

Instead  of  using  and  causing  the  com- 
munity to  use  a real  preventive  approach  we 
too  frequently  have  used  a symptomatic  one 
— we  have  sprayed  mosquitoes  and  their 
breeding  places,  when  we  should  have  pre- 
vented the  places  in  the  first  place.  Children 
have  to  be  treated  for  diphtheria  or  even  die 
when  immunization  would  have  prevented 
the  disease.  It  is  a matter  of  fact  that  25  per 
cent  and  more  of  the  young  children  in  many 
parts  of  Alabama  have  not  been  given  even 
one  dose  of  an  immunizing  agent  against  any 
of  those  diseases  for  which  we  have  good 
immunizing  agents.  I could  go  on  and  on. 
We  know  that  one  third  of  the  people  in  the 
nation  live  in  slums.  These  slums  account  for 
50  per  cent  of  communicable  diseases,  55  per 
cent  of  the  juvenile  delinquency,  use  45  per 
cent  of  the  total  funds  spent  for  public  serv- 
ices, and  yet  pay  only  six  per  cent  of  total 


tax  revenues.  We  countenance  these  condi- 
tions, as  we  do  open  garbage  dumps,  instead 
of  preventing  them. 

We  are  witnessing  the  transition  from  a 
rural  to  an  urban  civilization  and  people  are 
living  closer  together  as  the  population  in- 
creases. Good  neighborhoods  become 
crowded  and  then  become  mediocre,  medi- 
ocre ones  go  down  and  finally  become  slums. 
People  are  mixing  more  and  more,  rural 
schools  are  consolidated,  people  are  traveling 
more  and  faster.  Thus  a disease  outbreak 
starting,  say  in  Asia,  can  be  introduced  into 
various  parts  of  this  country  simultaneously, 
and  in  a very  short  time  we  have  an  epi- 
demic, widespread,  on  our  hands.  Remem- 
ber the  Asian  Influenza  epidemic? 

We  know  that  we  are  in  the  yellow  fever 
receptive  area,  yet,  only  now  is  some  effort 
at  eradicating  the  Aedes  Egypti  mosquito  be-  * 
ginning  to  receive  some  serious  attention. 

In  South  America  last  year  I had  the  op- 
portunity to  discuss  some  problems  with  an 
Argentine  entomologist  who  was  surprised  to 
learn  that  we  have  the  Anopheles  mosquito 
still  with  us. 

Are  communicable  diseases  licked?  Hardly! 
Yet  some  people  seem  to  think  that  this  is 
true. 

I know  of  no  germ  that  has  ever  been 
identified  as  causing  a communicable  disease 
which  is  not  still  existent  somewhere  on  the 
face  of  this  earth,  with  the  possible  exception 
of  the  more  severe  form  of  yellow  fever. 
Plague  and  all  other  germs  are  somewhere 
causing  communicable  diseases,  and  it  will 
take  only  a breakdown  in  control  measures 
and  the  disease  will  be  back  with  us. 

Dr.  Edward  J.  Stieglitz  in  1945  said: 
“Health  is  not  an  inalienable  right.  It  is  a 
privilege.  Privileges  invariably  entail  equiv- 
alent responsibilities.  It  is  so  easy  to  accept 
privileges  that,  before  long,  mankind  takes 
them  for  granted  and  claims  them  for  in- 
herent rights.  Nature  grants  few  rights,  pre- 
ferring to  demand  that  privileges  be  earned. 
Health,  like  freedom  and  peace,  continues 
only  as  we  exert  ourselves  wisely  to  main- 
tain it.” 
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A sufficient  time  has  elapsed  to  permit  a 
preliminary  analysis  of  the  role  played  by 
ALAPAC  in  the  recent  Congressional  elec- 
tions. The  final  record  probably  will  show 
that  this  new  venture  into  the  field  of  politics 
was  more  successful  than  anyone  expected 
it  to  be  and  less  successful  than  it  could  have 
been. 

A major  flaw  developed  almost  from  the 
first,  when  it  was  discovered  that  the  ALA- 
PAC Board  possessed  altogether  too  little 
knowledge  of  doctor  attitudes  toward  the 
candidates  for  Congress.  In  other  words,  the 
ranks  of  the  Medical  Association  of  the  State 
of  Alabama  were  far  from  united  on  any  one 
candidate. 

Another  major  flaw  was  failure  of  ALA- 
PAC to  organize  at  the  grass  roots  level.  In 
future  elections  it  can  be  anticipated  that 
every  county  medical  society  and  every 
auxiliary  will  have  workers  trained  to  exert 
spirited  effort  on  behalf  of  the  candidate  who 
carries  Medicine’s  banner  highest. 

On  the  positive  side,  an  accounting  of 
ALAPAC’s  performance  in  1964  would  show 
that  it  had  an  intimate  knowledge  of  every 
candidate’s  position  on  those  issues  of  vital 
concern  to  Medicine,  that  its  information  on 
the  vote-getting  strength  of  the  several  can- 
didates was  accurate,  that  it  crossed  party 
lines  to  lend  support  to  the  candidate  of  its 
studied  selection,  and  that,  although  it 


backed  some  who  failed  to  win,  its  over  all 
batting  average  was  good. 

It  is  well  that  ALAPAC’s  first  test  came  in 
an  election  in  which  only  two  candidates 
were  in  a “doubtful”  category.  In  future 
races,  particularly  those  on  the  state  level, 
the  lessons  learned  in  1964  will  pay  rich 
dividends. 

ALAPAC  has  also  found  that  it  can  par- 
ticipate in  local  legislative  races  and  not  be 
subject  to  the  Hatch  Act  which  is  a Federal 
Law.  We  must  be  more  cautious  and  support 
both  sides  if  need  be  to  insure  Medicine’s  bi- 
partisan position.  If  we  are  too  rabidly  op- 
posed to  one  candidate  or  too  anxious  to  sup- 
port another,  then  when  the  smoke  clears 
away,  we  will  be  regretting  our  haste  or  ex- 
cessive enthusiasm,  whichever  the  case  may 
be. 


WE  NEED  YOUR  HELP 

Elsewhere  in  this  issue  there  appears  a 
questionnaire  of  great  importance  to  this  and 
other  state  medical  journals. 

Every  member-reader  is  asked  to  take  a 
few  minutes  to  complete  the  questionnaire 
and  mail  it  to  us  at  the  earliest  possible 
moment. 

Your  critical  comments  and  constructive 
criticisms  are  urgently  needed  if  your  medi- 
cal journal  is  to  perform  a worthwhile  job 
for  the  Medical  Association  of  the  State  of 
Alabama. 
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MEDICINE'S  LEADERSHIP  POINTS  THE  WAY 


The  new  year  is  just  a few  days  old,  but 
there  already  are  signs  that  1965  will  be  an 
eventful  year  for  medicine. 

On  the  national  scene  the  Congress  almost 
certainly  will  come  to  grips  with  medicare 
and  many  other  bills  which  will  bear  heavily 
on  the  future  of  doctors  throughout  the  land. 

And  closer  to  home,  the  Alabama  Legisla- 
ture will  be  called  upon  to  make  momentous 
decisions  in  such  matters  as  public  health, 
mental  health,  and  expanded  benefits  for  the 
aging  indigent. 

If,  in  the  past,  doctors  have  been  prone  to 
“attend  to  their  knitting”  and  steer  clear  of 


HOVERING  GOVERNMENT 

Your  editorial,  “Balancing  the  Books” 
(Presbyterian  Survey,  September,  1964,  p. 
5),  seems  to  defend  the  welfare  state  in 
general  and  the  so-called  Medicare  Bill  in 
particular.  The  implication  is  that  anyone 
who  does  not  want  the  federal  government 
hovering  over  him  from  cradle  to  grave,  sup- 
plying his  every  need  with  taxpayer’s  money, 
is  callous  to  human  need.  I resent  the  gallons 
of  crocodile  tears  being  shed  over  the  18 
million  citizens  over  65.  Many  of  us  are  well; 
many  have  some  private  hospitalization  plan; 
and  some  even  have  children  able  and  willing 
to  care  for  their  parents.  The  sick  who  are 
unable  to  pay  for  hospital  care  should  be 
cared  for,  of  course.  The  question  is  not 
whether,  but  how  and  by  whom.  I do  not 
blame  the  young  man  for  not  wanting  “to 
pay  for  all  those  other  people,”  when  so  many 
of  them  are  more  able  to  pay  for  themselves 
than  he  is. 

— Mrs.  Sally  B.  Hopkins 
Demopolis,  Alabama 


Mid-South  Assembly 

The  76th  annual  meeting  of  the  Mid-South 
Postgraduate  Medical  Assembly  will  be  held 
at  the  Peabody  Hotel,  Memphis,  Tennessee, 
February  9-12,  1965. 


things  political,  the  same  cannot  be  said 
today.  Medicine  has  learned  the  hard  way 
that  politics — good,  bad,  or  indifferent — is 
merely  another  way  of  saying  government; 
and  therein  lies  our  fate. 

Dr.  Donovan  Ward,  president  of  the  Ameri- 
can Medical  Association,  spoke  with  courage 
and  determination  when  he  pledged  to  con- 
tinue the  fight  against  passage  of  the  medi- 
care bill.  To  paraphrase  him  loosely,  “If  we 
were  right  when  we  began  this  fight,  then 
we  are  right  today.” 

To  be  sure,  there  are  some  in  the  medical 
profession  who  trumpet  doom.  “We  are  lost,” 
they  moan.  “Why  fight  any  longer?” 

But  were  these  harbingers  of  defeat  ever 
really  in  the  fight?  More  likely,  they  have 
been  sitting  on  the  sidelines  from  the  begin- 
ning, saving  their  energies  and  their  voices 
until  the  smoke  of  battle  descended  on  the 
stalwarts  in  the  forefront  of  the  fight. 

If  America  is  truly  the  land  of  the  brave 
and  the  home  of  the  free,  then  every  doctor 
can  take  pride  in  Medicine’s  leadership.  “Our 
heads  are  bloody  but  unbowed,”  Dr.  Ward 
asserts.  “We  shall  fight  on.” 

Can  any  physician,  believing  in  the  right- 
ness of  his  cause,  do  less? 
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"Now  you'll  be  able  to  go  home  and  sleep  on  it.” 
Westchester  (N.  Y.)  Medical  Bulletin 
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Leader  Of  Aging  Citizens  Looks  At  Kerr-Mills 


TO:  The  Medical  Association  of  the  State  of 
Alabama 

FROM;  Rubin  Hanan,  President  of  the  Ala- 
bama League  of  Aging  Citizens;  Co-Chair- 
man of  the  Joint  Legislative  Committee; 
Consultant  on  Aging  to  the  Secretary  of 
Health,  Education  and  Welfare,  Washing- 
ton, D.  C.;  Chairman  of  the  State  Commis- 
sion on  Aging 

Dear  Friends, 

All  of  us,  the  medical  profession  and  the 
old  age  organizations  in  Alabama  want  to 
make  sure  proper  medical  care  is  received  by 
older  people. 

As  they  reach  their  sunset  years,  the  se- 
curity, health,  and  happiness  of  Alabama’s 


Editor’s  Note:  This  article  is  published  as  a 

means  of  informing  the  medical  profession  of 
views  held  by  that  group  benefitted  most  by  the 
Kerr-Mills  law  and  who,  incidentally,  are  chief 
proponents  of  the  proposed  Medicare  bill.  Views 
expressed  herein  are  those  of  Mr.  Hanan.  The 
Journal  will  welcome  letters  of  rebuttal  from 
members  of  the  Association  and  will  endeavor  to 
print  as  many  in  the  February  issue  as  space 
permits. 


senior  citizens  should  be  on  our  conscience. 
Some  senior  citizens  in  this  State  are  in 
great  need  of  medical,  hospital,  nursing  care 
and  drug  assistance. 

We,  as  free  and  God-fearing  people,  must 
see  to  it  that  all  older  citizens  enjoy  their 
remaining  days  in  peace,  painless  and  dig- 
nified, not  as  wards  of  the  Governments  or 
Charity,  but  as  free  citizens  able  to  live  their 
lives  in  gracious  fulfillment. 

A most  cherished  part  of  our  American 
tradition  has  been  the  public  image  of  the 
family  physician.  Much  has  been  written 
and  said  with  affection  about  the  wise  old 
family  doctor  who  spent  so  much  time  and 
effort  in  helping  his  patients  overcome  their 
personal  difficulties  as  well  as  their  medical 
problems.  Because  of  his  nobility  of  purpose, 
his  self-sacrificing  devotion,  and  his  under- 
standing, he  was  regarded  as  a father  sub- 
stitute and  was  often  closer  to  the  people 
than  their  minister,  priest,  or  rabbi.  He  gave 
unsparingly  of  his  affection,  his  time,  his 
energy,  his  professional  knowledge,  and  his 
professional  skills. 

We  need  our  physicians  today  to  combine 
their  knowledge  of  medicine  and  their  keen 
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understanding  of  people  with  a warm  and 
sympathetic  personality  to  stimulate  the  com- 
plete confidence  of  their  patients,  and  they 
must  have  utter  disregard  for  personal  com- 
fort or  for  financial  remuneration. 

After  four  years  of  operation,  the  Kerr- 
Mills  medical  assistance  for  the  aged  or  bet- 
ter known  as  MAA  Program  or  Opportunity 
Health  Program  has  proved  in  the  State  of 
Alabama  to  be  at  best  an  ineffective  and 
piecemeal  approach  to  the  health  problems  of 
Alabama’s  285,000  senior  citizens,  simply  be- 
cause of  the  financial  inability  of  the  State 
to  cash  in  on  all  of  the  provisions  of  the  Act. 

Since  this  Act  took  effect  on  October  1, 
1960,  the  League  closely  observed  its  oper- 
ation in  the  State  and  has  periodically  evalu- 
ated the  program. 

(1)  MAA  Program,  with  which  the  Medi- 
cal Association  and  old  age  groups  are  con- 
cerned, was  never  expected  by  itself  to  pro- 
vide the  sole  avenue  for  financing  medical 
or  hospital  or  nursing  care  for  the  aged. 

(2)  Today,  the  OAA  or  MAA  Programs 
after  four  years  of  operations  still  suffers 
from  these  major  defects: 

A.  Stringent  eligibility  tests  and  re- 
sponsible relative  provisions  have 
severely  limited  participation  of  the 
aged  in  this  program. 

B.  The  duration,  levels  and  types  of 
benefits  vary  more  in  Alabama  than 
in  high  per  capita  income  states. 

C.  The  distribution  of  Federal  match- 
ing funds  under  MAA  or  OAA  has 
been  grossly  disproportionate,  with 
a few  wealthy  states,  best  able  to 
finance  their  phase  of  the  program, 
getting  a larger  share  of  funds. 

D.  The  Welfare  aspects  of  the  Kerr- 
Mills  MAA  program,  include  cum- 
bersome investigations  of  eligibility. 

E.  Kerr-Mills  MAA  or  OAA  programs 
depend  too  heavily  on  the  already 
burdened  budgets  of  the  low  income 
states.  As  a result  thousands  of  the 
state’s  senior  citizens  find  qualify- 
ing so  humiliating  that  many  do  not 


apply  for  the  assistance  to  which 
they  are  entitled. 

The  Subcommittee  on  Health  of  the  State 
Commission  on  Aging,  under  the  leadership 
of  two  outstanding  doctors.  Dr.  Ira  L.  Myers 
and  Dr.  Gilbert  F.  Douglas,  Sr.,  is  studying 
needs  in  this  area.  Some  of  the  topics  of 
great  concern  are  in  relation  to  additional 
hospitals,  nursing  homes,  nurses  and  health 
clinics,  visiting  nurses  programs,  and  the  es- 
tablishment of  homemaker  and  home  aide 
services. 

The  Kerr-Mills  Act  cannot,  of  itself,  solve 
the  problem  that  confronts  our  old  people 
and  it  is  most  persistent  and  frightening.  We 
need  new  ways  of  assuring  the  old  people 
economic  access  of  adequate  medical  care  on 
a decent,  self-respecting  basis. 

WHAT  IS  NEEDED  TODAY? 

1.  Medical  fees  based  on  ability  of  the  pa- 
tient to  pay  and  at  a level  which  will  en- 
courage the  continued  development  of  in- 
surance and  pre-payment  plans  at  re- 
duced premiums. 

2.  Provisions  for  more  clinical  or  office 
visits  than  hospitalization  care. 

3.  Home  care  services  of  all  kinds,  and 
home  nursing  s(?rvices. 

4.  Consideration  of  legislation  requiring 
that  all  pre-paid  hospital  and  medical 
insurance  policies,  after  the  policy  has 
been  in  force  for  24  consecutive  months, 
be  non-cancellable. 

5.  State  Legislation  to  take  advantage  of 
Federal  funds  provided  by  the  Kerr- 
Mills  Act. 

6.  Development  of  the  philosophy  of  com- 
munity, mental  health  clinics  in  every 
major  city. 

7.  Better  personal  relationship  with  pa- 
tients to  continue  the  care  and  under- 
standing of  the  financial  problems  of  the 
individual. 

8.  State  should  liberalize  both  benefits  and 
eligibility  requirements  for  Kerr-Mills 
assistance. 
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State  Legislation 


Mental  Health  Activities  in  The  South,  1964 


Prepared  as  a service  of  the 

SOUTHERN  REGIONAL  EDUCATION  BOARD'S 
Program  in  Mental  Health  Training  and  Research 

130  Sixth  Street,  N.W.,  Atlanta,  Ga, 


DELAWARE 

Legislation  passed  by  the  General  Assem- 
bly and  signed  by  Governor  Elbert  N.  Carvel 
creates  a state  department  of  mental  health 
. . . Legislation  stipulates  that  Commissioner, 
who  will  have  charge  of  all  mental  health 
facilities,  including  the  mental  hygiene 
clinics,  shall  be  psychiatrist  who  is  certified 
by  the  American  Board  of  Psychiatry  and 
Neurology,  and  further  qualified  by  broad 
training  and  experience  in  the  administration 
of  hospital  and  community  programs  of  pre- 
vention and  early  treatment  . . . Cost  of 
operating  the  mental  health  program  will  be 
increased  from  $4,772,100  to  $5,348,690. 

GEORGIA 

Legislature  concentrates  efforts  on  educa- 
tion, with  little  activity  in  mental  health 
field  . . . Funds  appropriated  for  new  hospital 
for  mentally  retarded  children  . . . Program 
established  for  mentally  retarded,  educable, 
blind  children,  to  be  administered  by  State 
Board  of  Education  . . . Revision  of  state’s 
health  codes  completed  . . . No  action  taken 
on  state  joining  Interstate  Compact  on  Men- 
tal Health. 

KENTUCKY 

Appropriation  for  mental  health  falls  $5 
million  short  of  budget  requests  . . . State’s 
new  mental  health  facility  scheduled  to  open 
July  1 can  be  only  partially  used  due  to  lack 
of  funds;  grand  jury  calls  situation  “distress- 
ing” and  urges  funds  be  provided  for  full 


activation  . . . Enabling  act  authorizes  estab- 
lishment of  regional  community  mental 
health  services  programs  . . . New  act  allows 
retarded  to  be  admitted  to  state  hospitals  on 
same  basis  as  mentally  ill,  without  court 
commitment  procedures. 

LOUISIANA 

Greatly  expanded  programs  in  mental 
health  and  mental  retardation,  including  ex- 
tensive out-patient  facilities,  are  envisioned 
in  a legislative  package  approved  by  the 
Louisiana  Legislature  during  its  1964  session 
. . . Major  reorganization  of  the  State  De- 
partment of  Hospitals  to  set  up  divisions  of 
mental  health  and  mental  retardation  under 
the  department’s  jurisdiction  is  vital  to  pro- 
gram . . . Two  new  commissions  are  also 
created  in  the  reorganization  package — a 
Planning  Commission  and  a Construction 
Commission  . . . Future  plans  call  for  eight 
regional  mental  health  treatment  centers. 
The  Legislature  created  a Joint  Legislative 
Committeee  to  aid  in  setting  up  a master  plan 
to  expand  the  state’s  program  of  mental 
health  and  submit  its  findings  to  the  Legisla- 
ture at  its  1965  fiscal  session  ...  A new  pro- 
gram for  diagnosing  and  combatting  phenyl- 
ketonuria in  children  was  authorized  . . . 
Approval  given  to  a statewide  program  of 
special  classes  for  exceptional  children. 

MARYLAND 

Funds  appropriated  for  land  acquisition 
and  planning  of  new  community  mental 
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health  centers  contingent  upon  receipt  of 
matching  federal  funds  . . . State  mental 
health  director  declares  centers  should  save 
millions  in  hospital  care  . . . $50,000  author- 
ized for  planning  center  for  mentally  re- 
tarded . . . Legislation  enacted  on  confine- 
ment of  alcoholics  . . . Mental  Health  budget 
increased  $1.7  million  over  current  fiscal 
year,  with  an  additional  $2.4  million  for 
capital  improvements  and  increased  staff. 

MISSISSIPPI 

Increased  appropriations  for  Mississippi’s 
mental  institutions  and  designation  of  the 
state  department  of  education  to  accept  and 
disburse  federal  funds  for  training  teachers 
of  mentally  retarded  children  were  the  major 
measures  in  that  field  approved  at  the  1964 
regular  session  of  the  Legislature  . . . The 
1964-66  biennium  budget  for  mental  institu- 
tions was  increased  nearly  5 per  cent  or 
$600,500  . . . New  allocation  was  $25,000  for 
the  Hospital  Reimbursement  Commission 
which  seeks  collections  from  patients,  or  their 
families  financially  able  to  pay  for  treatment 
. . . $1,167,500  approved  for  additions  to  men- 
tal institutions  in  Mississippi  . . . Proposal  de- 
feated to  create  Mississippi  Commission  on 
Mental  Retardation. 

SOUTH  CAROLINA 

Decentralization  bill  establishes  State  De- 
partment of  Mental  Health  with  Dr.  William 
S.  Hall  as  Commissioner,  and  five  deputy 
commissioners  . . . Revolving  loan  fund  en- 
ables mental  health  department  to  borrow 
for  construction  and  renovation,  with  patient 
fees  to  go  toward  interest  and  retirement  of 
loans  . . . Operating  budget  appropriations 
increased  $1  million  . . . New  psychiatric  in- 
stitute begins  operation  . . . Work  progresses 
on  $2.5  million  retarded  children’s  habilita- 
tion  center  near  Charleston. 

VIRGINIA 

Budget  increase  of  8.6  per  cent  over  cur- 
rent amounts  will  provide  “modest  increases 
and  expansions  of  existing  activities”  in  state 
mental  hospital  and  clinic  system  . . . Laws 


modernized  on  detention,  treatment  and  re- 
lease of  mentally  ill  . . . Study  Commission 
examining  entire  concept  of  care  and  treat- 
ment of  mental  patients  . . . New  intensive 
treatment  center  for  emotionally  disturbed 
children  to  receive  $600,000  per  year;  recruit- 
ing and  training  staff  has  delayed  full  oper- 
ation ...  $6  million  appropriated  for  new 
building  and  renovation  . . . Studies  ordered 
of  services  provided  for  the  mentally  re- 
tarded and  of  state  facilities  for  treating  and 
rehabilitating  alcoholics. 

WEST  VIRGINIA 

Budget  requests  which  would  have 
doubled  state’s  mental  health  funds  denied 
by  legislature  . . . Mental  health  director  calls 
attention  to  serious  problems  resulting  from 
overcrowded  conditions  . . . Salary  increases 
for  mental  institution  employees  denied  be- 
cause of  insufficient  revenues  . . . Alcoholic 
treatment  division  seeks  federal  grant  for  re- 
search and  education. 


The  doctor  informed  me  I’ve  got  to  get  more 
rest,  so  I’m  afraid  I’m  going  to  have  to  let  one 
of  you  girls  go. 

Nebraska  State  Medical  Journal 


JANUARY  1965— VOL.  34,  NO.  7 


203 


Dr.  L.  R.  Murphree,  second  from  left,  accepts  a certificate  of  recognition  from  Dr.  E.  W.  Stephen- 
son, left.  Dr.  Murphree  retired  after  thirty-two  years  as  secretary  of  the  Morgan  County  Medical 
Society.  Others  in  the  picture  are:  Dr.  Sidney  Chenault,  second  from  right,  chairman  of  the  Morgan 
County  Board  of  Health;  and  Dr.  John  S.  Hamilton,  new  president  of  the  society. 


State  Health  Officer,  Dr.  Ire  L.  Myers,  officially  dedicated  the  new  Barbour  County  Nursing 
Home  at  ceremonies  in  Eufaula  on  December  2.  In  the  picture  above  he  is  shown  making  the 
dedication  speech  with  other  participants  in  the  program  on  his  left. 


204 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


AROUND  THE  STATE 


Speakers  at  the  Anniston  Medical  and  Surgical  Seminars,  held  December  9,  are  shown  above. 
They  are.  left  to  right.  Dr.  Elbert  P.  Tuttle,  Jr,;  Dr.  L.  H.  Kwong;  Dr.  G.  G.  Woodruff,  Jr.;  Dr. 
Warren  G.  Sarrell;  Dr.  D.  J.  Judge;  Dr.  Thomas  R.  Marshall;  Dr.  Malcolm  I.  Lindsey,  Jr.;  Dr,  Sher- 
man C.  Raffel;  and  Dr.  J.  Garber  Galbraith. 

Cross  sections  of  the  large  crowd  which  attended  are  shown  in  the  bottom  photo. 


Dignitaries  attending  the  Houston  County  Medical  Society's  annual  meeting  November  20  in- 
cluded (left  to  right):  Dr.  Harmon  Stokes,  district  vice  president  of  the  Medical  Association  of  the 
State  of  Alabama;  Dr.  E.  B.  Glenn,  president;  Dr.  David  Hume,  of  Richmond,  Virginia,  principal 
speaker;  and  Dr.  Ben  Byrd,  president  of  the  Houston  County  Medical  Society. 
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More  than  200  doctors  and  their  wives  assembled  at  Selma  on  December  10  for  the  Symposium 
sponsored  by  the  Dallas  County  Medical  Society  and  the  Black  Belt  Chapter  of  the  Alabama  Acad- 
emy of  General  Practice.  Shown  above  is  a section  of  the  luncheon  participants. 


Dr.  John  Seddon,  of  Liverpool,  England,  dis- 
cusses Medical  Matters  with  Dr.  Robert  M.  Combs 
at  the  recent  Selma  Symposium. 


Fellowship  at  the  Selma  Symposium  is  enjoyed 
by:  (left  to  right)  Dr.  Jack  Pilkington;  Mrs.  Joyce 
Fisher;  Dr.  George  Constant;  and  Dr.  M.  C.  Hol- 
comb. 


Dr.  D.  C.  Overstreet 
served  as  program  chair- 
man for  the  Selma  Medi- 
cal and  Surgical  Sym- 
posium, held  Thursday, 
December  10.  Several 
hundred  doctors  and 
their  wives  attended  the 
meeting,  sponsored  by 
Lederle  Laboratories. 
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Senator  James  Clark  of  Barbour  discusses  his 
county's  new  nursing  home  with  Rep.  Sims 
Thomas  and  State  Health  Officer,  Dr.  Ira  L.  Myers. 


Officers  Elected 

The  section  on  Otolaryngology  of  the 
Southern  Medical  Association,  at  its  recent 
meeting  in  Memphis,  Tenn.,  elected  the  fol- 
lowing officers  for  1965; 

Chairman;  J.  Mathew  Robison,  M.  D., 
Houston,  Texas;  chairman-elect;  Sam  H. 
Sanders,  M.  D.,  Memphis;  vice-chairman; 
Frederick  R.  Guilford,  M.  D.,  Houston,  Texas 
and  Secretary;  Neil  Callahan,  M.  D.,  Ports- 
mouth, Va. 

Papers  are  now  being  accepted  up  to  May 
15,  1965  for  consideration  for  presentation  at 
the  next  annual  meeting  of  the  Southern 
Medical  Association  which  will  be  held  in 
Houston,  Texas,  Novem.ber  1-4,  1965.  For 
further  information  communicate  with  the 
Secretary  of  The  Section  on  Otolaryngology, 
Neil  Callahan,  M.  D.,  Doctors  Court,  500 
Rodman  Avenue,  Portsmouth,  Va.  23707 


Medicolegal  Symposium 
Set  For  March  11-13 

CHICAGO — The  American  Medical  Asso- 
ciation and  the  American  Bar  Association 
have  joined  forces  to  sponsor  the  1965  Na- 
tional Medicolegal  Symposium  on  March  11- 
13  at  the  Dunes  Hotel  in  Las  Vegas. 

The  meeting  will  provide  the  physician 
with  an  excellent  educational  opportunity  on 
an  important  part  of  his  professional  life. 
Some  1,200  physicians  and  attorneys  are  ex- 
pected to  attend. 

The  biennial  Medicolegal  Symposium, 
sponsored  solely  by  the  AMA  in  the  past, 
was  considered  to  be  the  outstanding  meeting 
of  its  kind.  Participation  by  the  ABA 
promises  an  even  more  informative  program. 

Robert  B.  Throckmorton,  AMA  general 
counsel,  said  topics  to  be  covered  include 
the  common  goals  and  ideals  of  law  and 
medicine,  the  medical  witness,  current  litiga- 
tion and  tax  problems.  Trial  vignettes  will 
be  used  to  dramatize  courtroom  situations. 

Registration  fee  for  the  symposium  will  be 
$25. 

Advance  registration  cards  may  be  ob- 
tained by  writing  to  Mr.  Robert  B.  Throck- 
morton, general  counsel,  American  Medical 
Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 


Dr.  Kampmeier  Heads 
Southern  Medical  Association 

R.  H.  Kampmeier,  M.  D.,  Nashville,  Tenn., 
was  installed  as  president  of  the  Southern 
Medical  Association  at  the  recent  annual 
meeting  held  in  Memphis,  Tenn.  He  will 
serve  until  November  1965. 

Other  officers  are;  J.  Garber  Galbraith,  M. 
D.,  Birmingham,  Ala.,  president-elect;  Guy 
T.  Vise,  M.  D.,  Meridian,  Miss.,  first  vice- 
president;  and  Harwell  Wilson,  M.  D., 
Memphis,  Tenn.,  second  vice-president. 
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The  Doctor  In  Civil  Defense 

By  JAMES  H.  KELLEY 


Civil  Defense  planning  concepts  would  be 
rather  incomplete  without  reliance  sub- 
stantially upon  the  complete  utilization  of  all 
available  medical  resources,  particularly 
every  doctor,  all  medical  professional  per- 
sonnel, and  all  stockpiles  and  inventories  of 
drugs,  supplies  and  equipment.  Likewise,  to 
operate  during  any  Civil  Defense  type  emer- 
gency, doctors  would  be  handicapped  severe- 
ly in  their  intended  efforts  to  assist  a suffer- 
ing people  except  through  the  Civil  Defense 
organization,  and  acting  as  an  integral  part 
thereof. 

Fundamental  programming  to  combat  and 
overcome  the  effects  of  extreme  natural  and 
nuclear  disasters,  by  key  Civil  Defense  au- 
thorities, is  reflected  in  the  Basis  Alabama 
Emergency  Operational  Plan  prepared  by 
the  Civil  Defense  Department  of  Alabama. 
The  value  of  the  Health  Services  in  emer- 
gency planning,  and  operations,  here  in  Ala- 
bama, according  to  Civil  Defense  authorities, 
has  been  considered  most  significant,  and 
having  a high  degree  of  priority. 

The  Alabama  Emergency  Operational  Plan, 
developed  by  the  Civil  Defense  Department 
of  Alabama,  and  representing  the  Alabama 
area  of  responsibility  and  plan  of  operations, 
designates  an  entire  Annex  therein  to  the 
health  concept  entitled:  “HEALTH  SERV- 
ICES, ANNEX  7”.  Paragraph  I.  of  Annex  7, 
is  quoted,  as  follows: 

“The  mission  of  Health  Services  is  to  pro- 
vide: 

1.  Medical  care  for  civilian  casualties  and 
non-casualties  in  target  and  reception 
areas. 


Mr.  Kelley  is  chief  of  the  Division  of  Plans  and 
Operations  and  Survival  Planning  Advisor  of  the 
Civil  Defense  Department  of  the  State  of  Alabama. 


2.  Health  protection  service  in  the  form  of 
sanitation  and  preventive  and  remedial 
measures  to  counteract  biological,  chem- 
ical and  radiological  effects. 

3.  Mortuary  service.” 

Therefore,  the  foregoing  points  out  there 
are  three  distinct  primary  responsibilities  in- 
corporated in  the  Civil  Defense  Health  Serv- 
ices, namely:  Medical  Care,  Health  Protection 
and  Mortuary.  Providing  these  important 
services  during  any  type  emergency  would 
require  participation  by  every  doctor  within 
the  given  disaster  area,  with  the  possibility 
that  additional  doctors,  along  with  extra 
professional  personnel,  might  necessarily 
have  to  be  brought  into  the  area.  Should 
the  disaster  area  embrace  the  entire  State  of 
Alabama,  or  the  nation,  then  every  doctor 
would  be  called  upon  for  all-out  professional 
services  on  an  emergency  basis,  along  with 
all  other  medical  professional  personnel. 

While  the  Alabama  Emergency  Operation- 
al Plan  provides  the  state  echelon  with 
guidance  and  much  detailed  operational 
planning  in  the  area  of  Health  Services,  a 
similar  plan  has  been,  or  will  be,  developed 
for  every  county,  and  to  include  every  mu- 
nicipality, within  the  State  of  Alabama.  At 
the  county  level  the  Health  Services  Officer 
usually  is  the  County  Health  Officer,  and 
the  Health  Services  organizational  staff  in- 
cludes every  doctor  within  the  given  county. 
The  county  or  municipal  plan  is  patterned 
after  the  State  plan  in  order  to  provide 
properly  coordinated  services  in  the  areas  of 
emergency  Medical  Care,  Health  Protection 
and  Mortuary.  With  the  Civil  Defense  gov- 
ernmental authority,  and  the  professional 
technique,  the  County  Health  Officer  is  re- 
sponsible for  the  organization  and  direction 
of  the  functions  of  the  Health  Services  within 
the  county  Civil  Defense  operational  concept. 
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The  State  Health  Officer  is  the  key  figure 
and  is  at  the  head  of  the  Health  Services 
within  the  state  level  of  Civil  Defense  or- 
ganization. Under  his  guidance  and  authority 
are  Chiefs  for  the  Medical  Care  Division,  the 
Health  Protection  Division  and  the  Mortuary 
Division,  each  of  whom  have  developed,  or 
will  develop,  the  necessary  minimum  oper- 
ating staff,  together  with  sufficient  reserve 
personnel  to  provide  state  level  Health  Serv- 
ices as  may  be  required  by  any  emergency. 

The  doctor,  who  is  dedicated  to  the  relief  of 
a suffering  humanity,  within  the  Health 
Services  Annex  of  the  State  and  Local  Emer- 
gency Operational  Plans,  has  his  work-load 
well  outlined,  designated  and  assigned.  The 
plan  was  developed  by,  and  with  the  counsel 
of,  doctors  and  other  medical  professional 
authorities  in  cooperation  with  planning 
authorities  in  the  Civil  Defense  Department 
of  Alabama.  The  late  Dr.  D.  G.  Gill  was  the 
first  Health  Services  Officer  within  the  Ala- 
bama Civil  Defense  Emergency  Operational 
Plan,  and  the  office  now  is  administered  by 
Dr.  Ira  L.  Myers,  State  Health  Officer. 

Some  of  the  detailed  functions  outlined  in 
the  Alabama  Emergency  Operational  Plan, 
and  likewise  contained,  in  substance,  in  the 
County  or  Municipal  plan,  and  by  which 
every  doctor  in  Alabama  may  refer  for  guid- 
ance in  planning  emergency  functions  during 
any  Civil  Defense  type  emergency,  are 
quoted,  as  follows: 

The  Health  Services  of  the  Civil  Defense 
Program  of  the  State  of  Alabama  has  the 
following  functions: 

1.  Provide  medical  care  service. 

a.  Emergency  First  Aid. 

b.  First  Aid  stations  for  completing 
First  Aid  care  at  fixed  locations. 

c.  Emergency  Hospital  Stations:  Small 
hospitals  of  limited  bed  capacity  and 
improvised  hospitals,  treatment  of 
casualties  and  non-casualties  on  a 
short  range  basis  before  transferral 
to  larger  establishments. 

d.  Hospital  care:  Designation  of  exist- 
ing hospitals  and  planning  for  Civil 


Defense  Emergency  Hospitals  (39  in 
Alabama,  each  complete  with  200 
cots  for  emergency  beds)  for  the 
long  range  care  of  casualty  and  non- 
casualty patients. 

e.  Medical  Care  Evacuation:  Planning 
suitable  routes,  when  deemed  neces- 
sary, for  evacuation  of  patients  in  co- 
operation with  other  Civil  Defense 
services. 

f.  Blood  Program:  Planning  and  super- 
vising a program  for  adequate  sup- 
plies of  blood,  blood  plasma  or 
plasma  expanders. 

2.  Provide  Health  Protection  Services  of 

the  following  types: 

a.  Emergency  sanitation  measures  for 
protection  against  contamination  of 
food  and  water  by  radiological, 
chemical  and  biological  means. 

b.  Sewage  and  waste  disposal. 

c.  Insect  and  rodent  control. 

d.  Preventive  and  remedial  measures 
for  human  needs  in  case  of  biological, 
chemical  or  radiological  warfare. 

3.  Provide  Mortuary  Service  facilities  to 

include  the  following: 

a.  Identification  of  the  dead. 

b.  Planning  and  supervision  of  perma- 
nent and  emergency  burial  sites. 

c.  Making  and  maintaining  full  records 
of  actions  taken  in  disposing  of 
human  remains. 

d.  Close  cooperation  with  Religious  Af- 
fairs Services  wherever  possible. 

An  analysis  of  the  services  outlined  in  the 
foregoing  will  indicate  the  many  services 
that  will  be  within  the  normal  Civil  Defense 
function  of  every  doctor  in  Alabama.  It  also 
emphasizes  the  need  for  professional  person- 
nel and  substantial  supplies.  The  responsibil- 
ity of  doctors  must  be  observed  fully  by  each 
for,  and  especially  during  an  emergency,  and 
under  governmental  authorization  in  Civil 
Defense,  the  doctor  will  operate  within  his 
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own  technical  knowledge  and  capacity  for 
administering  to  the  needs  of  the  people. 

Health  conditions  that  are  developed  by 
living  in  compact  fallout  shelters  will  con- 
stitute a major  overall  problem  for  the 
Health  Services  within  the  Civil  Defense 
operational  readiness  planning.  Public  fall- 
out shelters,  caring  for  50  or  more  people — 
some  accommodating  several  hundred  people 
— are  being  provided  throughout  Alabama. 
Each  of  these  shelters  will  require  attention 
by  the  local  Health  Services,  and  among  the 
shelterees  will,  as  may  be  determined,  be 
members  of  the  medical  profession.  Special 
training  and  orientation  relative  to  oper- 
ations by  doctors  and  other  medical  profes- 
sional personnel  within  fallout  shelters  will 
be  needed  at  every  level. 

Headquarters  for  the  Civil  Defense  organi- 
zation will  be  established  in  what  is  known 
as  the  Emergency  Operations  Center,  a 
shielded  building  or  space  adequate  to  accom- 
modate, if  possible,  all  key  Civil  Defense 
service  personnel,  including  the  Health  Serv- 
ices. In  the  absence  of  such  a shielded  build- 
ing, operations  would  be  necessary  as  may 
locally  be  arranged.  Within  the  planning 
arrangement  it  will  be  essential  that  all  doc- 
tors conform  to  some  planning  or  understand- 
ing that  will  keep  them  available,  and  their 
whereabouts  known  to  headquarters,  at  all 
times  during  the  emergency. 

Emergency  from  shelter  would  be  some- 
thing to  anticipate  following  a period  when 
radioactive  fallout  had  endangered  life  out- 
side shelters,  and  doctors  must  understand 
how  to  determine  what  areas  may,  or  may 
not,  be  safe  from  radiation.  Special  training 
by  doctors  and  other  medical  personnel  is 
necessary  in  peace  time,  and  before  any  nu- 
clear attack  occurs,  in  the  area  of  treatment 
of  patients  who  have  been  exposed  to  radia- 
tion in  varying  degrees. 

The  Doctor  in  Civil  Defense  represents  one 
of  the  main  keys  to  human  survival  from  the 
effects  of  disaster — natural  or  nuclear — and 
this  is  well  understood  in  the  Civil  Defense 
realm. 


Mass  Media  To  Carry  Medical 
Self'Help  Programs 

The  Civil  Defense  W'ashington  Office  has 
made  a television  film  featuring  Danny 
Thomas,  along  with  television  and  radio  spot 
announcements,  press  releases,  cards  for 
transit  system  buses,  and  promotional  leaflets 
in  order  to  give  nationwide  publicity  to  Med- 
ical Self-Help  programs.  Health  and  Civil 
Defense  personnel  in  each  county  are  asked 
to  get  in  touch  with  local  radio,  television, 
and  newspapers  to  make  a request  that  these 
materials  be  used. 

In  order  to  help  promote  evaluation  of  the 
effectiveness  of  this  publicity,  it  is  requested 
that  all  physicians  send  a copy  of  articles  and 
ads  printed  in  local  publications,  along  with 
a note  telling  of  any  radio,  television  or  other 
local  coverage  that  was  given  this  program, 
to  the  following  office: 

Max  G.  Cain,  Chief 
Health  Mobilization  Section 
Hospital  Planning  Division 
State  Office  Building 
Montgomery,  Alabama  36104 


Diabetes  Association 
Schedules  Conference 

The  American  Diabetes  Association  will 
hold  its  Twelfth  Postgraduate  Course,  Dia- 
betes in  Review:  Clinical  Conference.  1965, 
January  20,  21  and  22  at  the  Drake  Hotel  in 
Chicago,  in  co-operation  with  the  Diabetes 
Association  of  Greater  Chicago.  The  faculty 
will  be  composed  of  32  outstanding  authori- 
ties. 

The  Committee  on  Professional  Education 
of  the  American  Diabetes  Association, 
chaired  by  T.  S.  Danowski,  M.  D.,  of  Pitts- 
burgh, Pa.,  president-elect  of  the  association, 
is  responsible  for  the  Postgraduate  Course 
Series. 

The  course  is  acceptable  for  accredited 
hours  by  the  American  Academy  of  General 
Practice.  The  three-day  course  is  open  to 
doctors  of  medicine.  The  fee  is  $40  for  mem- 
bers of  the  American  Diabetes  Association; 
$75  for  nonmembers. 
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New  Environmental  Laboratory 

By  WILLIAM  T.  WILLIS 


Director,  Division  of  Radiological  Health 
Bureau  of  Sanitation 
Alabama  Department  of  Public  Health 


The  environmental  laboratory  of  the  Bu- 
reau of  Sanitation  of  the  Alabama  Depart- 
ment of  Public  Health  recently  moved  into 
new  quarters  in  Montgomery.  The  move  into 
new  quarters  and  the  consolidation  of  activi- 
ties within  the  single  laboratory  has  enabled 
the  Bureau  of  Sanitation  to  increase  its  capa- 
bilities in  the  analysis  of  environmental 
samples.  This  laboratory  is  for  the  chemical, 
biochemical  and  physical  analysis  of  samples 
and  in  no  way  duplicates  the  services  ren- 
dered by  the  State  Health  Laboratory  which 
is  a separate  bureau  within  the  State  Depart- 
ment of  Health. 

At  the  present  time,  there  are  three  areas 
of  interest  in  the  laboratory  of  the  Bureau  of 
Sanitation.  These  are:  the  analysis  of  samples 
from  public  water  supplies  located  through- 
out the  state,  the  analysis  of  samples  col- 
lected from  various  streams  and  waste  dis- 
charges for  unusual  determinations  which 
cannot  conveniently  be  made  in  the  field 
laboratories  of  the  Water  Improvement  Com- 
mission and  the  analysis  of  environmental 
samples  for  an  examination  of  the  quantity 
and  kind  of  radioactivity  which  might  be 
present  in  these  samples. 

One  of  the  functions  of  the  Division  of 
Public  Water  Supplies  is  to  determine 


Aubrey  Godwin,  Chief  Chemist, 
Radiological  Health  Laboratory 


whether  sources  of  water  are  wholesome, 
both  from  a bacteriological  and  a chemical 
standpoint.  Bacteriological  samples  are 
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Edward  Cowan,  Acting  Assistant  Director, 
Division  of  Radiological  Health 


routinely  collected  and  analyzed  in  the  Ala- 
bama Department  of  Public  Health,  Bureau 
of  Laboratories.  On  a less  frequent  basis, 
samples  are  collected  from  each  public  water 
supply  throughout  the  state  and  a complete 
chemical  analysis  is  made  by  the  environ- 
mental laboratories  to  determine  if  the  qual- 
ity of  the  water  is  acceptable.  When  new  fa- 
cilities, such  as  a well,  are  put  into  operation, 
a complete  analysis  of  the  water  is  made.  It 
is  often  possible  to  save  the  municipality  a 
significant  sum  of  money  by  determining 
whether  or  not  such  things  as  an  iron  re- 


moval plant  is  necessary  for  the  new  well. 
In  this  way,  the  laboratory  performs  a valu- 
able function  not  only  for  the  Division  of 
Public  Water  Supply,  but  for  the  municipal- 
ities involved. 

The  Water  Improvement  Commission  of 
the  State  of  Alabama  maintains  a mobile 
field  laboratory  which  is  continuously  test- 
ing the  water  quality  in  the  streams  through- 
out the  state  as  well  as  the  quantity  of  con- 
taminants being  discharged  into  the  streams 
by  municipal  and  industrial  sources.  At  the 
present  time,  when  the  interest  of  the  regula- 
tory agencies  is  being  directed  more  and 
more  at  the  so  called  exotic  contaminants,  it 
is  necessary  that  back-up  facilities  in  the 
laboratories  be  available  for  the  field  labora- 
tories. Some  of  the  instrumentation  required 
in  the  analysis  of  these  exotic  materials  is  not 
readily  adaptable  to  use  in  mobile  facilities 
such  as  trailer  laboratories.  For  this  reason, 
some  of  the  more  delicate  instrumentation 
has  been  located  in  the  Bureau  of  Sanita- 
tion’s Environmental  Health  Laboratories. 
Here,  whenever  the  need  arises,  some  of  the 
more  complex  chemical  analyses  can  be  made 
on  industrial  waste  samples  which  are  col- 
lected from  industries  throughout  the  state. 

The  most  recent  division  to  acquire  labora- 
tory facilities  in  the  environmental  health 
laboratory  is  the  Division  of  Radiological 
Health.  This  Division  is  concerned  with  the 
detection  of  radioactive  materials  in  the  air 
we  breathe,  the  water  we  drink,  milk  and 
other  environmental  media.  It  should  be 
pointed  out  that  the  determination  of  these 
minute  quantities  of  radioactivity  in  these 
media  requires  extensive  instrumentation 
and  elaborate  chemical  separation  proced- 
ures. The  laboratory  is  equipped  with  the 
necessary  instruments  and  the  personnel 
have  the  technical  knowledge  with  which  to 
perform  the  indicated  determinations.  An 
example  of  the  work  being  done  in  the 
radiological  section  of  the  laboratory  is  the 
processing  of  air  samples  collected  from 
sampling  stations  throughout  the  state  on  a 
daily  basis  to  determine  the  levels  of  radio- 
activity in  the  air.  Other  analyses  being 
made  are:  the  determination  of  strontium. 
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John  W.  Pierce,  Jr.  (left)  and  Lloyd  G.  Linn,  Jr. 
make  tests. 


cesium  and  iodine  in  milk  and  other  food 
samples  which  are  consumed  daily  by  the 
public.  Surface  waters  are  also  analyzed  on 
a routine  basis  for  samples  that  are  collected 
from  twenty-eight  different  sampling  points 
on  the  streams  throughout  the  state. 

The  development  within  the  Bureau  of 
Sanitation  of  laboratory  capabilities  for  the 
analysis  of  various  environmental  samples 
collected  throughout  the  state  is  in  keeping 
with  the  trend  toward  considering  the  total 
environment  when  dealing  with  public 
health  problems.  The  function  of  these  lab- 
oratory facilities  is  to  provide  specialists  in 
the  Bureau  of  Sanitation  with  the  necessary 
laboratory  data  upon  which  accurate  assess- 
ments of  potential  public  health  problems  in- 
volving the  environment  can  be  made. 


BUREAU  OF  LABORATORIES 

Thomas  S.  Hosty,  Ph.D.,  Director 
November  1964 


Examinations  for  intestinal  parasites - . 1,319 

Typhoid  cultures  1 blood,  feces, 

urine  and  other) 207 

Examinations  for  malaria 2 

Examinations  for  gonococci . 1,630 

Serologic  tests  for  syphilis 

(blood  and  spinal  fluid) ..21,303 

Examinations  for  diphtheria  bacilli 

and  Vincent’s  . 82 

Complement  fixation  tests  52 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations)  200 

Water  examinations 2,207 

Milk  and  dairy  products  examinations 3,668 

Examinations  for  tubercle  bacilli 3,751 

Miscellaneous  examinations  4,564 


Total  . . 38,985 


Jt 


BUREAU  OF  PREVENTABLE  DISEASES 
W.  H.  Y.  Smith,  M.  D.,  Director 
CURRENT  MORBIDITY  STATISTICS 


1964 


•E.  E. 

Oct. 

Nov. 

Nov. 

Tuberculosis  . ..  

-.120 

76 

116 

Syphilis 

...  .163 

147 

117 

Gonorrhea  . 

307 

220 

275 

Chancroid  

1 

0 

2 

Typhoid  fever 

1 

1 

2 

Undulant  fever 

0 

0 

0 

Amebic  dysentery 

5 

5 

3 

Scarlet  fever  & strep,  throat 

342 

258 

88 

Diphtheria  

10 

5 

9 

Whooping  cough  

20 

27 

15 

Meningitis  

11 

1 

7 

Tularemia  .. 

0 

0 

0 

Tetanus  

1 

1 

1 

Poliomyelitis  ....  

0 

0 

6 

Encephalitis  

0 

0 

1 

Smallpox  

0 

0 

0 

Measles  

53 

41 

44 

Chickenpox  

10 

14 

25 

Mumps  

17 

16 

40 

Infectious  hepatitis 

62 

30 

36 

Typhus  fever 

0 

0 

0 

Malaria  

- 0 

0 

0 

964 

523 

462 

Pellagra  

....  0 

0 

0 

Rheumatic  heart 

29 

21 

24 

Rheumatic  fever 

26 

14 

15 

Influenza  

28 

55 

111 

Pneumonia  

162 

142 

170 

Rabies — Human  cases.  . . 

0 

0 

0 

Pos.  animal  heads 

2 

3 

0 

As  reported  by  physicians 

and  including 

deaths 

not  re- 

ported  as  cases. 

*E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 
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The  Month  In  Washington 


FDA  Enforcing  New  Drug  Advertising  Law 


From  the  Washington  Office 
American  Medical  Association 


The  Food  and  Drug  Administration  has 
started  enforcing  the  prescription  drug  ad- 
vertising provisions  of  the  new  law. 

Sales  of  ethical  drugs  are  now  exceeding 
$2  billion  a year  in  the  United  States.  The 
Bureau  of  the  Census  reported  ethical  drug 
sales  at  $2.05  billion  in  1963,  the  first  year 
that  they  had  gone  over  the  $2  billion  mark. 
The  Pharmaceutical  Manufacturers  Associa- 
tion’s figure  was  $2.39  billion. 

The  law  requires  that  prescription  drug  ad- 
vertisements show; 

— The  “established  name”  of  the  drug,  if 
one  exists,  in  type  at  least  half  as  large  as 
that  used  for  the  brand  name; 

— The  drug’s  quantitative  formula,  and 

— A true  and  non-misleading  brief  sum- 
mary of  information  about  adverse  side  ef- 
fects, contraindications,  and  effectiveness  of 
the  drug  for  the  guidance  of  physicians. 

In  enforcing  these  requirements,  FDA  said 
it  would  seek  to  determine  whether  a fair 
balance  exists  between  the  information  on  ef- 
fectiveness and  that  on  side  effects  and  con- 
traindications. 

The  FDA’s  Bureau  of  Medicine  has  started 
monitoring  professional  journal  advertising 
for  prescription  drugs.  It  will  forward  vio- 
lative advertisements  with  appropriate  rec- 
ommendations to  the  FDA  Bureau  of  Regu- 
latory Compliance. 

Dr.  Joseph  F.  Sadusk,  Jr.,  Medical  Director 
of  FDA,  said  that  it  is  the  duty  of  physicians 
to  keep  fully  informed  of  the  composition. 


mode  of  action,  efficacy  and  potential  tox- 
icity of  drugs  because  as  the  potency  of  drugs 
increases,  “so  generally  does  their  complexity 
and  their  potentiality  for  harm.” 

Violations  of  prescription  drug  advertising 
will  be  evaluated  in  two  categories: 

— Positive  claims  or  omissions  concerning 
the  product  which  present  potential  danger 
to  the  patient  in  varying  degrees.  Examples 
include  omission  of  some  of  the  pertinent 
side  effects,  precautions  or  contraindica- 
tions; improper  statements  about  the  effec- 
tiveness of,  or  indications  for,  the  drug  or 
antibiotic;  omission  of  some  of  the  informa- 
tion on  various  dosage  forms,  ingredients,  or 
directions  for  use  where  required. 

— Claims  which  may  or  may  not  involve 
danger  to  patient  health  but  which,  in  the 
selling  message,  can  seriously  mislead  as  to 
the  proper  place  of  the  drug  or  antibiotic  in 
the  total  spectrum  of  products  available  to 
meet  a specific  disease  situation. 

4:  ^ ^ 

The  American  Medical  Association  and  the 
Food  and  Drug  Administration  have  warned 
that  two  fever  and  pain-relieving  drugs  are 
causing  fatal  agranulocytosis,  a blood  dis- 
order, in  some  patients. 

The  drugs  are  aminopyrine  and  dipyrone, 
closely  related  compounds  which  have  been 
dispensed  widely  by  prescription  for  many 
years.  Drastic  label  changes  restricting  the 
recommended  uses  for  the  drugs  were  an- 
nounced by  FDA.  An  editorial  supporting 
the  FDA  action  was  carried  in  the  AMA’s 
journal,  JAMA. 

The  FDA  ruling  was  based  on  case  reports 
collected  by  AMA  and  on  recommendations 
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of  a special  committee  of  medical  experts  in 
the  fields  of  hematology,  internal  medicine, 
neurology,  pediatrics  and  pharmacology. 

^ 

Nearly  one  million  more  people  were  ad- 
mitted to  hospitals  in  the  U.  S.  in  1963  than 
in  the  previous  year,  according  to  the  Health 
Insurance  Institute. 

The  Institute  said  that  American  Hospital 
Association  statistics  showed  a record  25,267,- 
000  Americans,  or  one  of  every  seven,  were 
hospitalized  last  year.  This  represented  an 
increase  of  960,000  over  1962.  This  meant 
that  each  day  more  than  69,000  persons  en- 
tered non-federal  short-term  general  and 
other  special  hospitals,  and  that  on  an  aver- 
age day  in  1963  there  were  530,000  patients — 
2.8  persons  per  1,000  population — under  hos- 
pital confinement. 

There  were  698,000  beds  available  for  pa- 
tients in  1963,  an  average  of  3.7  beds  per 
1,000  population. 

The  AHA,  which  includes  terminal  hos- 
pitalizations in  its  survey,  found  the  average 
hospital  stay  for  all  ages  to  be  7.7  days.  A 
study  conducted  by  the  U.  S.  National  Health 
Survey,  which  included  federal  hospitals, 
and  was  based  on  representative  household 
interviews,  put  the  average  hospital  stay  at 
9.4  days.  It  did  not  include  terminal  hospital 
stays. 

The  NHS  report  showed  that  persons  with 
health  insurance  protection  averaged  shorter 
hospital  stays  than  those  with  no  insurance 
protection  at  all.  This  may  indicate,  the  re- 
port suggested,  that  persons  with  health  in- 
surance protection  will  seek  hospital  care 
more  often  for  diagnosis  or  for  less  serious 
illness  than  the  uninsured. 

The  number  of  persons  protected  by  hos- 
pital expense  insurance  provided  by  insur- 
ance companies.  Blue  Cross,  Blue  Shield  and 
other  health  care  plans,  rose  to  145,329,000  by 
the  end  of  1963,  the  Institute  said. 

Benefits  paid  by  these  organizations  to- 
ward the  costs  of  hospital  care  totaled  $4,544,- 
000,000,  or  an  average  of  $12.5  million  a day. 
Total  health  insurance  benefits  amounted  to 
$7.8  billion. 


A Presidential  Study  Commission  has  rec- 
ommended a $2.9  billion  program  on  heart 
disease,  cancer  and  stroke. 

The  research  and  treatment  plan  would  be 
built  around  a network  of  regional  centers 
designed  to  learn  more  about  these  diseases 
which  cause  70  per  cent  of  American  deaths. 

The  study  group  was  set  up  by  President 
Johnson  in  March  and  commissioned  to  draw 
up  a blueprint  for  improving  national  facili- 
ties for  fighting  these  diseases.  At  present 
the  government  is  spending  about  $220  mil- 
lion in  the  research  and  treatment  areas 
covered  by  the  report. 

The  group  urged  establishment  of  a net- 
work of  regional  heart  disease,  cancer  and 
stroke  centers  “for  clinical  investigation, 
teaching  and  patient  care.” 

These  would  be  located  in  universities,  hos- 
pitals, research  institutes  and  other  institu- 
tions. 

Included  would  be  25  centers  for  heart 
disease,  20  for  cancer  and  15  for  stroke  to  be 
established  over  a five-year  period. 

The  program  also  would  include  a second 
national  network  of  “diagnostic  and  treat- 
ment stations”  located  in  communities 
throughout  the  nation.  The  purpose  of  this 
would  be  “to  bring  the  highest  medical  skills 
in  heart  disease,  cancer  and  stroke  within 
reach  of  every  citizen.”  This  plan  envisions 
over  a five-year  period  150  stations  for  heart 
disease,  200  for  cancer  and  100  for  stroke. 

The  group  also  urged  “a  broad  and  flexible 
program  of  grant  support”  to  stimulate  more 
advanced  research  efforts  in  university  medi- 
cal schools,  hospitals  and  other  health  care 
centers. 

It  suggested  that  the  Public  Health  Service 
receive  $25  million  for  such  grants  the  first 
year  which  would  be  raised  to  $75  million  the 
fifth  year  of  operation. 

The  American  Medical  Association  with- 
held comment  on  the  report  for  the  time 
being. 

“If,  however,  legislation  is  introduced  in 
the  Congress  calling  for  implementation  of 
the  program,  the  A.  M.  A.  will  react  at  that 
time,”  a spokesman  said. 
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The  Woman’s  Auxiliary 


Dear  Doctors: 

Pve  just  returned  from  the  Southern  Medi- 
cal Association  Convention  in  Memphis, 
Tennessee,  where  I saw  Mrs.  William  G. 
Thuss,  Sr.,  of  Birmingham,  installed  as  Presi- 
dent-Elect of  the  Woman’s  Auxiliary  to  the 
Southern  Medical  Association.  This  column 
is  dedicated  to,  and  a report  to  you  on,  the  ac- 
tivities of  two  members  of  the  Woman’s 
Auxiliary  to  the  Medical  Association  of  the 
State  of  Alabama  on  behalf  of  organized 
medicine  on  the  county,  state,  southern,  and 
national  levels.  They  have  represented  you 
with  intelligence  and  charm  and  I thought 
you  might  like  to  hear  what  they  have  done. 
They  are  Mrs.  William  G.  Thuss,  Sr.,  of  Bir- 
mingham and  Mrs.  John  M.  Chenault  of  De- 
catur. 

Belle  Chenault  was  Alabama’s  state  auxil- 
iary president  in  1954-55  and  Louise  Thuss 
was  state  president  in  1955-56.  Since  that 
time  they  have  served  on  the  board  of  direc- 
tors, as  national  officers,  or  as  national  com- 
mittee chairmen  for  the  Woman’s  Auxiliary 
to  the  American  Medical  Association. 

Louise  Thuss  has  received  the  highest 
honor  that  an  auxiliary  member  can  attain, 
president  of  the  national  auxiliary,  in  1962- 
63.  She  has  been  a director,  district  vice- 
president,  first  vice-president,  president- 


elect, member  of  the  nominating  committee, 
as  well  as  president  of  the  national  auxiliary. 
She  was  president  of  the  Woman’s  Auxiliary 
to  the  International  College  of  Surgeons  last 
year  and  has,  as  I told  you  above,  just  been 
installed  as  president-elect  of  the  Woman’s 
Auxiliary  to  the  Southern  Medical  Associa- 
tion during  the  convention  in  Memphis. 

Belle  Chenault  has  been  Today’s  Health 
Chairman,  Rural  Health  Chairman,  a Direc- 
tor, Nominating  Committee  member,  and 
first  vice-president  on  the  national  level. 
Belle  is  a past-president  of  the  Woman’s 
Auxiliary  to  the  Southern  Medical  Associa- 
tion. 

There  are  thirty-six  elective  or  appointive 
offices  in  the  national  auxiliary.  No  greater 
testimony  to  Louise’s  and  Belle’s  intelligence, 
hard  work,  and  ability  to  get  along  with 
people  could  be  given  than  that  two  of  the 
offices  have  been  filled  by  them  for  the  past 
eight  years  when  both  are  from  the  same 
state. 

I am  not  only  proud  of  Louise  and  Belle  for 
representing  us  so  well  on  the  national  level 
but  I am  also  proud  that  their  interest  and 
work  on  behalf  of  their  county  auxiliaries 
and  the  state  auxiliary  has  never  diminished. 
They  have  another  wonderful  trait.  They  re- 
member to  look  after  the  state  delegates,  the 
president-elect  and  the  president  at  the  na- 
tional convention  and  at  the  fall  conference 
in  Chicago.  They  are  important  people  but 
they  are  not  imbued  with  their  importance. 
Too  few  of  us  have  this  quality. 

As  president  of  your  auxiliary,  I think  you 
need  to  know  how  well  these  two  fine  women 
have  represented  our  state  on  a national 
level.  Some  of  you  know  them  through  their 
active  husbands.  Their  graciousness,  charm, 
and  ability  have  made  them  known  in  their 
own  right  all  over  the  United  States. 

Sincerely, 

Frances  Clemmons 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg, 

(Warning:  May  be  habit  forming) 
atropine  suifate 0.025  mg. 


• lowers  motility 

• relieves  spasm 

• stops  diarrhea 


promptly 

promptly 

promptly 


Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months,to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine 
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too  young 
to  he 

so  tired... 


revive  interest*, 
restore  activity 
promptly  with 


Alertonic 


Three  tablespoonfuls  (45  cc.)  contain: 

Pipradrol  hydrochloride  2 mg. 

Vitamin  Bi  (thiamine  hydrochloride)  (lOMDR*)  10  mg. 

Vitamin  Bo  (riboflavin)  (4MDR*)  5 mg. 

Vitamin  Be,  (pyridoxine  hydrochloride)  1 mg. 

Nicotinamide  (5MDR*)  50  mg. 

Cholinet 100  mg. 

Inositolt  100  mg. 

Calcium  glycerophosphate (2%  MDR  for  calcium  and  phosphorus)  100  mg. 

Cobalt  (as  chloride)  1 mg. 

Manganese  (as  sulfate)  1 mg. 

Magnesium  (as  acetate)  1 mg. 

Zinc  (as  acetate)  1 mg. 

Molybdenum  (as  ammonium  molybdate)  1 mg. 

Alcohol  15% 

^Multiple  of  adult  MiDimum  Daily  Requirement  supplied 
fRequirement  in  human  nutrition  not  yet  established 

the  need  for  a tonic 

knows  no  age  Anyone  can  feel  tired  and 
“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 
to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrochloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only.  For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  minutes  before  meals.  Contraindicated  in  agitated 
pre-psychotic  patients,  paranoia,  or  other  patients  in 
k whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 

Brochure  with  full  product  information  available  on  request. 


^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  / Weston,  Ontario 


THE  UNIVERSITY  OF  TENNESSEE 
COLLEGE  OF  MEDICINE 

Division  of  Orthopaedic  Surgery 
announces 

SURGERY  OF  THE 
HAND 

MARCH  18,  19,  20,  1965 


Guest  Lecturers: 

Leonard  J.  Goldner,  M.  D. 

Edward  D.  Henderson,  M.  D. 

George  S.  Phalen,  M.  D. 

Lee  Milford,  M.  D.,  program  chairman 

For  further  information  write: 

Department  of  Continuing  Education 
The  University  of  Tennessee 
62  South  D unlap 
Memphis,  Tennessee  (38103) 


Skilled  Nursing  Home 


Woodley  Manor 


of  Advancing  Age 

A New  Concept  of  Nursing, 
Convalescent  & Retirement  Care 

EIGHTY  BED  — AIR  CONDITIONED 
PRIVATE  or  SEMI  PRIVATE 
NURSES  ON  DUTY  — DOCTOR  ON  CALL 

For  Information  and  Reservation 
DIAL  265-3554 

3312  Woodley  Rd.  Montgomery,  Ala. 


Hygroton® 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re- 
tention of  salt  and  water. 
Contraindications 
Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 
Precautions 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and 
potassium  depletion  may  occur; 
take  special  care  in  cirrhosis  or 
severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 
Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 
Average  Dosage 
One  tablet  (100  mg.)  daily  with 
breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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How  does 
Hygroton® 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  very  high.  In  terms  of  one 
week’s  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


Geigy 


Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  V*  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

‘SOMA’  COMPOUND;  'SOMA'  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  ‘Soma’  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin— May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Coc/e/ne-Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol-L\ke  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Cocfe/ne-Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—Jhe  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  'Soma'  Compound  and  'Soma'  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  'Soma'  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
■Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

ja  WALLACE  LABORATORIES 

CS0.3M8  WA  Cranbury.  N.  J. 
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ACHROCIDIN 

TETRACYCLINE  HCI-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Each  Tablet  contains:  Caffeine 30  mg. 

ACHROMYCIN®  Tetracycline  HCI  . . 125  mg.  Salicylamide  150  mg. 

Acetophenetidin  (Phenacetin)  ....  120  mg.  Chlorothen  Citrate 25  mg. 


Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  relief  in 
allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness,  slight  gastric 
distress,  overgrowth  of  nonsusceptible  organisms.  Tooth  discoloration  may  occur  only  if  the  drug 
is  given  during  tooth  formation  (late  pregnancy,  the  neonatal  period,  early  childhood).  Reduce 
dosage  in  impaired  renal  function.  Average  Adult  Dosage:  2 Tablets  four  times  daily. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Three  Stores  to  Serve 
You  Better. 

2061  W.  Fairview 
Montgomery  8,  Alabama 

936  So.  19th  St. 

Birmingham,  Alabama 

10005  S.  Memorial  Pkwy. 
Huntsville,  Alabama 


Durr  Surgical  Supply  Co. 

2061  W.  Fairview,  Montgomery  8,  Alabama 

□ Please  have  one  of  your  professional  sales 
representatives  call  with  information. 

□ Please  send  me  literature  on  the  new  Ritter 
"45"  Table. 

Name  

Address  

City  State  Zip 


ANNOUNCING  THE  NEW  RITTER 


Now  you  can  have  a power  table 
in  a//  your  treatment  rooms!  No  long- 
er ne^  you  use  back-breaking  fixed- 
height  tables  for  patient  examination 
and  treatment.  Now  Ritter  has  made 
it  so  easy  to  move  up  a notch  to  a 
power  table  that  you  can  hardly  af- 
ford to  deny  yourself  its  advantages! 

The  new  Ritter  “45"  Table  raises 
and  lowers  softly  with  just  a touch  of 
the  toe  on  the  convenient  foot  con- 
trols. Back  and  seat  sections  adjust 


easily,  independently.  This  new  Ritter 
"45"  Table  also  has  built-in,  retract- 
able armboard,  Ritter  quality  pull-out 
stirrups,  convenient  drain  pan  and 
a choice  of  six  rich  upholstery  colors. 

Investigate  this  new  table  today. 
Take  much  of  the  "physical  work" 
out  of  your  practice  by  putting  a "45" 
Table  in  it. 

ASK  ALSO  FOR  LATEST  LITERATURE 
ON  THE  FAMOUS  RITTER  ‘75"  TABLE 


DURR  SURGICAL  SUPPLY  CO. 
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DOCTOR:  WE  URGENTLY  NEED  YOUR  OPINION! 


It  is  of  considerable  importance  to  your  Journal  that  the  following  questionnaire  be  completed, 
removed  from  your  Journal  and  mailed  to  the  address  below.  We  urge  you  to  take  just  a moment  for 
this  task,  with  the  assurance  that  your  effort  will  help  us  produce  a better  Journal  for  you. 

1.  My  chief  professional  interest  is 

general  practice  □ or  specialty — — - 

2.  I rate  the  scientific  papers  in  The  Journal  of  the  Medical  Association  of  the  State  of  Alabama  as: 

□ Excellent  □ Fair  □ Poor 

3.  I read  the  pharmaceutical  advertising  in  the  Journal: 

□ Regularly  □ Sometimes  □ Rarely 

4.  I have  referred  to  the  local  advertising  in  the  Journal: 

□ Often  □ Sometimes  □ Never 

5.  Please  give  the  name  of  one  local  service,  firm,  or  institution  (professional  or  commercial) 
which  you  have  referred  to,  or  purchased  from,  as  a result  of  seeing  its  advertising  in  The 
Journal  of  the  Medical  Association  of  the  State  of  Alabama; 


6.  Please  list  the  professional  journals  you  read  in  order  of  preference.  (You  may  show  your  opin- 
ion of  your  state  medical  journal  by  its  position  on  this  list.) 

1.  4.  

2.  5.  

3.  6.  

7.  When  examining  your  Journal  do  you  more  often  read  papers  by  authors  or  from  hospitals  with 

which  you  are  personally  familiar,  than  articles  from  other  sources?  □ Yes  □ No 

8.  What  feature  do  you  like  best  in  your  Journal? 

9.  What  do  you  like  least?_ 

10.  What  is  missing  that  you  would  like  added? 


Please  Tear  Out  and  Return  to: 


The  Medical  Association  of  the  State  of  Alabama 
19  South  Jackson  Street 
Montgomery,  Alabama  36104 
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What  Do  Soft  Drinks  Have  in  Common 
with  Cucumbers  and  Cabbage? 

Research  conducted  at  Eastman  Dental  Dispensary  ranked 
soft  drinks  in  the  same  category  as  cabbage,  cucumbers,  zwieback 
and  egg  noodles — foods  having  negligible  cariogenic  potential  (0. 

This  study  also  indicated  that  the  amount  of  carbohydrate 
in  food  is  not  as  important  as  the  length  of  time  it  is  retained  in  the 
mouth.  Sparkling  soft  drinks  pass  through  the  mouth  quickly, 
leaving  only  pure,  flavorful  thirst-quenching  refreshment. 

(0  Bibby,  Basil  CL  D.M.D.,  BH.D.,  ctal  "’Evaluation  of  Caries- Producing  Potentialities 
of  Various  Foodstuff s"  JL  of  Am  Dent  Assn;  vol  42,  May  ’51,  pps  491-509 

For  further  information  and  free  literature  write  to: 

Alabama  Bottlers  Association  P.  0.  Box  4206,  Montgomery,  Ala.  36104 
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chiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  \I\We  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE,  N.  E.  / TELEPHONE  873-5681  ATLANTA  9,  GEORGIA 
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ANNOUNCING 


THE  TWENTY-EIGHTH  ANNUAL  MEETING 

OF 

THE  NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY 

Conference  Headquarters — Roosevelt  Hotel 
MARCH  8,  9,  10,  11.  19G5 


GUEST  SPEAKERS 


James  E.  Eckenhoff,  M.  D.,  Philadelphia,  Pa. 
Anesthesiology 

A.  W.  Martin  Marino,  Jr.,  M.  D.,  Brooklyn,  N.  Y. 

Colon  and  Rectal  Surgery 
Wiley  Mitchell  Sams,  M.  D.,  Miami,  Fla. 
Dermatology 

Maurice  L.  Kelley,  Jr.,  M.  D.,  Rochester,  N.  Y. 
Gastroenterology 

Robert  I.  Wise,  M.  D.,  Philadelphia,  Pa. 

General  Practice 

Curtis  J.  Lund,  M.  D.,  Rochester,  N.  Y. 
Gynecology 

S.  Gilbert  Blount,  Jr.,  M.  D.,  Denver,  Colo. 
Internal  Medicine 

Jerome  W.  Conn,  M.  D.,  Ann  Arbor,  Mich. 
Internal  Medicine 

Francis  Murphey,  M.  D.,  Memphis,  Tenn. 
Neurologic  Surgery 


Bayard  Carter,  M.  D.,  Durham,  N.  C. 
Obstetrics 

William  F.  Hughes,  M.  D.,  Chicago,  111. 
Ophthalmology 

Milton  S.  Thompson,  M.  D.,  San  Antonio,  Tex. 
Orthopedic  Surgery 

Benjamin  Castleman,  M.  D.,  Boston,  Mass. 
Pathology 

Harry  C.  Shirkey,  M.  D.,  Birmingham,  Ala. 
Pediatrics 

Richard  H.  Marshak,  M.  D.,  New  York,  N.  Y. 
Radiology 

Warren  H.  Cole,  M.  D.,  Chicago,  111, 

Surgery 

Preston  A.  Wade,  M.  D.,  New  York,  N.  Y. 
Surgery 

Robert  Lich,  Jr.,  M.  D.,  Louisville,  Ky. 

Urology 


ADDITIONAL  SPEAKER  TO  BE  ANNOUNCED 

Lectures,  symposia,  clinicopathologic  conferences,  round-table  luncheons,  medical  motion 
pictures,  technical  exhibits  and  entertainment  for  visiting  wives. 

Acceptable  for  twenty-nine  accredited  hours  by  the  American  Academy  of  General  Practice. 

(All-inclusive  registration  fee — $25,00) 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans 
Graduate  Medical  Assembly,  Room  1528,  1430  Tulane  Avenue.  New  Orleans,  La.  70112 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

^EMPRAZIU 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only  — as 
‘EMPRAZIL-C’®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


© 
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HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  IH  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  just  write  The  Bayer  Company,  Dept.  112,  1450  Broadway,  New  York  18,  New  York. 
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^ill  Qrest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F.A.P.A. 
James  K.  Ward.  M.D.,  F.A.P.A. 


Location:  7000  5th  Avenue  South 

Box  2896,  Woodlawn  Station 

BIRMINGHAM.  ALABAMA  35212 
Phone.  595-1151 


is  a private  psychiatric  hospital  established 
in  192  5 for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 


HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
American  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 


ETHICALLY  PROMOTED 

Meta  Cine' 

mucolyiic.  acidifying,  physiologic  vaginal  douche 


SEND  FOR  SAMPLES 


Name 

Address 

City State Zip 

PHARMACEUTICAL  CO. 

CHATTANOOGA,  TENN.  37409 


Murfreesboro — Vacancies 

STAFF  PHYSICIAN  for  1275  bed  Neu- 
ropsychiatric Hospital,  including  350 
general  medical  and  geriatric.  Mod- 
ern facilities  for  diagnosis  and  treat- 
ment of  mental  illness.  Salary  $12,075 
to  $21,590  depending  on  qualifications; 
fringe  benefits;  cost  of  moving  to  Mur- 
freesboro -will  be  paid  by  Veterans 
Administration;  visit  here  for  evalua- 
tion can  be  arranged  at  our  expense. 
Excellent  educational  opportunities  for 
students  in  this  area.  Contact  Director, 
Veterans  Administration  Hospital,  Mur- 
freesboro, Tennessee. 
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APPALACHIAN  HALL 

ESTABLISHED  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  corma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray, 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr„  M.  D.  Mark  A,  Griffin,  Sr„  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr„  M.  D. 


PSYCHIATRY  FOR  THE  MEDICAL  PRACTITIONER 

NEW  ORLEANS,  LOUISIANA  — MARCH  4-6,  1965 

Sponsored  by  the  DIVISION  OF  NEUROLOGY  AND  PSYCHIATRY  OF  TOURO 
INFIRMARY  under  a National  Institute  of  Mental  Health  Grant. 


GUEST  LECTURERS  INCLUDE: 

JACK  EWALT,  M.  D.,  Prof,  orf  Psychiatry,  Harvard 
Med.  School.  Past  Pres,  of  American  Psychiatric 
Association,  Boston,  Mass. 

JOHN  LAMBERT.  M.  D.,  Medical  Director,  Four 
Winds  Hospital,  Washington,  D.  C, 

ZIGMOND  LEBENSOHN,  M.  D„  Chief,  Dept,  of 
Psychiatry.  Sibley  Memorial  Hospital,  Washing- 
ton, D.  C. 

WILLIAM  SHEELEY,  M.  D„  Director  of  Psychiatry 
and  Medical  Practice  Project  of  the  A.  P.  A.. 
Washington,  D.  C. 

PHILIP  SOLOMON.  M.  D„  Chairman,  A.  P.  A. 
Committee  on  Medical  Practice,  Boston,  Mass 


Course  will  be  given  at  Jung  Hotel,  1500  Canal 
Street,  New  Orleans,  La.  Hotel  reservations  to  be 
made  directly  with  the  Jung  or  hotel  of  your  choice. 
Registrants  who  would  like  to  enjoy  Mardi  Gras 
(March  2)  are  urged  to  make  hotel  reservations 
immediately. 

Guest  speaker  for  the  luncheon  on  March  4 will 
be  George  Burch,  M.  D.,  Henderson  Professor  and 
Chairman.  Deot.  of  Medicine,  Tulane  Medical  School. 
Subject:  Emotions  and  Cardiovascular  Disease." 

Cost  of  luncheon  included  in  registration  fee.  At 
the  end  of  Friday’s  session,  there  will  be  a dutch 
treat  two-hour  cocktail  party  with  George  Lewis  and 
his  band  from  Preservation  Hall  entertaining. 


AMONG  TOPICS  TO  BE  DISCUSSED; 

‘‘Detection  of  Incipient  Psychiatric  Disorders  Dur 
ing  a General  Medical  Examination” 

“Medical  Practitioners  and  Supportive  Handling  of 
Schizophrenia” 

“Adolescence — Disturbed  and  Disturbing” 

“The  Physician  and  His  Reaction  to  the  ‘Crock’  ” 
“Newer  Thoughts  About  the  Therapy  of  Alcoholism” 
“Medical  Conditions  with  Psychiatric  Manifesta- 
tions” 

“Recognition  and  Treatment  of  Depressive  Reactions 
by  Medical  Practitioners” 

“Treatment  of  Emotional  States  by  the  Medical 
Practitioner” 


GENE  L.  USDIN,  M.  D„  Chief 
Division  of  Neurology  and  Psychiatry 
Touro  Infirmary 
3516  Prytania  Street 
New  Orleans.  La.  70115 

Enclosed  is  my  registration  fee  of  $20  for  the 
“Psychiatry  for  the  Medical  Practitioner”  course 
to  be  given  March  4-6,  1965,  at  the  Jung  Hotel. 
(Checks  should  be  made  payable  to  the  Touro 
Infirmary.) 
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ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


...but  if  your  patient  can’t  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 

0RNADE*^t„4.».*  SPANSULE®Sil“*" 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  50  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.S  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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BUREAU  OF  VITAL  STATISTICS 
Ralph  W.  Roberts,  M.  S.,  Director 
PROVISIONAL  BIRTH  AND  DEATH 
STATISTICS  AND  COMPARATIVE  DATA, 
OCTOBER,  1964 


Number 

Rates* 

Live  Births 

Registered 

(Annual  Basis) 

During 
October  1964 

Deaths 

Causes  of  Death 

Total 

White 

Non- 

White 

1964 

1963 

1962 

Live  Births | 

6,852 

4,501 

2,351 

23.8 

23.9 

23.8 

Deaths  

2,654 

1,738 

916 

9.2 

8.7 

8.8 

Fetal  Deaths 

144 

55 

89 

20.6 

12.2 

19.2 

Infant  Deaths — 

under  one  month 

158 

85 

73 

23.1 

22.4 

21.9 

under  one  year | 

218 

109 

109 

31.8 

30.3 

28.7 

Maternal  Deaths 

1 

1 

1.4 

10.0 

4.4 

Causes  of  Death 

Tuberculosis,  001-019 

21 

10 

11 

7.3 

10.5 

7.8 

Syphilis,  020-029  

4 

3 

1 

1.4 

1.4 

1.1 

Dysentery,  045-048  

2 

2 

0.7 

0.4 

Diphtheria,  055  . 

1 

1 

0.3 

Whooping  cough,  056 

Meningococcal  infec- 

tions,  057  

3 

1 

2 

1.0 

1.4 

0.4 

Poliomyelitis,  080,  081 

Measlpfi,  085 

1 

1 

0.3 

Malignant  neo- 

plasms,  140-205 

374 

271 

103 

129.7 

123.6 

130.5 

Diabetes  mellitus,  260 

48 

30 

18 

16.6 

10.8 

10.2 

Pellagra,  281  

0.4 

Vascular  lesions  of 

central  nervous  sys- 

tern,  330-334 

382 

244 

138 

132.4 

111.4 

120.6 

Rheumatic  fever. 

400-402  

0.3 

1.1 

Diseases  of  the 

heart,  410-443 

850 

618 

232 

294.7 

285.6 

291.6 

Hypertension  with 

heart  disease,  440-443 

97 

40 

57 

33.6 

40.2 

43.4 

Diseases  of  the 

arteries,  450-456 

58 

37 

21 

20.1 

20.2 

16.9 

Influenza,  480-483 

2 

1 

1 

0.7 

1.0 

1.4 

Pneumonia,  all  forms. 

490-493  

68 

34 

34 

23.6 

22.3 

19.0 

Bronchitis,  500-502 

5 

5 

1.7 

1.4 

1.1 

Appendicitis,  550-553 

1 

1 

0.3 

0.7 

0.7 

Intestinal  obstruction 

and  hernia,  560, 

561,  570 

17 

12 

5 

5.9 

4.5 

6.7 

Gastro-enteritis  and 

colitis,  under  2, 

571.0,  764 

10 

5 

5 

3.5 

4.5 

3.9 

Cirrhosis  of  liver,  581.... 

18 

12 

6 

6.2 

9.1 

7.0 

Diseases  of  pregnancy 

and  childbirth. 

640-689  

1 

1 

1.4 

10.0 

4.4 

Congenital  malforma- 

tions,  750-759  

26 

20 

6 

3.8 

4.7 

6.2 

Inimaturity  at  birth. 

774-776  

43 

20 

23 

6.3 

7.3 

8.1 

Accidents,  total,  800-962 

180 

123 

57 

62.4 

60.1 

61.7 

Motor  vehicle  acci- 

dents,  810-835,  960 

91 

59 

32 

31.6 

29.7 

36.3 

All  other  defined 

causes  

393 

239 

154 

136.3 

127.5 

123.1 

Ill-defined  and  un- 

known  causes. 

780-793,  795 

146 

53 

93 

50.6 

45.0 

43.7 

•Rates:  Birth  and  death — per  1.000  population 
Infant  deaths — per  1,000  live  births 
Fetal  deaths — per  1,000  deliveries 
Maternal  deaths — per  10,000  deliveries 
Deaths  from  specified  causes — per  100,000  population 
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Step  1. 
one  drop  of 
capillary  or 
venous  blood 


Step  2. 

wash  away  blood 
at  exactly 
one  minute 


li — S 

Step  3. 
immediately 
compare  with 
color  chart 


NEW 


DEXTROSTIX® 


..for  quantitative  blood-glucose  estimations 


BRAND 


REAGENT  STRIPS 


With  Dextrostix,  quantitative  blood-glucose 
estimations  are  possible  in  one  minute.  Utiliz- 
ing one  drop  of  either  capillary  or  venous 
blood,  testing  can  be  completed  while  the  pa- 
tient is  still  in  the  office.  Thus  with  Dextrostix 
you  have  a diagnostic  aid  of  great  versatility. 
A clinically  significant  range  of  readings  is 
available  with  easy-to-use  Dextrostix,  mak- 
ing this  new  test  invaluable  in  physical  exam- 
inations, routine  checkups  of  your  diabetic 
patients,  and  in  emergencies. 


Dextrostix  provides  fast,  simple  screening 
for  diabetes  in  its  earliest  stages.  Recent  inves- 
tigation has  indicated  that  “...there  is  a large 
group  of  patients  with  mild,  asymptomatic, 
diabetes  mellitus  who  remain  undetected  un- 
less blood  tests  are  employed  routinely.”* 

Available:  No.  2888  Bottle  of  25  Reagent 
Strips  (color  chart  provided  on  bottle  label). 

AMES  COMPANY.  INC  • Elkhart,  Indiana 
^Spaulding,  W.  B. ; Spitzer,  W.  O.,  and 
Truscott,  E W. : Canad.  M.  A.  J.  59:329,  1963.  AfS/lES 


78964 


^-ROCHE^ 


for 

The  Age  of 
Anxiety 


LIBRIUM 

(chlopdiazepoxide 

HGI) 


»fca 

'>'0Se5ftfVrr 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxii 
and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i 
Caut/ons  — Occasional  side  effects,  often  dose-related,  ; 
dro\wsiness,  ataxia,  minor  skin  rashes,  menstrual  irregul 
ities,  nausea  and  constipation.  Paradoxical  reactions  nr 
occasionally  occur  in  psychiatric  patients.  Individual  main 
nance  dosages  should  be  determined.  Advise  patients  agaii 
possibly  hazardous  procedures  until  maintenance  dosage 
established.  Though  compatible  with  most  drugs,  use  care 
combining  with  other  psychotropics,  particularly  MAO  inhi 
tors  or  phenothiazines;  warn  patients  of  possible  combin 
effects  with  alcohol.  Observe  usual  precautions  in  impair 
renal  or  hepatic  function,  and  in  long-term  treatment. 
Supp//ed— Capsules,  5 mg,  10  mg  and  25  mg,  bottles 
50  and  500. 


Roche  Laboratories,  Division  of  Hoffmann-  La  Roche  li 
Nutley,  N.J.  07110 


Make  your  plans  now  to  attend  the  annual  session  in  Birmingham  April  22,  23  and  24, ’65 


0^  tlie  3 

oA4ec(ica{  (Jlssociat'm 

0^  tk  State 


IN  THIS  ISSUE 

Certain  Axioms  and  Fundamental  Procedures 
Which  have  been  Found  Important  in  Fifty 

Years  of  Treating  Recent  Fractures 217 

utaneous  Larva  Migrans  and  Thiabendazole  . 222 
Analgesic  Nephropathy— Recent  Advances  in 

Study  of  Rheumatic  Diseases 224 

If  Disaster  Strikes  and  There  is  No  Doctor  . . . 232 


fHf  ;T!  r"  Tf  :7' 


AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  Information 
available  to  physicians 
upon  request.  Ell  Lilly 
and  Company.  India- 
napolis 6.  Indiana. 


AMYTAE 

AMOBARBITAL 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 


PARKE-DAVIS 


extends  horizons 

This  agent  "...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent; 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  v/ith  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm.and0.03  Gm. 

*Roseman,  E.:  Neurology  11:912,  1961.  33661 


PARKE-DAVIS 


4$192 


for  fever  blisters 
and  canker  sores 
of  herpetic  origin 


Lactinex 


TABLETS  & 
GRANULES 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults. ^ 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.^’  ^ 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman,  H.M.:  Minn.  Med..  Vol.  38,  Jan.  1955.  (2) 
Path,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(i)  McGivney,  J.:  Texas  State  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Oral  Surg.,  Anes.  <i  Hasp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  IVeekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


A 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.;  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (’AVo) 
and  children  ('UVo),  in  solutions  of  Vs,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l/l//i7fhrop 


(1639M) 


A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SUBSTERNAL 


MILTRATE' 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Effective  tranquilization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications:  'Miltrate'  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 

the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  — May  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CML-4087 
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kills  Haemophilus  influenzae 
in  respiratory  infections 


’ictron  micrograph  of  normal  H.  influenzae  organism. 


'^nv  broad-spectrum  penicillin: 

iiost  active  antibiotic  against  Haemophilus  influ- 
i’Zae'^'^—a  major  pathogen  in  chronic  bronchitis 
id  respiratory  infections  in  children 

emonstrated  clinical  efficacy  and  safety  in  chronic 
:onchitis^i® 

nore  effective  than  tetracycline  in  reducing  spu- 
!m  in  chronic  bronchitis'^ 

uual  Adult  Dosage:  250  mg.  every  six  hours.  Usual  Dos- 
:>e  for  Children  — (under  13  years,  whose  weight  will  not 
isult  in  a dosage  higher  than  that  recommended  for 
jlults)  100  mg./Kg./day  in  divided  doses  every  six  or 
ght  hours  for  moderately  severe  infections;  200  mg./ 
g./day  in  divided  doses  every  six  hours  for  severe 
fections. 


Electron  micrograph  of  H.  influenzae  after  a 2-hour  exposure 
to  a therapeutic  (8y/ml.)  dose  of  PENBRITIN  (ampicillin). 


Contraindications:  (1)  Hypersensitivity  to  penicillin. 
(2)  Infections  by  penicillinase-producing  staphylococci 
or  other  penicillinase-producing  organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes,  diarrhea, 
nausea  and  vomiting,  have  occasionally  appeared. 

Precautions : As  with  other  antibiotics,  precautions  should 
be  taken  against  gastrointestinal  superinfection.  To  date, 
safety  for  use  in  pregnancy  has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250  mg.  of 
ampicillin.  Bottles  of  16  and  100. 

References:  1.  Millard,  E J.  C.,  and  Batten,  J.  C.:  Brit.  M.  J.  f:1159  (April 
28)  1962.  2.  Ivler,  D.,  et  al.:  Abstracts,  Third  Interscience  Conference  on 
Antimicrobial  Agents  and  Chemotherapy,  October  1963,  p.  32.  3.  Stewart, 
G.  X:  Pharmakotherapia  i :197,  1963.  (Progress  in  Drug  Therapy).  4.  Grant, 
I.  W B.,  et  al.:  Brit.  M.  J.  u:482  (Aug.  18)  1962.  5.  Millard,  E J.  C.,  and 
Batten,  J.  C.:  Brit.  M.  J.  i:644  (March  9)  1963.  6.  Oswald,  N.  C.:  Postgrad. 
Med.  55:233  (March)  1964.  7.  Howells,  C.  H.  L.,  and  Tyler,  L,  E.:  Brit.  J. 
Clin.  Pract.  i?':321  (June)  1963.  8.  May,  J.  R.,  and  Delves,  D.  M.:  Thorax 
1.9:298,  1964.  9.  May,  J.  R.,  et  al.:  Lancet  u:444  (Aug.  29)  1964.  10.  Pines, 
A.:  Lancet  ii:445  (Aug.  29)  1964.  


KILLS  BACTERIA... DOES  NOT  JUST  SUPPRESS  THEM 

PENBRITIN' 

Brand  of  Ampicillin 


A YERST  LABORATORIES,  NEW  YORK,  N.Y 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC 


ANNOUNCING  THE  NEW  RITTER  ®4?<@'^''tABLE 


Now  you  can  have  a power  table 
in  all  your  treatment  rooms!  No  long- 
er need  you  use  back-breaking  fixed- 
height  tables  for  patient  examination 
and  treatment.  Now  Ritter  has  made 
it  so  easy  to  move  up  a notch  to  a 
power  table  that  you  can  hardly  af- 
ford to  deny  yourself  its  advantages! 

The  new  Ritter  ‘'45"  Table  raises 
and  lowers  softly  with  just  a touch  of 
the  toe  on  the  convenient  foot  con- 
trols. Back  and  seat  sections  adjust 


easily,  independently.  This  new  Ritter 
"45”  Table  also  has  built-in,  retract- 
able armboard,  Ritter  quality  pull-out 
stirrups,  convenient  drain  pan  and 
a choice  of  six  rich  upholstery  colors. 

Investigate  this  new  table  today. 
Take  much  of  the  "physical  work” 
out  of  your  practice  by  putting  a "45” 
Table  in  it. 

ASK  ALSO  FOR  LATEST  LITERATURE 
ON  THE  FAMOUS  RITTER  "75"  TABLE 


DURR  SURGICAL  SUPPLY  CO. 


Three  Stores  to  Serve 
You  Better. 

2061  W.  Fairvlew 
Montgomery  8,  Alabama 

936  So.  19th  St. 

Birmingham,  Alabama 

10005  S.  Memorial  Pkwy. 
Huntsville,  Alabama 


Durr  Surgical  Supply  Co. 

Q Please  have  one  of  your  professional  sales 
representatives  call  with  information. 

□ Please  send  me  literature  on  the  new  Ritter 
■'45”  Table. 


Name  

Address  

City  State 
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[^‘Silicate 

».25„,g. 


3n© 


following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bj  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bs  (Pyridoxine  HCI) 

2 mg. 

Vitamin  Bt2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

def  icien- 

cies.  Supplied  in  decorative  "reminder” 

jars  of  30  (one  month’s  supply) 
(three  months'  supply). 

and  1UU 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River, 


IF  YOU  COULD  BUTSEERMN 

If  you  could  see  pain  itself— not  merely  the  re- 
action to  pain— how  much  more  accurately  you  ^ 
could  appraise  it!  How  much  better  you  could  fi 
note  the  effectiveness  with  which  codeine— in 
safe,  low  dosage— can  confer  full  codeine  bene-  ™ 
fits,  when  its  action  is  potentiated  by  simple 
analgesics,  and  enhanced  by  phenobarbital! 

This  is  what  Phenaphen  with  Codeine  provides,  f 
to  enable  you  to  “get  the  best  out  of  codeine”  lA  t 

PHENAPHEN  WITH  CODEINE 

Provides  the  basic  Phenaphen  formula,  plus  Codeine  phosphate  (Warning;  may  be  habit  forming)  in  three  strengths:  Va  gr.  (Phenaphen 
No.  2);  V2  gr.  (Phenaphen  No.  3);  and  1 gr.  (Phenaphen  No.  4).  Basic  Phenaphen  formula;  Phenacetin  (3  gr.)  194.0  mg.;  Aspirin 
(2V2  gr.)  162.0  mg.;  Phenobarbital  (Va  gr.)  16.2  mg.  (Warning:  may  be  habit  forming);  and  Hyoscyamine  sulfate  0.031  mg. 


with  maximal  safety  from  the  risk  of  incurring 
codeine  side  effects.* •••••••••••• 

Contraindications:  Hypersensitivity  to  any  in- 
gredient. Precautions:  As  with  all  phenacetin- 
containing  products,  avoid  excessive  or  pro- 
longed use.  Side  effects:  Side  effects  are  un- 
common-nausea, constipation  and  drowsiness 
have  been  reported.  ••••••••••••• 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA. 


nothing,  that  is,  except  the 

sedative-antispasmodic  action  of  DONNATAL" 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.^-® 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  \with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

*This  one  at  Oak  Creek,  Castle  Rock,  Ariiona 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer^— selectively  include  only  the  therapeuti- 
cally desired  alkaloids  in  preciselyand  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbital.® 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders. . . in  peptic 
ulcer,^®  functional  bowel  distress,^  gastroin- 
testinal spasm  and  discomfort, ^ and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


References:  1.  Hock,  C.  W.:  Clin.  Med.  8:1932,  1961.  2.  Marks,  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L.,  and  Kirsner, 
J.  B.:  Therapeutics  in  Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  Ed., 
Hoeber,  New  York,  1953,  p.  368.  4,  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J.A.M.A.  115:333,  1940.  6.  Wharton,  G.  K.,  Balfour,  D.  C„  Jr.,  and 
Osman,  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
— well  over  5 billion  doses! 


Donnatal 


In  each  Tablet,  Capsule 
or  5 cc.  Elixir 

0.1037  mg.  hyoscyamine  sulfate 

0.0194  mg.  atropine  sulfate 


In  each  In  each  Tablet,  Capsule  In  each 

Extentab®  or  5 cc.  Elixir  Extentab® 

0.3111  mg.  0.0065  mg.  hyoscine  hydrobromide  0.0195  mg. 

0.0582  mg.  16.2  mg.  (Va  gr.)  phenobarbital  (%  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming.) 


“Gesundheit!” 


...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 


^EMPRAZir 


Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazil’®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine— on  prescription  only— as 
■EMPRAZIL-C’®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


TABLETS 


Phenacetin 
Aspirin  . . 
Caffeine  . 


150  mg. 
200  mg. 
30  mg. 
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6^  Of  425  patients  with  confirmed 

■ 387  or  91.1%  were  treated 
successfully  with  Signemycin° 


Note: 

Loughlin  and  co-workers* 
achieved  cure  (absence  of 
parasites)  in  all  1 00  of 
their  patients  with  chronic 
amebic  colitis.  Feces  be- 
came negative  in  all  within 
the  planned  ten-day 
period  of  Signemycin  ad- 
ministration. Upon  re-ex- 
amination of  the  feces  six 
weeks  later,  the  offending 
pathogen  (E.  histolytica) 
had  reappeared  in  only  7 
cases. 

•Loughlin,  E.  H.  et  al.:  Anti- 
biot.  Med.  7:739,  Dec.,  1960 


Condition 

No.  of 
Patients 

No.  Responded 
to  Signemycin 

Amebiasis 

237 

222 

Cholecystitis  and 
cholangitis 

105 

97 

Enteritis 

41 

31 

Peritonitis 

15 

14 

Various,  including 
pancreatitis,  appendicitis 
and  colitis 

27 

23 

Totals 

425 

387  (91.1%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 


Science  for  the  worid’s  well-being®  Since  1849 

PFIZER  LABORATORIES  Division, Chas.Pfizer&Co., Inc.  New  York,  NewYork10017 
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Bacterial 

Discomfort  of 

U.R.I. 

U.R.I. 

L 

Bring  the  treatment  together 
in  a single  prescription 


Each  tablet  contains:  Caffeine 30  mg. 

ACHROMYCIN®  Tetracycline  HCI  , 125  mg.  Salicylamide 150  mg. 

Acetophenetidin  (Phenacetin) 120  mg.  Chlorothen  Citrate 25  mg. 

Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  relief 
in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness  (so  one 
should  not  drive  while  on  drug),  slight  gastric  distress,  overgrowth  of  nonsusceptible  organisms. 
Tooth  discoloration  may  occur  if  given  during  tooth  formation  (late  pregnancy,  the  neonatal 
period,  early  childhood).  Reduce  dosage  in  impaired  renal  function.  Increased  intracranial  pres- 
sure is  a possible  complication  in  infants.  Average  adult  dosage:  2 tablets  four  times  daily,  given 
at  least  1 hour  before  or  2 hours  after  meals. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


14 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABA  ' 


I 

I 

i 


Of  748  patients  with  confirmed 
G.U.  infections... 

684  or  91.4%  were  treated 
successfully  with  Signemycin^ 


Note: 

The  efficacy  of  Signemycin 
was  shown  in  a study  of 
nongonococcal  urethritis 
involving  over  1600  pa- 
tients.* A comparison  of 
the  cure  rates  of  sixteen 
antibiotic  and  chemothera- 
peutic agents  revealed 
that  Signemycin  had  the 
highest  incidence  of  suc- 
cessful response.  One  hun- 
dred and  six  patients  were 
treated,  of  which  82  were 
followed,  with  cures  in  70. 

•Willcox.  R.  R.  and  Rosedale, 
N.:  Brit.  J.  Vener.  Dis.  38:19, 
Mar.,  1962. 


Condition 

No.  of 
Patients 

No.  Responded 
to  Signemycin 

Cystitis 

29 

25 

Pyonephritis 

30 

28 

Pyelocystitis 

119 

112 

Prostatitis 

14 

13 

Gonorrhea 

66 

64 

Lymphogranuloma  venereum 

96 

96 

Syphilis 

31 

31 

Urethritis,  nonspecific 

149 

131 

Various,  including  infections 
seen  with  impaired  urinary 
flow  or  lithiasis 

214 

184 

Totals 

748 

684  (91.4%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg, ) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 


Science  for  the  world's  well-being®  Since  1849 

PFIZER  LABORATORIES  Division,Chas.Pfizer  & Co.,  Inc,  New  York,  New  York  10017 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin^ 


^Ote:  Condition  No.  of  No.  Responded 

The  high  rate  of  response Patients To  Signemycin 


to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 

Ear,  nose  and  throat  infections 

507 

465 

many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 

Respiratory  infections 

1,028 

954 

infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 

Gastrointestinal  infections 

425 

387 

treatment  failures  on 
other  therapy.  T87 
In  addition  the  following 

Genitourinary  infections 

748 

684 

criteria  were  used  for 

the  cases  cited:  (1)  only 
published  results  were 

Skin  and  soft-tissue  infections 

1,088 

1,036 

used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
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ings  (3)  patients  were 
cured,  not  "Improved” 

(4)  dosage  conformed  with 
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current  recommenda- 
tions in  the  United  States 
(5)  no  other  anti-infective 

Obstetrical  & gynecological  infections 
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320 

agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 

Miscellaneous  conditions 

592 

570 

eluded  in  these  tabulations. 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 
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as  triacetyloleandomycin,  83  mg. 
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not  all  but  z^YCost 
bacterial  respiratory 
tract  infections 
yield  toM — > 


therapeutically 
the  z^^fCost  active 
erythromycin 
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ence of  food,  and  (2)  is  better  absorbed  from  the  intestine. 
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lating action  of  Ilosone  on  the  alimentary  tract. 
Although  allergic  manifestations  are  uncommon 
with  the  use  of  erythromycin,  there  have  been 
occasional  reports  of  urticaria,  skin  eruptions, 
and, on  rare  occasions,  anaphylaxis.  Contraindi- 
cations: Ilosone  is  contraindicated  in  patients 
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Certain  Axioms  and  Fundamental  Procedures 
Which  Have  Been  F ound  Important 
In  Fifty  Years  Of  Treating  Recent  Fractures 

H.  EARLE  CONWELL,  M.  D..  F.  A.  C.  S. 

Birmingham,  Alabama 


1.  There  will  always  be  those  who  will  for- 
get to  use  certain  methods  that  they 
have  found  in  the  past  to  be  most  bene- 
ficial. 

2.  Too  frequently  there  are  ambitious  sur- 
geons who  do  not  use  their  own  experi- 
ence and  good  judgment  which,  when 
properly  employed,  would  lead  to  many 
more  successful  surgical  procedures.  The 
surgeon  must  have  sharp  eyes  at  the  ends 
of  his  fingers  and  not  always  a scalpel. 

3.  Adjust  your  personality  to  the  patient’s 
personality  and  try  to  persuade  his  per- 
sonality to  yours  at  all  stages  of  con- 
valescence and  then  there  will  be  better 
co-operation  between  patient  and  doctor, 
making  it  easier  to  carry  out  proper  care. 


Dr.  Conwell  is  Associate  Professor  Emeritus, 
Orthopaedic  Surgery,  University  of  Alabama  Med- 
ical College,  a Life  Counsellor,  Medical  Associa- 
tion of  the  State  of  Alabama,  and  Chief,  Conwell 
Orthopaedic  Clinic. 

At  the  Annual  Meeting  of  the  Medical  Associa- 
tion of  the  State  of  Alabama  in  April,  Dr.  Con- 
well will  become  a member  of  the  Fifty  Year 
Club  and  will  be  awarded  the  Certificate  of  Dis- 
tinction for  having  practiced  medicine  for  fifty 
years. 


4.  There  is  no  mechanical  equipment  or 
laboratory  test  which  can  compute  a pa- 
tient’s pain  or  the  necessary  compas- 
sion which  the  doctor  should  have. 

5.  Consideration  of  the  patient’s  general 
condition  comes  first.  Then  associated 
complications  and  other  factors  can  be 
considered,  such  as:  severity  of  the  local 
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trauma  and  then  sev'^erity  of  bone  dam- 
age. Use  gentle  handling  before  surgery 
thereby  preventing  further  trauma. 

6.  Techniques  in  fracture  treatment  have 
been  spoken  of  often  as;  (1)  Closed  or 
conservative  fracture  treatment,  or  (2) 
Open  or  radical  fracture  treatment.  To- 
day, neither  should  be  spoken  of  as  such. 
So-called  conservative  treatment  can  be 
the  most  traumatizing,  if  improperly 
used,  as  the  open  or  internal  fixation 
method  of  applying  unnecessary  hard- 
ware and  with  too  much  use  of  the 
scalpel.  Both  methods  many  times  pro- 
duce more  trauma  complications  than  the 
actual  original  injury. 

7.  There  is  no  such  condition  as  a simple 
fracture.  All  fractures  are  either  OPEN 
or  CLOSED,  either  of  which  may  be  a 
complex  fracture.  A complex  open  or 
complex  closed  fracture  is  always  where 
there  is  severe  damage  to  the  bone,  the 
surrounding  tissues  and  other  parts  in- 
volved. 

8.  Adjust  the  treatment  to  the  fracture  and 
not  the  fracture  to  the  treatment.  It  must 
be  remembered  that  treatment  of  a frac- 
ture is  not  just  a mechanical  problem.  It 
is  only  one  of  the  many  factors  which  we 
have  to  deal  with  in  such  conditions.  To 
do  any  exploration  of  a fracture  just  to 
see  what  is  inside  is  not  any  more  nec- 
essary than  the  inexperienced  general 
surgeon  opening  an  abdomen  to  see  how 
the  appendix  looks,  rather  than  using 
his  judgment,  senses,  ability  to  palpate, 
or  use  other  methods  and  tests,  before 
any  surgery  is  deemed  necessary.  The 
surgeon  should  develop  a sixth  sense 
which  comes  only  by  profiting  from 
reasoning  and  from  his  experience. 

9.  Never  make  a diagnosis  as  “FUNCTION- 
AL,” nor  “NEUROTIC.”  This  is  an  ad- 
mission on  the  part  of  the  doctor  that  he 
is  not  able  to  make  a diagnosis. 

10.  Traction  to  the  extremities  in  fracture 
cases  has  too  frequently  been  neglected — 
more  so  today  than  ever  before. 


11.  Open  surgery,  even  when  meticulously 
done,  should  not  be  done  to  severely 
traumatized  tissue  JUST  TO  GET  PER- 
FECT BONE  APPROXIMATION  at  the 
sacrifice  of  further  soft  tissue  damage. 
The  blood  supply  of  the  damaged  tissue 
must  be  taken  into  serious  consideration. 
Mechanical  fixation  is  sometimes  neces- 
sary but  it  is  not  always  the  foremost 
factor. 

12.  Perfect  apposition  is  important  but,  by  no 
means,  always  necessary  in  fracture 
treatment,  especially  at  the  expense  of 
more  soft  tissue  damage.  A good  align- 
ment of  a fracture  with  proper  care  to 
the  tissues  can,  in  most  instances,  bring 
about  as  good  functional  results  as  too 
much  open  surgery.  More  and  more  ex- 
perienced leaders  in  traumatic  bone  sur- 
gery of  recent  fractures  are  today  elimi- 
nating the  indiscriminate  open  reductions 
of  these  fractures  and  their  results  are 
definitely  far  superior,  resulting  in  ear- 
lier union,  better  function,  less  disability 
and  less  infection  by  treatment  of  frac- 
tures by  the  closed  method. 

13.  Metal  is  to  be  used  only  seldom  in  youth- 
ful bones,  which  often  causes  interfer- 
ence in  growth.  Application  of  metal  to 
bone  often  means  subsequent  surgical  re- 
moval, causing  further  trauma  and  ex- 
posure to  potential  infection  again, 
whether  the  patient  is  an  adult,  adoles- 
cent, or  a child. 

14.  Never  depend  on  antibiotics  to  cure  the 
sins  of  poor  technique.  This  is  an  admis- 
sion of  poor  surgical  procedures. 

15.  Unnecessary  open  surgery  with  the  use 
of  too  much  metal  fixation  can  be 
disastrous.  This  method  is  not  always  the 
quickest  and  best  way  for  early  safe 
ambulation,  good  union  and  recovery. 
Such  technique  may  cause  bad  results  in 
the  form  of  non-unions,  delayed  unions 
and  sometimes  infections.  There  is  too 
frequently  a desire  to  make  a robot  of  the 
fracture  case  and  we  do  not  desire  to 
make  robots  of  our  patients.  It  often 
takes  a more  experienced  and  dextrous 
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surgeon  to  reduce  a fracture  by  closed 
manipulation  than  by  open  operation. 
Full  knowledge  of  anatomy  and  the 
dexterity  of  the  surgeon  are  fully  as  im- 
portant or  more  important  than  many 
procedures  done  with  a knife. 

16.  In  too  many  hospitals  today  a closed  re- 
duction under  fluoroscopic  inspection  in 
the  Radiology  Department  (with  local 
or  general  anesthesia)  is  so  rare  that  the 
personnel  looks  at  one  in  amazement 
when  such  a request  is  made. 

17.  Advise  the  patient  to  return  for  another 
visit  at  least  once  after  the  original 
examination.  Often  in  a patient  with 
multiple  injuries  you  may  find  further 
pathology  which  was  not  recognized  on 
the  first  examination.  Always  take 
X-rays  of  the  suspiciously  injured  areas. 
A superficially  injured  wrist  or  other 
area  may  be  fractured. 

18.  When  over  five  to  six  per  cent  of  open 
reductions  of  recent  fractures  are  done  in 
the  average  fracture  clinic,  too  many 
open  reductions  are  being  done  and  any 
individual  surgeon  or  group  of  surgeons 
should  stop  and  evaluate  their  results  on 
these  before  continuing  to  do  open  oper- 
ative procedures. 

19.  The  question  of  time  is  certainly  a great 
factor  in  the  repair  of  fractures.  Repair 
has  just  begun  when  the  wound  is  closed, 
or  when  the  cast  is  applied.  Pre-  and 
postoperative  observation  of  circulation 
of  the  extremities  is  imperative!! 
Neither  is  convalescence  ended  when  the 
patient  is  discharged  from  the  hospital.  A 
surgeon’s  convalescence  care  of  the  frac- 
ture case,  demands  days,  weeks,  and  even 
months  of  observation  and  advice  by  the 
surgeon. 

20.  It  is  not  the  most  important  consideration 
immediately  following  an  injury  to  see 
how  early  a patient  walks,  how  soon  he 
can  get  out  of  the  hospital,  or  how 
quickly  he  can  get  back  to  work.  The 
rebound  is  often  reactionary  and  he  has 
to  be  readmitted  to  the  hospital  because 


of  complications  resulting  in  a longer 
hospital  convalescence  and  care.  Often 
he  develops  added  disabilities  which 
were  not  directly  caused  by  the  injury. 
Besides,  it  must  be  remembered  that  the 
patient  with  a major  fracture  of  the  ex- 
tremities is  not  going  many  places  re- 
gardless of  what  type  of  fixation,  internal 
or  otherwise,  is  carried  out.  The  direct 
point  to  remember  is  to  treat  the  pa- 
tient’s injury  according  to  his  individual 
case  and  not  by  mass  production  or  law 
of  averages. 

21.  Perfect  bone  union  is  not  always  neces- 
sary if  clinical  examination  shows  signs 
of  fair  stability  as  far  as  weight  bearing 
is  concerned.  Frequently  such  cases  can 
be  supported  in  braces  so  that  physical 
therapy  can  be  used.  This  stimulates  cir- 
culation and  thereby  later  can  bring 
about  union. 

22.  If  the  doctor  cannot  find  the  definite 
cause  of  complaints  from  trauma  by  the 
patient,  even  after  thorough  observation 
and  examination,  he  should  still  hold  off 
the  diagnosis  of  a malingering  patient,  or 
a psychiatric  one,  for  a while  at  least  and 
should  not  put  him  aside.  Be  your  own 
psychiatrist.  You  are  supposed  to  have  a 
few  qualifications  as  such  and  your  pa- 
tient will  develop  a confidence  in  your 
eagerness  to  find  positive  or  negative 
findings.  You  will  find  that  the  confi- 
dence of  the  patient  in  you  as  his  sur- 
geon, as  it  should  be,  will  many  times  do 
away  with  traumatic  malingering  or 
psychosis.  The  compensation  case  or  the 
automobile  liability  injury  can  have  just 
as  sincerely  real  pain  from  an  injury  as 
thousands  of  household  or  other  types  of 
injuries. 

23.  Worries  and  concerns  of  the  patient  may 
become  important  psychological  concerns 
to  him.  When  the  doctor  shows  uncon- 
cern it  may  cause  lack  of  confidence  of 
the  patient  in  the  doctor,  or  even  lack  of 
co-operation  in  the  attitude  of  the  patient. 
Treatment  and  attention  given  at  the 
right  time  usually  prevent  major  worries 
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of  the  patient  and  doctor  with  better  re- 
sults. The  patient’s  complaints,  both 
small  and  large,  come  first.  Treatment  of 
such  may  prevent  untoward  PSYCHO- 
LOGICAL reactions  on  the  part  of  the 
patient. 

24.  Insurance  companies  can  aid  the  doctor 
in  alleviating  the  patient’s  worries  with- 
out loss  on  their  part  by  adjusting  their 
scale  of  benefit  payments  to  more  closely 
approximate  the  medical  services  actual- 
ly performed  by  the  doctor.  There  ap- 
pears to  be  a need  to  up-date  actuarial 
tables  on  which  policy  premium  cost 
must  be  based.  It  is  suggested  that  a 
study  of  past  case  histories  be  made  by 
an  actuary  working  together  with  an  ex- 
pert medical  authority  to  establish  a 
more  definitive  interpretation  of  the 
medical  language  of  the  case  history. 
This  finer  definition  would  then  enable 
the  actuary  to  prepare  his  charts  more 
accurately  by  knowing  the  interpretation 


Yours  is  an  unusual  split  personality  — 10% 
nice  guy,  90%  jerk  . . . 

Nebraska  Medical  Journal 


which  would  be  made  by  the  insurance 
company.  At  present,  it  seems  that  the 
criterion  for  insurance  consideration  is  a 
surgical  incision.  Unfortunately,  at  times 
this  may  influence  the  surgeon  when 
there  is  limited  benefit  coverage  for  his 
professional  services  if  no  incision  is 
made.  This  study  would  diminish  the 
payments  on  the  open  operative  proce- 
dures of  fractures  and  would  raise  the 
benefits  on  treatment  of  the  closed  frac- 
tures of  the  complex  type.  Insurance 
companies  would  benefit  by  being  able  to 
show  the  public  a coverage  in  more  direct 
proportion  to  the  cost  of  the  treatment 
and  would  eliminate  to  a large  degree 
the  current  complaint  that  doctors  and 
insurance  companies  should  get  together 
on  their  charges  and  coverages. 

25.  Don’t  delegate  the  apparently  hopeless 
cripple  to  the  “ash  heap.”  While  there  is 
life  and  hope  there  is  rehabilitation! 

26.  Too  often  a new  method  in  the  treatment 
of  fractures  is  hailed,  published  and  put 
into  practice  before  the  wounds  may  even 
have  healed  from  such  treatment.  Time 
must  be  allowed  for  the  results  to  be 
evaluated.  Too  frequently  poor  results 
and  complications  are  not  reported  from 
open  fracture  treatment  and,  if  reported, 
would  show  the  way  for  less  open  frac- 
ture surgery  or  show  the  importance  for 
improved  techniques  for  such.  Too  often 
a series  of  a few  cases,  or  even  only  one 
case,  is  reported  too  early  when  more 
time  is  necessary  for  decisions  to  be 
made.  Unusual  surgical  procedures  are 
acclaimed  many  times  in  the  press  as 
“successful”  within  days  or  even  hours 
of  their  performance.  No  serious  con- 
sideration should  be  given  such  reports, 
not  only  by  the  press,  but  by  the  medical 
profession. 

27.  Alexander  Pope  correctly  stated  “BE 
NOT  THE  FIRST  BY  WHOM  THE  NEW 
ARE  TRIED,  NOR  YET  THE  LAST  TO 
LAY  THE  OLD  ASIDE.”  It  must  be  re- 
membered that  we  should  not  discard 
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that  part  of  the  old  which  has  been  found 
good  and  replace  it  with  the  untried  or 
unproven  new. 

28.  Finally — Be  ever  interested  in  and  dedi- 
cated to  your  profession.  You  will  never 
want  to  retire  and  you  will  never  grow 
old. 
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Graduate  Medical  Assembly 
To  Convene  In  New  Orleans 

The  New  Orleans  Graduate  Medical  As- 
sembly is  scheduled  to  open  its  28th  annual 
meeting  at  the  Roosevelt  Hotel  on  March  8 
through  11.  Lecturers,  symposia,  clinico- 
pathologic  conferences,  round-table  lunch- 
eons, medical  motion  pictures,  technical  ex- 
hibits and  outstanding  speakers  will  make 
this  an  informative  conference.  The  follow- 
ing speakers  will  appear  on  the  program: 

Wiley  Mitchell  Sams,  M.  D.,  Miami,  Fla., 
Dermatology. 

Maurice  L.  Kelley,  Jr.,  M.  D.,  Rochester,  N. 
Y.,  Gastroenterology. 

Robert  I.  Wise,  M.  D.,  Philadelphia,  Pa., 
General  Practice. 

Curtis  J.  Lund,  M.  D.,  Rochester,  N.  Y., 
Gynecology. 

S.  Gilbert  Blount,  M.  D.,  Denver,  Colo., 
Internal  Medicine. 

Jerome  W.  Conn,  M.  D.,  Ann  Arbor,  Mich., 
Internal  Medicine. 

Francis  Murphey,  M.  D.,  Memphis,  Tenn., 
Neurologic  Surgery. 

Bayard  Carter,  M.  D.,  Durham,  N.  C.,  Ob- 
stetrics. 

William  F.  Hughes,  M.  D.,  Chicago,  111., 
Ophthalmology. 

Milton  S.  Thompson,  M.  D.,  San  Antonio, 
Tex.,  Orthopedic  Surgery. 

Benjamin  Castleman,  M.  D.,  Boston,  Mass., 
Pathology. 

Harry  C.  Shirkey,  M.  D.,  Birmingham,  Ala., 
Pediatrics. 

This  conference  is  acceptable  for  twenty- 
nine  accredited  hours  by  the  American 
Academy  of  General  Practice. 

For  information  write:  Secretary,  The  New 
Orleans  Graduate  Medical  Assembly,  Room 
1528,  1430  Tulane  Avenue,  New  Orleans,  La. 
70112. 
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Cutaneous  Larva  Migrans  and  Thiabendazole 

WILLIAM  LIES,  III.  M.  D..  F.  A.  A.  P. 

SAMUEL  K.  MORGAN,  M.  D..  F.  A.  A.  P. 

Dothan,  Alabama 


Cutaneous  larva  migrans  is  a cutaneous 
lesion  commonly  resulting  from  the  exposure 
of  the  unprotected  skin  of  man  to  filariform 
larvae  of  canine  or  feline  strains  of  A.  brazil- 
iense,  A.  caninum  and  rarely  the  human 
hookworms — N.  americanus  and  A.  duodenal. 
It  is  referred  to  by  a variety  of  names  such  as 
“creeping  eruption,”  “ground  itch,”  “sand- 
worm,”  etc.  This  type  of  hookworm  infesta- 
tation  is  found  along  the  sandy  coastal 
stretches  of  the  southeastern  Atlantic  sea- 
board and  around  the  coast  of  the  Gulf  of 
Mexico  and  also  on  the  bathing  beaches  of 
Brazil  and  South  Africa.  Treatment  with 
ethyl  chloride  spray  or  CO^  snow  has  been 
most  unsatisfactory  with  regard  to  adminis- 
tration, acceptability,  and  cure  rate.  Recently 
the  systemic  use  of  Thiabendazole  as  a meth- 
od of  treatment  has  been  advocated  and  it  is 
the  purpose  of  this  paper  to  record  a clinical 
evaluation  of  our  experience  with  this  medi- 
cation. 

While  human  strains  of  ancylostoma  pro- 
duce intestinal  infection  in  man,  the  feline 
and  canine  strains  appear  unable  to  negotiate 
a penetration  beneath  the  stratum  germina- 
tivum  of  human  skin.  When  human  skin  is 
exposed  to  moist  sand  or  earth  which  has 
been  contaminated  with  infected  feces  from 
cats  or  dogs  harboring  ancylostoma,  the  ma- 
ture filariform  larvae  in  the  soil  invade  the 
skin  producing  an  itchy,  reddish  papule  at  the 
site  of  invasion.  Usually  within  two  or  three 
days  the  larvae  produce  a serpignious  tunnel 
in  the  stratum  germinativum.  This  lesion  is 
at  first  erythematous  and  soon  becomes  ele- 
vated and  vesicular.  As  the  larvae  move  on- 
wards, the  abandoned  portions  of  the  tunnels 
become  dry  and  crusty.  The  movements  of 


the  larvae  and  the  tissue  irritation  give  rise 
to  intense  pruritis  frequently  resulting  in 
secondary  pyogenic  infection.  The  larvae 
may  continue  activity  for  several  weeks  or 
even  months  but  very  rarely  reach  the  circu- 
lation. The  lesions  may  be  single  or  multiple 
on  any  body  cutaneous  area  but  most  fre- 
quently on  the  hands  and  feet.  Infection  is 
most  common  during  the  summer  months 
and  during  episodes  of  repetitive  shower  ac- 
tivity resulting  in  damp  soil  conditions. 

During  May  to  November,  1964,  all  patients 
seen  in  our  routine  office  practice  of  pediat- 
rics with  clinical  evidence  of  “cutaneous 
larva  migrans”  were  included  in  this  study. 
Medication  administered  was  Thiabendazole 
in  dosages  of  25  to  50  mgm.  per  kilo/day  in 
both  single  and  divided  doses  for  varying 
periods  of  time  (one  to  three  days).  These 
data  are  summarized  in  table  I.  Most  patients 
received  50  mgm/K/D  in  two  or  three  di- 
vided doses  which  dosage  had  been  found  ef- 
fective in  animal  experimentations.  The  pa- 
tients were  examined  as  to  the  total  number 
of  lesions,  those  that  were  active,  and  the 
degree  of  secondary  infection  present.  Con- 
current therapy  consisted  only  of  medication 
for  secondary  infection  or  non-associated 
conditions  such  as  anemia. 

Side  effects  were  minimal  and  patient’s  ac- 
ceptability to  either  the  oral  suspension  or 
chewable  tablet  was  good.  Vomiting  occurred 
in  four  patients  receiving  the  chewable 
tablets.  Rare  mild  abdominal  pain  was  also 
encountered  but  this  did  not  hinder  the  medi- 
cation regime.  Concurrent  laboratory  exami- 
nations on  random  patients  were  performed. 
Rate  of  cure  with  initial  course  of  treatment 
was  both  subjective  (itching)  and  objective 
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(disintegration  of  larvae),  high,  above  80 
per  cent.  One  patient  who  had  one  active 
lesion  remaining  after  the  first  course  of 
therapy  had  the  single  remaining  lesion 
frozen  with  CO„.  The  remaining  six  were 
retreated  with  complete  cure  resulting.  Ap- 
parently the  most  effective  course  of  treat- 
ment in  this  series  was  50  mgm./K/D  for  72 
hours. 

CASE  REPORT  NO.  I:  Patient  M.  O.,  a 
nine  year  old  white  male,  was  seen  with 
typical  tracts  of  creeping  eruption  of  seven 
days  duration  with  symptomatology  of  con- 
stant itching.  There  was  one  lesion  on  the 
finger  and  three  on  the  foot.  No  previous 
therapy  had  been  given.  C.  B.  C.  on  first 
examination  revealed:  Hgb.,  12.7  gms.;  W.  B. 
C.,  8,800;  Eos.,  5;  Segs.,  56;  Lymphs.,  37; 
Monos.,  2.  Stool  examination  for  ova  and 
parasites  was  negative.  He  was  given  Thia- 
bendazole suspension,  50  mgm./K/D  in  two 
divided  doses  for  two  days.  Pruritis  ceased 
after  the  first  dose  of  Thiabendazole.  On 
examination  ten  days  after  treatment,  the 
tracts  were  entirely  cleared  and  no  re-activa- 
tion had  occurred.  A repeat  C.  B.  C.  revealed: 
Hgb.,  12.7  gms.;  W.  B.  C.,  7,250;  Eos.,  0;  Stabs., 
2;  Segs.,  45;  Lymphs.,  50;  Monos.,  3. 

CASE  REPORT  NO.  II:  Patient  T.  H.,  a 
five  year  old  white  male,  presented  with 
typical  tracts  of  creeping  eruptions  of  seven 
days  duration.  These  were  located  on  his 
feet,  cheek  and  ear  and  followed  playing  in 
damp  sand.  A local  antibiotic  ointment  had 
been  used  without  benefit.  Five  areas  were 
active  and  typical  and  one  suspected  but  in- 
active on  the  cheek.  A C.  B.  C.  showed: 
Hgb.,  11.0  gms.;  W.  B.  C.,  8,500;  Eos.,  5;  Stabs., 
2;  Segs.,  53;  Lymphs.,  39;  Monos.,  1.  A stool 
examination  was  negative  for  ova  and  para- 
sites. He  was  treated  with  Thiabendazole, 
50  mgm/K/D  in  three  divided  doses  for  two 
days.  All  itching  stopped  just  before  com- 
pletion of  therapy.  When  seen  ten  days  after 
therapy,  five  of  the  lesions  had  completely 
healed,  one  had  recurred  one  day  prior  to 
followup  examination.  There  was  some 
secondary  infection  in  this  area  and  exact 
localization  for  local  freezing  could  not  be 
accomplished.  Re-treatment  with  Thiabenda- 


zole in  the  previous  dosage  was  performed. 
He  was  again  re-checked  ten  days  later  and 
was  entirely  well.  A repeat  C.  B.  C.  showed: 
Hgb.,  11  gms.;  W.  B.  C.,  8,200;  Eos.,  1;  Stabs., 
1;  Segs.,  57;  Lymphs.,  38;  Monos.,  3. 


Summary  and  Conclusions 

Forty-five  patients  were  evaluated  using 
Thiabendazole  in  the  treatment  of  cutaneous 
larva  migrans  to  determine  its  effectiveness. 
Rate  of  cure  was  above  80  per  cent  with 
initial  course  and  100  per  cent  with  a second 
course.  Side  effects  were  minimal.  Patient’s 
acceptability  was  good.  It  is  felt  that  this 
drug  shows  great  promise  in  the  treatment 
of  cutaneous  larva  migrans. 


Table  I 


Initial  Course  of  Therapy 


25  mgm./K/D  Single  Dose  48  hrs. 


Complete  cure  0 2 

Partial  Response  0 0 

Failure  0 0 

50  mgm./K/D 

Complete  cure  1 25 

Partial  Response  0 3 

Failure  1 3* 


72  hrs 
1 
0 
0 

9 

0 

0 


(*2  failures  resulted  from  inability  to  retain  wafer) 


Retreatment  Course 

50  mgm./K/D 

Complete  cure  1 5 0 

Partial  Response  0 0 0 

Failure  0 0 0 
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Recenl  Advances  in  Study  of  Rheumatic  Diseases: 
Analgesic  Nephropathy 

FRANK  LEHN,  M.  D. 

Birmingham,  Alabama 


An  ever-increasing  literature  has  appeared 
in  the  past  decade  pertaining  to  the  abuse  of 
analgesic  compounds  containing  phenacetin 
and  the  propensity  of  this  abuse  to  produce 
serious  renal  disease.  The  problem  is  not  rare 
as  is  manifest  by  the  mass  of  literature  and 
the  number  of  cases  reported  both  abroad  and 
in  this  country.  Increasing  concern  has  led 
to  restrictions  on  sale  of  analgesics  containing 
phenacetin  in  Sweden  while  FDA  regulations 
in  this  country  now  require  warning  labels 
on  all  phenacetin-containing  drugs. 

Phenacetin’s  culpability  has  been  corre- 
lated with  its  ubiquity  in  the  compounds 
abused  as  well  as  its  known  capacity  to  pro- 
duce other  toxic  manifestations,  notably  in 
the  red  blood  cell  (methemoglobinemia, 
sulfhemoglobinemia,  anemia)  and  the  central 
nervous  system  (headache,  tremor,  emotional 
lability,  irritability,  twitching,  confusion  and 
insomnia) . 

Recent  findings,  though,  have  tended  to 
broaden  somewhat  the  etiologic  spectrum.  It 
is  important  to  be  aware  of  the  nephrotoxic 
capacities  of  phenacetin  and  other  analgesics 
as  well  as  the  parameters  of  the  entity  of 
analgesic  nephropathy  itself. 

In  1953,  Spuhler  and  Zollinger’  first  de- 
scribed serious  renal  disease  occurring  in  pa- 
tients who  had  consumed  inordinately  large 
amounts  of  various  analgesic  compounds,  all 
of  which  contained  phenacetin  as  one  of  the 
ingredients. 


From  the  Division  of  Rheumatic  Diseases,  De- 
partment of  Medicine,  University  of  Alabama 
Medical  Center,  Birmingham,  Alabama,  made  pos- 
sible by  NIH  TI  AM  5000-10  and  Merck,  Sharp  & 
Dohme,  West  Point,  Pa. 


The  kidneys  of  these  patients  were  de- 
scribed as  being  pale,  variably  normal  or  con- 
tracted in  size,  with  a loss  of  corticomedul- 
lary  demarcation.  Necrosis  of  the  renal  papil- 
lae, either  macroscopically  or  microscopi- 
cally, was  frequently  noted.  Histologically, 
the  interstitial  tissues  were  moderately  in- 
filtrated with  chronic  inflammatory  cells  in 
the  transition  zone  between  cortex  and  me- 
dulla. The  tubules  were  badly  damaged  and 
surrounded  by  fibrosis.  The  glomeruli  and 
renal  vessels  were  usually  spared.  Others” 
commented  on  the  findings  of  abundant  lipo- 
fuscin  pigment  within  the  epithelial  cells  as 
well  as  thickening  of  the  tubular  basement 
membranes  in  their  biopsy  specimens  of  anal- 
gesic nephropathy.  This  basement  mem- 
brane thickening  was  more  severe  in  the 
distal  tubules  and  on  electron  microscopy 
was  seen  to  contain  interfibrillar  granules. 
They  offered  these  findings  as  more  evidence 
for  a specific  analgesic-induced  lesion.  Dis- 
tinguishing analgesic  nephropathy  from 
chronic  pyelonephritis  may  prove  very  diffi- 
cult and,  when  supervening  infection  occurs, 
may  be  impossible. 

After  the  first  few  reported  cases,  a bur- 
geoning number  of  similar  case  reports  ap- 
peared, at  first  in  the  foreign  literature  and 
more  recently  in  this  country.  Most  authors 
condemned  phenacetin  abuse  as  the  etiology 
of  the  renal  disease  found  in  their  patients. 
It  was  concluded  in  one  study”  that  consum- 
ing five  to  seven  phenacetin  containing 
tablets  per  day  (approximately  one  gram 
phenacetin)  for  a period  of  10  years  would 
result  in  an  80  per  cent  chance  of  reduced 
renal  function  and  that  practically  all  pa- 
tients who  had  consumed  seven  kg  of  phe- 
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nacetin  or  more  would  have  reduced  renal 
function. 

It  is  of  note  that  phenacetin  was  combined 
with  other  analgesic  or  anti-inflammatory 
drugs  in  all  preparations  associated  with 
nephropathy  and  that  there  has  been  no 
example  of  human  renal  disease  reported 
with  pure  phenacetin  ingestion  only.  It  is  of 
further  interest  that  the  percentage  of  im- 
purity,  particularly  acetic-4-chloranilide, 
present  in  these  compounds  has  not  been  uni- 
formly reported.  This  impurity  results  from 
the  manufacture  of  phenacetin  from  4-nitro- 
chlorobenzene  and  may  be  of  major  import- 
ance epidemiologically.^ 

Other  analgesic  drugs’  nephrotoxic  capaci- 
ties need  to  be  assessed  more  definitively. 
Clausen  and  Harvald"’’''  demonstrated  a uri- 
nary sediment  increase  in  leucocyte  and 
erythrocyte  count  in  patients  treated  for 
short  periods  with  five  different  analgesics, 
including  phenacetin,  phenacetin  contami- 
nated with  acetic-4-chloranilide,  acetylsali- 
cylic  acid,  phenylbutazone,  and  acetanilid. 
“Surprisingly”  they  found  that  acetylsalicylic 
acid  caused  a far  greater  irritation  than  any 
of  the  other  compounds.  Phenacetin  contam- 
inated with  acetic-4-chloranilide  was  a some- 
what distant  second  to  salicylate  in  this  re- 
gard but  was  far  more  potent  an  irritant  than 
the  other  three  drugs  tested. 

Clausen"  demonstrated  lesions  similar  to, 
but  not  identical  with,  human  analgesic 
nephropathy  by  feeding  phenacetin  and  ace- 
tylsalicylic acid  to  separate  groups  of  rabbits. 
These  changes  developed  independently  of 
bacterial  infection  and  utilized  a dosage  that 
would  correspond  to  an  intake  of  seven  kg 
in  a 60  kg  man  which  is  not  an  unusual 
amount  taken  by  many  people  in  whom  renal 
impairment  has  been  demonstrated. 

Harvald'^  reported  a series  of  cases  of  renal 
papillary  necrosis  in  which  one  patient  had 
taken  acetylsalicylic  acid  only.  Another  had 
been  treated  intensively  with  para-aminosali- 
cylic  acid  which  may  be  equivalent  to  ace- 
tylsalicylic acid  in  nephrotoxicity. 

Acetominophen*'  may  be  able  to  induce 
interstitial  nephritis  in  the  rat  as  well  as  de- 


creased urinary  concentrating  ability  but  no 
conclusive  evidence  has  as  yet  been  pre- 
sented. 

The  capabilities  of  other  drugs  contained 
in  these  analgesic  compounds  to  produce  in- 
terstitial nephritis  and  papillary  necrosis 
has  not  been  experimentally  determined.  If 
the  phenacetin  in  these  compounds  is  being 
abused,  then  by  necessity  of  combination  so 
are  caffeine,  codeine,  antipyrine,  barbiturates, 
or  whatever  drug  or  drugs  that  have  been 
combined  with  phenacetin.  The  evidence 
against  phenacetin  is  impressive  and  prob- 
ably denotes  a causative  role  but  the  possible 
causative  or  synergistic  potentials  of  other 
drugs  contained  in  these  mixtures  is  yet  to  be 
ascertained.  Salicylates  certainly  bear  more 
scrutiny  but  the  fact  that  salicylates  are  not 
common  to  all  the  mixtures  that  have  caused 
analgesic  nephropathy  would  necessitate  ex- 
clusion from  full  responsibility.  The  conclu- 
sions that  would  seem  to  be  justifiably  drawn 
at  this  time  are  that  abuse  of  an  analgesic 
compound  is  common  to  all  cases  of  ne- 
phropathy and  that  at  least  one  drug  in  the 
compound  possesses  anti-inflammatory  prop- 
erties.'" 

The  mechanism  of  analgesic  nephropathy  is 
not  fully  known  at  the  present.  Experimen- 
tal and  clinical  evidence  would  seem  to  favor 
a direct  long-term  biochemical  toxicity.-'" 
The  presence  of  an  anti-inflammatory  agent 
in  all  the  preparations  might  mean  interfer- 
ence with  normal  defense  mechanisms  and 
increased  susceptibility  to  infections’"  but 
the  frequent  finding  of  sterile  urine  with 
pyuria"''-  would  tend  to  be  in  favor  of  direct 
toxicity  to  renal  tissue  rather  than  active  in- 
fection. 

Numbered  among  drug  effects  that  may 
be  of  nephro-toxic  significance  are  the  pro- 
duction of  sulphemoglobin,  methemoglobin, 
hypokalemia,  renal  ischemia  and  anoxia, 
hypersensitivity  and  hemosiderosis.'"  Which 
of  these,  if  any,  are  of  major  importance  is 
not  known  at  the  present. 

The  clinical  course"''-  of  analgesic  ne- 
phropathy is  usually  that  of  slowly  progres- 
sive renal  failure.  The  clinical  picture  at  any 
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one  time  may  vary  over  a fairly  wide  range 
depending  on  the  stage  of  involv'ement  pres- 
ent in  the  particular  patient. 

The  onset  is  insidious,  with  loss  of  ability 
to  concentrate  the  urine,  polyuria  and  poly- 
dipsia early  manifestations.  The  course  of  the 
disease  may  be  punctuated  by  bouts  of 
metabolic  acidosis.  Papillary  necrosis  is  a 
frequent  occurrence  and  may  bring  the  pa- 
tient to  the  physician  with  hematuria  and 
flank  pain.  A necrotic  renal  papilla  may  be 
found  in  the  bladder  or  obstructing  the  ure- 
terovesical junction.  Contrast  radiography^^ 
may  show  filling  defects  consistent  with  a 
necrotic  papilla  loose  in  the  calyx,  may 
demonstrate  cavities  within  one  or  more 
papillae  or  may  reveal  both  abnormalities. 

The  urinary  sediment  will  frequently  show 
pyuria  without  bacteriuria.  Proteinuria  is 
usually  a late  manifestation,  as  are  hyperten- 
sion and  azotemia. 

Extrarenal  manifestations  are  frequent 
and  may  include  anemia  (almost  all  patients 
are  anemic),  neurologic  signs,  gastrointesti- 
nal symptoms  and  skin  discoloration.  Sulf- 
hemoglobin  or  methemoglobin  levels  may  be 
elevated. 

The  best  diagnostic  tool  is  the  history  of 
excessive  ingestion  of  analgesics  but  these 
patients  tend  to  be  reticent  or  even  secretive 
concerning  such  consumption.  Their  motives 
for  taking  these  compounds  are  varied  but 
most  patients  gave  pain,  particularly  head- 
ache, as  the  major  reason;  although  in  one 
well  studied  group'^’^"’  the  drug  was  taken  to 
increase  productivity  in  a group  of  factory 
workers.  Considerable  skill  is  usually  neces- 
sary to  elicit  the  history  and  often  the  phy- 
sician may  have  to  rely  upon  friends  or  rela- 
tives to  confirm  his  suspicions. 

Patients  with  chronic  renal  failure  of  un- 
certain origin,  particularly  those  with  anemia 
or  history  of  severe  headaches  should  be 


questioned  carefully  regarding  analgesic  in- 
take for,  upon  withdrawal  of  the  analgesic, 
stabilization  of  the  disease  or  even  remission 
may  occur. ”■!- 
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New  Drugs  and  the  Practicing  Physician 

The  conditions  of  practice  are  different 
from  the  conditions  of  the  research  ward,  and 
the  trial  the  drug  undergoes  at  the  hands  of 
the  practicing  physicians  is  more  stringent 
than  anything  that  has  gone  before.  Thus, 
the  conditions  of  practice  will  uncover  weak- 
nesses in  the  patients  treated  which  are 
vulnerable  to  the  effects  of  particular  drugs 
and  which,  because  they  had  not  been  re- 
ported before,  might  be  labeled  as  “unusual” 
reactions. — Harry  F.  Dowling,  M.  D.,  in  Mary- 
land State  Medical  Journal,  13:  12,  (Dec.) 
1964. 
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“Everyone  predicts  that  the  89th  will  write 
Medicare  into  law”  ....  “Many  have  over- 
looked the  possibility  that  the  inclusion  of 
Medicare  as  a part  of  the  established  social 
security  system  could  imperil  the  reserves 
held  in  that  system — reserves  already  re- 
garded as  dangerously  slim.”  “As  the  appre- 
ciation of  this  threat  grows — watch  for  moves 
to  segregate  the  medicare  tax  from  the  social 
security  system  as  now  set  up.”  “It  may  be 
front  page  news  by  summer.”  This  is  quoted 
from  Babson’s  Reports,  Washington  Forecast 
Letter,  dated  January  4,  1965. 

We  have  already  stated  that  LBJ  was  send- 
ing up  trial  balloons  regarding  the  possibility 
of  a separate  tax.  This  was  in  December, 
1964.  Rep.  Wilbur  Mills  of  the  House  Ways 
and  Means  Committee  stated  in  a speech  be- 
fore a Lion’s  Club  in  his  home  state  that  he 
would  be  agreeable  to  a separate  tax  for 
health  care  for  the  aged  administered  by 
Social  Security.  Government  clerks  are  being 
told  that  jobs  will  be  available  in  such  an  or- 
ganization in  the  near  future.  Civil  Service 
employees,  who  are  being  “phased  out”  be- 
cause of  the  reduction  in  Army  Corps  Head- 
quarters and  Army  Reserve  units,  are  being 
told  such  jobs  will  accommodate  them. 

It  seems  a foregone  conclusion  that  Health 
Care  for  the  Aged  under  Social  Security  will 
pass  this  Congress.  The  rules  of  the  House 
are  being  changed  to  prevent  the  Rules  Com- 
mittee from  holding  up  legislation  too  long. 
The  House  Ways  and  Means  and  Appropria- 
tion Committees  are  being  recognized  along 
party  lines  to  prevent  them  from  obstructing 
passage  of  so-called  “liberal  legislation.” 
“The  erstwhile  conservative  coalition  (Re- 
publicans and  Conservative  Democrats) 
will  no  longer  be  a bar  to  liberal  legislation.” 

This  means  that  that  “compromise”  of 
which  we  have  been  warned  might  be 


reached  now  seems  the  order  of  the  day  in 
Washington.  This  even  “smacks”  of  clever 
strategy.  Since  a separate  fund  must  be  set 
up  to  save  Social  Security  from  bankruptcy, 
(this  was  organized  Medicine’s  best  argu- 
ment against  the  old  King-Anderson  Bill — 
there  is  a new  one  now),  everyone  will  be 
subscribing  to  COMPULSORY  HEALTH  IN- 
SURANCE. The  employer  must  pay  part  of 
the  premium  as  well  as  the  employee.  Sooner 
or  later,  the  employer  will  be  paying  it  all  as 
in  so  many  package  deals  that  are  being 
pushed  by  the  AFL-CIO.  The  younger  em- 
ployee will  demand  that  his  rate  be  cut  be- 
cause the  older  employees,  already  close  to 
retirement,  will  get  the  most  benefit  earlier. 
The  younger  employee  will  then  demand  that 
someone  else  pay  the  bill. 

With  a form  of  compulsory  health  insur- 
ance thus  established,  it  will  not  be  long 
before  it  will  be  universal  for  the  entire 
wage-earning  group.  The  “foot  in  the  door” 
will  have  been  accomplished.  The  headline, 
“British  Medics  Call  ‘Cradle  to  the  Grave’  A 
Mess”  (Chicago  American,  Sunday,  Decem- 
ber 13,  1964)  clearly  expressed  what  we  will 
have  on  our  hands  in  this  country. 

There  are  only  278,000  physicians  in  the 
United  States.  The  hospital  facilities 
throughout  the  nation  are  taxed  to  capacity. 
Plans  for  expansion  of  medical  schools  and 
para-medical  teaching  facilities  are  under 
way.  There  is  a “population  explosion”;  peo- 
ple are  living  longer  because  of  miraculous 
advances  in  medical  knowledge,  and  their 
demands  for  “full  coverage”  are  sending  this 
civilization  ahead  faster  and  faster. 

May  we  learn  to  slow  down  and  consolidate 
our  gains,  then  move  ahead  on  a better  give- 
and-take  basis.  Is  compulsory  health  insur- 
ance the  way  to  do  it? 
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UNBROKEN  RECORD  OF  DEDICATION  TO  SICK 


The  University  of  Alabama  Hospitals  and 
Clinics  continued  an  unbroken  record  of  dedi- 
cation to  the  care  of  the  sick  and  injured  of 
the  community,  the  State  and  the  entire 
Southeast  during  the  1963-64  fiscal  year,  ac- 
cording to  General  Director  Matthew  F.  Mc- 
Nulty, Jr. 

The  most  dramatic  advancements  in  ex- 
pansion and  modernization  of  facilities  in  the 
history  of  the  institution,  coupled  with  the 
ever-increasing  activities  of  service,  educa- 
tion, research,  rehabilitation  and  prevention, 
retained  for  this  acute  general  Hospital  the 
position  of  one  of  the  top  30  hospitals  in  the 
nation  in  volume  of  services  rendered,  and 
again  ranked  it  as  the  State’s  Number  One  re- 
ferral center. 

According  to  Director  McNulty,  a program 
of  expansion  and  modernization  is  being  fol- 
lowed which  will  lay  a firm  foundation  for 
the  health  needs  of  future  generations.  Con- 
struction activities  underway  or  recently 
completed  by  the  University  of  Alabama 
Hospitals  and  Clinics  approximate  more  than 
$12,436,000. 

The  46-bed  inpatient  and  large  outpatient 
Spain  Rehabilitation  Center  was  dedicated  in 
April,  1964.  The  60,000  square  foot  structure 
was  built  at  a cost  of  $1,732,000  of  which 
$550,000  was  made  available  by  donors. 

Construction  of  a 100-bed  Psychiatric  Wing 
with  supporting  facilities  at  a cost  of  $4,204,- 


000  began  in  July,  1964.  The  building  will 
have  seven  stories  and  a basement  and  will 
tie  in  on  all  floors  to  the  main  University 
Hospital.  Four  floors  will  provide  adult, 
pediatric,  gerontological  and  research  psy- 
chiatric beds  and  supporting  facilities,  fifteen 
(15)  new  Operating  Rooms,  another  floor  a 
new  Diagnostic  Radiology  activity,  the 
ground  floor  a new  Greater  Birmingham 
Emergency  Clinic,  and  the  basement  will  be 
a Supply  Area.  It  is  expected  that  the  build- 
ing will  be  completed  in  early  1966.  Funds  for 
the  program  came  from  a $3,000,000  bond  is- 
sue and  $1,204,000  in  Hill-Burton  monies. 
The  new  Psychiatric  Wing  is  to  occupy  the 
site  of  the  former  Outpatient  Clinic  Building. 

To  house  the  Clinics,  University  Hospital 
purchased  and  renovated  a 42,000  square  foot 
building  located  across  the  street  from  the 
main  Hospital  Complex.  This  new  building 
was  activated  during  the  1963-64  fiscal  year 
as  the  University  Hospital  Outpatient  Serv- 
ices Building.  The  purchase  price  of  the 
building  was  $400,000.  The  renovation  cost 
was  $360,000  with  the  funds  secured  largely 
by  loan.  All  the  out-patient  clinic  activities 
with  the  exception  of  Psychiatric  Clinic  have 
been  consolidated  in  this  new  building. 

A former  7-story  Nursing  Student  Resi- 
dence, vacated  by  the  1963  construction  of 
the  University  Hospital  Nursing  Residence, 
is  now  being  remodeled  and  has  been  desig- 
nated the  University  Hospital  Clinical  Serv- 
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ices  Building.  This  renovation  is  at  a cost  of 
approximately  $1,300,000.  The  facility  will 
house  Surgical  Pathology,  Clinical  Labora- 
tories, A Core  Laboratory  for  the  Clinical  Re- 
search Unit,  part  of  the  Medical  Records  and 
Student  Health.  The  renovation  is  being 
financed  by  $685,000  in  Accelerated  Public 
Works  monies;  $225,000  from  the  National  In- 
stitutes of  Health;  and  a loan  of  $427,000. 
Occupancy  of  the  Clinical  Services  Building 
is  anticipated  in  the  near  future. 

The  Smolian  Psychiatric  Clinic  of  the  Uni- 
versity Hospital,  previously  a two-story 
structure,  is  now  having  two  floors  added  at 
a cost  of  $300,000.  A donor  contributed  $100,- 
000  which  was  matched  with  $200,000  in  Hill- 
Burton  funds.  It  is  expected  that  the  con- 
struction will  be  completed  by  early  1965. 

A proposed  South  Wing  Addition  to  the 
University  Hospital  Building  is  on  the  draw- 
ing boards.  This  7-story  addition  would  cost 
approximately  $4,000,000  and  would  improve 
existing  bed  space  as  well  as  kitchen  and 
cafeteria  facilities.  Funds  are  now  being 
sought  and  preliminary  plans  considered. 

Patient  care  combined  with  education  con- 
tinued to  be  the  primary  goal  of  the  Univer- 
sity of  Alabama  Hospitals  and  Clinics  in 
1963-64,  according  to  McNulty.  Patients  dis- 
charged totaled  23,259  of  which  3,859  were 
newborn  admissions — a slight  decrease  from 
the  4,038  births  of  the  previous  year.  They 
represent  admissions  from  all  Alabama  coun- 
ties, 23  other  States  and  3 foreign  countries. 
A daily  average  of  541.79  patients,  including 
an  average  of  35.12  newborns,  was  main- 
tained by  this  600-bed  institution  which  also 
recorded  198,294  days  of  care  to  patients  dur- 
ing the  1963-64  fiscal  year.  The  average 
length  of  stay  per  patient  was  8.51  days. 

Visits  made  to  the  thirty-one  University 
Hospital  Outpatient  Clinics  totaled  51,191 — 
a sharp  decrease  due  to  the  initiation  of  a fee- 
for-service  program  which  was  necessitated 
because  of  the  lack  of  sufficient  funds  for 
operation. 

An  increase  of  8%  was  reported  by  the 
Radiological  Service  of  the  Hospital,  which, 
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combining  therapeutic  X-ray  treatments, 
radioisotope  treatments,  and  diagnostic 
examinations,  reported  88,780  treatments  in 
1963-64  over  last  year’s  82,187  treatments. 

The  Clinical  Laboratories  experienced  a 
7.3%  increase  in  number  of  laboratory  de- 
terminations with  a total  of  880,703  tests  in 
1963-64  over  820,069  in  1962-63. 

Also  reporting  increased  services  was  the 
Department  of  Physical  Therapy  whose  num- 
ber of  treatments  totaled  22,059  over  the 
previous  year’s  total  of  21,134  treatments — 
an  increase  of  4.3%. 

In  its  first  year  of  operation,  the  Occupa- 
tional Therapy  Department  of  the  Hospital 
recorded  1,155  treatments. 

In  addition  to  the  equipment  and  facilities, 
the  services  of  more  than  1,700  employees  and 
almost  450  members  of  the  medical  staff  were 
utilized  to  provide  patient  care. 

Retaining  its  high  standing  as  an  educa- 
tional institution.  University  Hospital  con- 
tinued operation  of  its  nine  fully-accredited 
paramedical  schools  and  auxiliary  teaching 
programs  with  student  enrollment  as  follows: 
School  of  Anesthesia  for  Nurses,  15  students; 
School  of  Blood  Bank  Technology,  3 students; 
School  of  Cytotechnology,  4 students;  Dietetic 
Internship,  8 students;  School  of  Laboratory 
Assistants,  5 students;  School  of  Medical 
Technology,  11  students;  School  of  Nursing, 
197  students;  School  of  Physical  Therapy,  3 
students;  and  School  of  Radiological  Tech- 
nology, 14  students. 

Participants  in  the  University  Hospital 
Medical  and  Dental  Intern  and  Residency 
Programs  total  44  interns  and  145  residents. 

Continuing  efforts  in  the  field  of  research 
are  evidenced  by  the  Hospital’s  operation  of 
the  Clinical  Research  Unit  and  the  Artificial 
Kidney  Unit. 

Already  at  an  all-time  peak  in  service,  the 
Hospital  pledges,  according  to  Director  Mc- 
Nulty, “continued  advancement  for  the 
health  of  the  Statewide  community.” 
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LET  SOCIAL  SECURITY  FULFILL  ITS  PROMISES 


The  Social  Security  system  should  make 
good  on  previous  promises  before  it  is  ex- 
panded to  include  such  items  as  “medicare,” 
the  nation’s  independent  business  proprietors 
feel. 

This  viewpoint  of  the  independent  business 
reflected  by  their  various  votes  is  part  of  the 
information  sent  by  the  National  Federation 
of  Independent  Business  to  the  nation’s  high 
school  and  college  economic  instructors,  C. 
Wilson  Harder,  president,  reports. 

Pointing  out  that  today’s  maximum  pen- 
sion will  not  buy  the  same  amount  of  food 
the  maximum  benefit  promised  in  1937, 
Harder  states  that  the  system  is  failing  to  ful- 
fill its  original  primary  obligation,  that  of 
providing  sustenance  for  the  aged. 

He  also  pointed  out  that  while  a retired 
person  over  65  can  have  unlimited  income 
from  investments  and  other  sources  and  draw 


the  full  pension  amount,  this  privilege  is 
denied  to  those  who  must  supplement  with 
some  sort  of  employment.  This  he  terms  as 
class  legislation  attempting  to  attain  social 
goals  not  compatible  with  the  operation  of  a 
bona  fide  insurance  plan. 

He  points  out  too  that  the  method  of  loan- 
ing out  Social  Security  reserve  funds  at  a low 
interest  rate  averaging  only  3^  is  quite  un- 
realistic. He  urged  educators  to  encourage 
today’s  students  to  make  a careful  study  of 
the  Social  Security  system  and  to  take  steps 
to  make  their  opinions  known.  He  states  that 
while  relatively  few  adults  now  living  will  be 
contributing  to  Social  Security  for  the  full 
term  of  40  or  more  years,  the  full  burden 
will  be  borne  by  today’s  students,  and  thus 
they  should  know,  understand,  and  approve 
of  the  burden  they  wish  to  assume  in  this 
respect. 


145  MILUON  PROTECTED 

Health  insurance  protects  48  million  more 
Americans  today  than  it  did  10  years  ago,  the 
Health  Insurance  Institute  reports. 

Ten  years  ago,  over  97  million  Americans 
were  covered  by  hospital  expense  insurance. 
Since  then  there  has  been  a coverage  increase 
of  nearly  one-and-one-half  times,  and  a total 
of  over  145  million  persons  were  protected 
against  the  cost  of  hospital  care  at  year-end 
1963,  declared  the  Institute. 

In  1953,  61  per  cent  of  the  U.  S.  civilian 
population  was  protected  by  some  form  of 
health  insurance,  the  Institute  said,  while  at 
the  beginning  of  this  year  77  per  cent  was  so 
insured. 

The  same  type  of  growth  has  been  shown, 
said  the  Institute,  by  other  forms  of  health  in- 
surance. 


BY  HEALTH  INSURANCE 

In  1953,  nearly  81  million  Americans  had 
surgical  expense  insurance,  but  in  the  follow- 
ing 10  years  there  was  a 67  per  cent  increase 
in  this  coverage  and  at  the  end  of  1963  nearly 
135  million  persons  had  protection  against 
the  cost  of  surgical  bills. 

Regular  medical  expense  insurance  covered 
nearly  43  million  Americans  in  1953.  How- 
ever, there  was  a coverage  increase  of  more 
than  two  times  in  ten  years  so  that  more  than 
102  million  persons  were  insured  last  year. 


Original  Paintings  Sought 

A long-range  plan  to  create  a collection  of 
original  paintings  of  the  medical  colleges  of 
America  is  being  sponsored  by  E.  R.  Squibb 
& Sons.  There  are,  at  present,  83  accredited, 
four-year  schools  of  medicine  in  the  United 
States. 
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COLLEGE  OF  PHYSICIANS  NOTES  ANNIVERSARY 


The  Golden  Anniversary  Session  of  the 
American  College  of  Physicians  (ACP)  will 
be  held  in  Chicago,  March  22-26,  at  the  Con- 
rad Hilton  Hotel.  Highlights  of  the  meeting 
will  be  presentations  by  prominent  internists 
who  received  top  awards  from  ACP  in  1933, 
1949  and  1957  and  an  emphasis  on  the  rela- 
tionship of  psychiatry  to  internal  medicine. 

Some  300  physicians  and  other  medical 
scientists,  including  two  from  Norway  and 
Switzerland,  will  take  part  in  the  five-day 
scientific  program. 

Internal  medicine  specialists  attending  the 
session  will  receive  reports  on  late  develop- 


ments in  the  diagnosis  and  treatment  of 
diseases  via  plenary  sessions,  panel  discus- 
sions, lectures  in  basic  medical  sciences  and 
clinical  investigation  and  closed  circuit  tele- 
vision programs.  On  two  mornings,  the  phy- 
sicians will  attend  special  clinics  in  Chicago 
hospitals. 

During  the  opening  plenary  session  on 
Monday,  March  22,  the  ACP  President — 
Thomas  M.  Durant,  M.  D.,  of  Philadelphia — 
will  present  a historical  review  of  the  Col- 
lege and  of  the  progress  in  internal  medicine 
since  its  founding  in  1915. 


PRESIDENT  SUCCESSION 

New  provisions  for  quickly  transferring  the 
duties  and  powers  of  the  Presidency  in  the 
event  of  the  death  or  inability  of  the  Presi- 
dent, and  to  assure  that  the  United  States  is 
never  without  a Vice-President  ready  to 
assume  Presidential  responsibilities,  have 
been  proposed  by  the  Research  and  Policy 
Committee  of  the  Committee  for  Economic 
Development  ( CED ) . 

“The  urgency  of  national  action  to  resolve 
the  doubts  and  uncertainties  clouding  Presi- 
dential succession  and  inability  cannot  be 
overstressed,”  the  CED  statement  on  national 
policy  says.  “Failure  to  correct  the  deficien- 
cies will  subject  the  nation  to  risks  and 
hazards  that  are  avoidable.  Prompt  action  is 
imperative  . . . The  United  States  of  America 


PLAN  OFFERED  BY  CED 

must  have  one  person  wielding  the  powers 
and  duties  of  the  Presidency  at  all  times.” 

To  make  certain  that  this  condition  pre- 
vails, the  Committee  offered  two  major  pro- 
posals: 

(1)  — Amending  the  Constitution  to  pro- 
vide that  any  vacancy  in  the  office  of  Vice 
President  be  filled  by  giving  the  President 
authority  to  nominate  a Vice  President  sub- 
ject to  approval  by  joint  session  of  Congress. 

(2)  — Placing  in  the  hands  of  the  Cabinet 
authority  to  decide  the  beginning  of  Presi- 
dential inability,  the  Vice  President  concur- 
ring. The  ending  of  inability  should  also  be 
determined  by  the  Cabinet,  with  the  Presi- 
dent confirming. 


ROME  SITE  OF  SEMINAR  ON  LEGAL  MEDICINE 


A group  of  prominent  physicians  and  at- 
torneys from  several  cities  are  planning  an 
international  seminar  on  legal  medicine,  to 
be  held  in  Rome  beginning  February  26th. 

More  than  130  will  participate  in  the  inter- 
national conference,  most  of  them  flying  to 
Rome  on  a chartered  DC-8  jet. 

Dr.  Cyril  H.  Wecht,  director  of  the  Pitts- 
burgh Institute  of  Legal  Medicine,  extended 
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an  invitation  to  attorneys  and  physicians  who 
may  be  interested.  Dr.  Wecht,  a physician- 
attorney,  founded  the  Institute  several  years 
ago. 

To  be  conducted  in  conjunction  with  the 
Medical-Legal  Institute  of  the  University  of 
Rome,  the  seminar  will  examine  the  entire 
area  in  which  the  fields  of  medicine  and  law 
coincide. 
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Medical  Self-Help 

If  Disaster  Strikes ...  And  There  Is  No  Doctor 


Without  the  help  of  doctors  and  nurses  how 
would  people  treat  injuries,  care  for  the  sick 
and  consequently  save  lives?  This  question 
looms  importantly  when  the  likelihood  is  ac- 
cepted that  professional  medical  help  prob- 
ably would  not  be  available  for  two  weeks  or 
more  in  case  of  a nuclear  attack  on  the  United 
States. 

Of  course  a nuclear  war  is  not  expected. 
But  if  one  should  occur  it  is  obvious  that 
people  will  have  to  help  themselves  and 
others  when  there  will  not  be  enough  doctors 
and  nurses  to  give  the  professional  help  they 
are  used  to  getting. 

In  addition  to  the  nationwide  fallout  shel- 
ter program  Federal  and  State  governments 
are  undertaking,  a medical  training  program 
is  now  underway  to  teach  people  the  many 
things  they  would  have  to  do  in  such  an 
emergency  to  care  for  the  injured,  the 
maimed  and  the  sick. 

The  Medical  Self-Help  Course,  as  the  pro- 
gram is  called,  is  designed  to  give  basic  in- 
formation and  some  skills  in  treating  injuries 


to  the  people  of  this  country  that  will  help 
prepare  them  to  survive  during  a national 
disaster  when  physicians  will  not  be  there  to 
help. 

In  a nuclear  attack  buildings,  machines, 
factories,  powerlines,  etc.,  would  be  de- 
stroyed. These  things  could  be  replaced.  In- 
dividual Americans  could  not.  Experts  agree 
that  even  a really  massive  attack  with  nu- 
clear bombs  would  not  kill  everybody.  Per- 
haps a majority  of  the  people  would  survive. 
Medical  Self-Help  can  provide  the  necessary 
knowledge  to  enable  people  to  maintain 
health  without  medical  help  during  the  two 
or  three  critical  weeks  following  a nuclear 
catastrophe. 

The  Medical  Self-Help  program  has  been 
in  existence  for  about  three  years.  It  is  a co- 
operative effort  of  the  Office  of  Civil  De- 
fense, the  U.  S.  Public  Health  Service,  and 
the  Council  on  National  Security  of  the 
American  Medical  Association.  However,  in- 
dividual States  are  responsible  for  adminis- 
tering the  program.  In  Alabama  the  Health 
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Mobilization  Section  of  the  State  Health  De- 
partment is  promoting  Medical  Self-Help 
training  in  the  state  through  the  County 
Health  Offices. 

The  national  goal  of  Medical  Self-Help  is 
to  train  at  least  one  member  of  each  family  in 
the  U.  S.  in  the  basic  principles  of  emergency 
medical  treatment  and  care.  According  to 
Max  G.  Cain  of  the  Health  Mobilization  Sec- 
tion, 26,000  people  have  already  completed 
the  program  in  Alabama  since  it  began  in 
March,  1962.  The  course  is  now  being  con- 
ducted in  public  and  parochial  schools  in  63 
of  Alabama’s  67  counties.  This  includes  the 
University  of  Alabama  and  six  colleges  with- 
in the  state.  Also,  many  government  agen- 
cies, like  the  Veterans  Administration,  the 
Social  Security  Administration  district  of- 
fices, Maxwell  and  Gunter  Air  Force  Bases, 
are  giving  the  course.  Private  industry,  civic 
clubs  and  other  colleges  throughout  the  state 
have  also  indicated  strong  interest  in  the 
program.  Mr.  Cain  estimates  that  30,000  Ala- 
bamians are  currently  participating  in  Medi- 
cal Self-Help  training.  The  course  does  not 
have  to  be  taught  by  a physician.  It  is  taught, 
under  the  guidance  of  a physician,  by  teach- 
ers, office  supervisors  and  other  lay  instruc- 
tors who  have  been  given  preliminary  in- 
struction and  who  utilize  a comprehensive  in- 
structors guide  which  is  included  in  the  train- 
ing kit  provided  for  each  group  taking  the 
course.  Students  are  given  a detailed  stu- 
dents manual  to  study  and  which  also  serves 
as  a future  reference  guide  for  practical  use. 

At  the  beginning  and  throughout  the 
course,  it  is  impressed  upon  the  students  that 
Medical  Self-Help  is  not  a substitute  for  pro- 
fessional care  and  is  not  to  be  used  except 
where  it  is  required  to  save  lives  when  doc- 
tors and  nurses  are  not  available.  Students 
are  taught  how  to  treat  symptoms  only. 
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Dn  any  EMEReENO; 

WHEN  MEDICAL  HELP  IS  NOE 
READILY  AVAILABLE  MEDICAL 
SELF-HELP  training  INCREASES 
YOUR  CHANCES  OF  SURVIVAL 


11-SUBJECT  COURSE  INCLUDES 
instruction  in: 

• RADIOACTIVE  FALLOUT  &•  SHELTER 

• ARTIFICIAL  RESPIRATION 
•BURNS  « SMOCK 

• TRANSPORTATION  OF  THE  1NJUREP 

• INFANT  AND  CHILD  CARE 

• EMERGENCY  CMlLPeiRTH 


Write : M«4>cal  Help. Health  Ser*<e.  U S.  Department  ef  HEU.TH  EDUCMION, and  WELFjtf QC-20201 

or  Alabama  Deot^  of  Hed-th.  yontgomeryj  Ala. 


The  course  consists  of  11  lessons  that  re- 
quire about  16  hours  of  instruction.  Subjects 
taught  in  the  course  include  radioactive  fall- 
out and  shelter,  healthful  living  in  emergen- 
cies, artificial  respiration,  bleeding  and  band- 
aging, fractures  and  splinting,  transportation 
of  injured,  burns,  shock,  nursing  care,  infant 
and  child  care,  and  emergency  childbirth. 

Students  completing  the  course  should 
have  acquired  enough  skills  to  restore  breath- 
ing by  artificial  respiration,  stop  severe 
bleeding  before  it  is  fatal,  recognize  and  treat 
fractures  and  dislocations  with  improvised 
splints,  treat  shock  and  burns  and  finally  give 
long-term  care  of  injuries  to  patients  after 
the  emergency  treatment  has  been  given. 


This  is  the  basic  theme  of  the  program. 
Self-Help  training  can  and  does  teach  people 
how  to  care  for  themselves  and  others  when 
professional  medical  help  cannot  be  expected 
for  an  extended  length  of  time.  In  this  way 
it  complements  First  Aid  treatment. 


Knowledge  replaces  fear  is  a trusim  we  all 
accept.  Medical  Self-Help  hopefully  will  be 
able  to  give  enough  people  the  basic  survival 
knowledge  we  have  been  discussing  so  that 
following  a massive  disaster  many  lives  that 
would  otherwise  be  lost  will  be  saved. 
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A medical  scholarship  bill  and  comprehensive  reports  on  legislation  under  consideration  for  1965 
occupied  the  attention  of  the  Committee  on  Legislation  at  a meeting  January  17,  1965  at  MASA 
headquarters.  Dr.  William  B.  Virgin  (extreme  right)  is  chairman  of  the  Committee.  Shown  (from 
left)  are:  Drs.  W.  E.  White  and  Paul  Burleson.  With  backs  to  camera  are  Dr.  Luther  Hill,  left,  and 
Dr.  Ira  Myers.  Hidden  behind  Dr.  Hill  is  Dr.  John  Chenault. 


MASA's  Committee  on  Constitution  and  By-Laws  gave  a thorough  study  to  the  Association's 
organic  laws  at  a day-long  session  held  at  headquarters  January  17,  1965.  Shown  at  work  are, 
left  to  right.  Dr.  Hal  Ferguson,  Dr.  Luther  Hill,  Dr.  J.  A.  Pennington  and  Dr.  William  L.  Smith, 
Association  secretary. 
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The  Committee  on  Aginq  and  Indigent,  meeting  January  17.  1965,  at  MAS  A headquarters,  is 
shown  receiving  a report  from  the  chairman.  Dr.  J.  Garber  Galbraith,  on  a recent  meeting  in 
Chicago  aimed  at  implementing  the  Kerr-Mills  program  in  the  states.  Shown,  left  to  right,  are  Drs. 
Buris  Boshell,  J.  J.  Kirschenfeld  and  Ira  Myers,  State  Health  Officer.  In  picture  below.  Dr.  Gal- 
braith is  shown  making  his  report  on  Alabama's  handling  of  Medical  Assistance  to  the  Aged  (MAA) 
program  to  a group  in  Chicago. 


SOUTHERN  MEDICAL 
UNITS  ANNOUNCE 
NEW  OFFICERS 

The  Section  on  Industrial  Medicine  and 
Surgery  of  the  Southern  Medical  Associa- 
tion has  elected  the  following  officers  to  serve 
for  the  coming  year:  H.  Charles  Ballou,  M. 
D.,  White  Sulphur  Spring,  W.  Va.,  Chairman; 
W.  G.  Thuss,  Jr.,  M.  D.,  Birmingham,  Chair- 
man-Elect; and  Dabney  M.  Ewin,  M.  D.,  New 
Orleans,  Secretary. 

The  Association’s  Section  on  Neurology 
and  Psychiatry  elected:  Robert  A.  Utterback, 
M.  D.,  Memphis,  Chairman;  James  N.  Sussex, 
M.  D.,  Birmingham,  Chairman-Elect;  William 
F.  Sheeley,  M.  D.,  Washington,  D.  C.,  Secre- 
tary. 

The  Section  on  Physical  Medicine  and  Re- 
habilitation elected:  Frank  J.  Schaffer,  M.  D., 
Washington,  D.  C.,  Chairman;  Claude  W.  Gar- 
rett, Jr.,  M.  D.,  New  Orleans,  La.,  Chairman- 
Elect;  and  William  C.  Fleming,  M.  D.,  Bir- 
mingham, Secretary. 
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MISS  LANGSTON 
DIRECTS  HEALTH 
CAREERS  COUNCIL 


Miss  B.  Parnell  Langston  has  been  named 
program  director  of  the  Health  Careers 
Council  of  Alabama  effective  February  1, 
1965. 

The  Council  is  a new  non-profit  organiza- 
tion which  will  expand  and  coordinate  activi- 
ties in  the  area  of  education  about  health 
career  opportunities  and  recruitment  of  peo- 
ple into  health  careers  and  health  work.  Of- 
fices are  in  Birmingham. 

The  Council  has  been  endorsed  by  all 
major  health  organizations  and  will  be  con- 
ducted as  a program  of  the  Alabama  Hospital 
Association  Research  and  Education  Founda- 
tion, Inc. 

Miss  Langston  has  served  as  assistant  to 
the  general  director  of  the  University  of  Ala- 
bama Hospitals  and  Clinics  and  has  had  ex- 
tensive work  experience  in  the  health  field. 

Membership  of  the  Health  Careers  Council 
of  Alabama  includes  three  physicians:  Wil- 
liam L.  Hawley,  Julian  S.  Lewis,  and  George 
F.  Scofield,  all  of  Birmingham;  three  hospital 
administrators,  John  L.  Howell,  Birmingham, 

D.  O.  McClusky,  Jr.,  Tuscaloosa,  and  James 

E.  Crank,  Birmingham;  one  nurse,  Mary 
Catherine  King,  R.  N.,  Birmingham;  one  pub- 
lic education  representative,  Clifton  Nash, 
Montgomery,  and  an  industrial  representa- 
tive, Harlon  Prater,  Fayette. 
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A father-son  combination  are  the  Drs.  Gerald 
G.  Woodruffs,  junior  (left)  and  senior  (right), 
shown  during  a recent  medical-surgical  seminar 
at  Anniston,  where  both  practice  medicine.  With 
them  (in  center)  is  Col.  George  Lull,  Jr.,  com- 
mander of  Noble  Army  Hospital  at  Fort  McClellan. 
The  elder  Woodruff  commanded  a 1,000-bed  hos- 
pital in  France  during  World  War  I;  his  son  served 
for  a year  in  Korea.  Both  are  graduates  of  Tulane. 


Society  For  Sterility  Stu(iy 
Will  Meet  In  San  Francisco 

The  American  Society  for  the  Study  of 
Sterility,  with  offices  in  Birmingham,  an- 
nounces plans  for  their  Twenty-First  Annual 
Meeting  to  be  held  April  2,  3 and  4,  1965  at 
the  Jack  Tar  Hotel  in  San  Francisco.  The 
tentative  program  includes  luncheon  semi- 
nars, clinical-research  “correlars,”  scientific 
papers,  technical  exhibits,  and  open  discus- 
sion panels,  as  well  as  many  social  features. 

Registration  applications  should  be  di- 
rected to:  William  H.  Robertson,  M.  D.,  Reg- 
istration Chairman,  2700  Tenth  Avenue 
South,  Birmingham,  Alabama  35205. 
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BRIEFS 

The  Madison  County  Medical  Society  re- 
ports an  obstetric  clinic  for  low  income  and 
indigent  persons  will  be  opened  in  Hunts- 
ville this  month.  Each  patient  will  be 
charged  a fee  based  on  his  income  with  free 
service  offered  to  those  with  no  income. 
Huntsville  doctors  will  volunteer  their  time 
on  a rotating  basis. 

A jk 

Dr.  Gilbert  Melson,  of  Florence,  will  serve 
as  Lauderdale  County’s  March  of  Dimes  Di- 
rector for  1965. 

^ 

Largest  single  contribution  to  the  1964  fund 
raising  program  of  the  Society  for  Eradica- 
tion of  Tuberculosis  in  the  Wiregrass  (SET- 
WIRE)  came  from  the  Pike  County  Medical 
Society.  The  Society  emphasized  that  the 
$200  contribution  was  a part  of  the  funds  col- 
lected in  the  mass  polio  immunization  pro- 
gram last  year. 

^ ^ 

Dr.  Edward  F.  Crippen  has  been  named 
Health  Officer  for  Mobile  County. 

* * * 

Dallas  County  Health  Department  will  be- 
gin making  available  oral  polio  vaccine  for 
persons  unable  to  purchase  it,  according  to 
Dr.  James  S.  Ross,  county  health  officer. 

^ 

Dr.  Lehn  L.  Parker,  of  Andalusia,  was  the 
victim  of  an  automobile  accident  on  Christ- 
mas Eve.  His  injuries  were  reported,  “pain- 
ful but  not  serious.” 

* * * 

The  Athens  Clinic  is  building  two  suites  of 
offices,  one  to  provide  space  for  a pediatrician 
and  the  other  for  a surgeon.  Dr.  David  E. 
Bowers,  native  of  Birmingham,  and  graduate 
of  the  Medical  College  of  Alabama,  will  oc- 
cupy the  pediatrician’s  suite.  Dr.  Henry  H. 
Pendleton,  practicing  surgeon  at  Athens  for 
the  past  seven  years,  will  occupy  the  sur- 
geon’s suite. 

^ ^ ^ 

Dr.  Julius  Michaelson  of  Foley,  president 
of  the  American  Academy  of  General  Prac- 


tice, and  Dr.  James  Duke  of  the  Mobile 
General  Hospital,  were  guest  speakers  at  the 
kick-off  drive  of  the  Baldwin  County  March 
of  Dimes,  at  Fairhope. 

4:  ^ ^ 

Madison  County  Medical  Society  has 
opened  a permanent  office  to  help  newcomers 
to  that  city  to  find  a family  physician.  Spon- 
sors said  that  while  the  office  would  not  solve 
the  doctor  shortage  in  the  Huntsville  area,  it 
is  designed  to  “steer  a person  in  the  right  di- 
rection.” New  residents  are  being  urged  to 
select  their  family  doctor  before  they  become 
ill. 

* sN  * 

Dr.  Buris  R.  Boshell,  chief  of  the  medical 
service  at  Veterans  Administration  Hospital 
in  Birmingham  and  professor  of  medicine  at 
the  Medical  College  of  Alabama  was  princi- 
pal speaker  at  a joint  meeting  of  the  medical 
societies  of  Morgan,  Limestone,  and  Law- 
rence counties  January  5,  1965.  Dr.  Boshell 
received  his  M.  D.  degree  in  1953  from  Har- 
vard Medical  School  after  spending  his  first 
two  years  at  the  Medical  College  of  Alabama. 

^ 

Construction  has  begun  on  a $50,000  clinic 
at  Brewton  to  contain  physician  and  dentist 
offices.  The  builder  is  Dr.  Herman  C.  Wood. 

* * * 

The  Jefferson  County  Medical  Society  will 
host  a meeting  in  Birmingham  March  29, 
1965,  at  which  Dr.  Donovan  C.  Ward,  presi- 
dent of  the  American  Medical  Association, 
will  be  principal  speaker. 

^ k* 

Dr.  Robert  I.  Westbrook,  formerly  of 
Shreveport,  Louisiana,  has  joined  the  staff  of 
the  Luverne  Medical  Clinic.  Dr.  Westbrook 
played  varsity  football  at  Tulane  for  three 
years,  later  obtaining  his  M.  D.  degree  at 
Louisiana  State  University. 

He  ^ ^ 

The  Pike  County  Medical  Society,  at  its 
January  meeting,  was  shown  a film  “Medical 
Effects  of  the  Atomic  Bomb”  by  R.  L.  Farris, 
county  coordinator  for  Civil  Defense. 
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MEDICAL  COLLEGE 
PRESENTING  'PROGRESS 
IN  GYNECOLOGY' 

The  Division  of  Continuing  Medical  Educa- 
tion, University  of  Alabama  Medical  College 
of  Alabama,  Birmingham,  will  present  a 
course  in  “Progress  in  Gynecology”  February 
18-19. 

Registration  fee  is  $30.  The  course  is  ac- 
cepted for  12  hours  credit  by  the  American 
Academy  of  General  Practice. 

Guest  speakers  include:  Frederick  P. 

Zuspan,  M.  D.,  professor  and  chairman.  De- 
partment of  Obstetrics  and  Gynecology,  Med- 
ical College  of  Georgia,  Augusta,  Georgia; 
Fred  J.  Hofmeister,  M.  D.,  Clinical  Professor 
of  Obstetrics  and  Gynecology,  Marquette 
University  School  of  Medicine,  Milwaukee, 
Wisconsin;  Charles  W.  Neville,  M.  D.,  Chair- 
man, Education  Committee,  Alabama  Acad- 
emy of  General  Practice,  Birmingham. 

Dr.  W.  N.  Jones,  professor  and  acting  chair- 
man of  the  Department  of  Obstetrics  and 
Gynecology  at  the  Medical  College  of  Ala- 
bama will  moderate  the  first  session;  Dr. 
Edwin  G.  Waldrop,  Clinical  Assistant  Pro- 
fessor of  Obstetrics  and  Gynecology  will  be 
coordinator  of  “Laboratory  Demonstrations 
and  a How-to-do-it  Clinic;  Dr.  Walter  P.  Bat- 
son, clinical  instructor  in  Obstetrics  and 
Gynecology,  at  the  Medical  College  will 
moderate  the  third  session  on  Friday  morn- 
ing; and  Dr.  Neville  will  moderate  the  Friday 
afternoon  session. 

The  Division  has  seen  fit  to  cancel  the 
original  course  on  “Current  Concepts  in  Pul- 
monary Diseases”  and  will  reschedule  it  for 
the  Fall  session.  The  following  courses  have 
been  scheduled  for  the  Spring  period:  March 
31-April  1,  “Pediatric  Problems,  Common  and 
Complex”;  April  16-17,  “Tropical  Medicine”; 
May  20-22,  “Three  Days  of  Cardiology.” 


Lederle  Symposium  Planned 
For  Montgomery  February  26 

The  Montgomery  Chapter  of  the  Alabama 
Academy  of  General  Practice  and  the  Ala- 
bama Section  of  the  International  College  of 
Surgeons  will  hold  a one-day  symposium  on 
“Practical  Medical  and  Surgical  Problems” 
on  Friday,  February  26,  1965  at  the  Jefferson 
Davis  Hotel  in  Montgomery. 

Speakers  at  the  morning  session  will  be: 
Dr.  David  M.  Bosworth,  professor  and  direc- 
tor, Orthopedic  Surgery  and  Traumatic  Sur- 
gery, New  York  Polyclinic  Medical  School 
and  Hospital,  New  York  City;  and  Dr.  John 
H.  Killough,  Jefferson  Medical  College  of 
Philadelphia,  Pennsylvania.  Afternoon 
speakers  will  be  Dr.  Jeanne  C.  Bateman, 
clinical  instructor  in  medicine,  George  Wash- 
ington University  School  of  Medicine,  Wash- 
ington, D.  C.,  and  Dr.  Manuel  E.  Lichtenstein, 
Chicago. 

Dr.  Julius  Michaelson,  president  of  the 
American  Academy  of  General  Practice  of 
Foley,  Alabama,  will  be  the  luncheon 
speaker. 


New  Color  Slides  Offered 
By  College  Of  Radiology 

The  American  College  of  Radiology  has  a 
new  slide  series  available,  “The  Production 
of  X-rays  and  the  Interaction  of  Radiation 
and  Matter.” 

The  slides  are  in  color  and  have  an  illus- 
trated explanatory  brochure.  They  are  aimed 
at  teaching  the  fundamentals  of  x-ray  theory 
to  groups  such  as  radiology  residents,  x-ray 
technicians,  research  assistants  and  medical 
students. 

The  30  color  slides  plus  the  accompanying 
commentary  is  available  for  $7  from  the 
American  College  of  Radiology,  20  North 
Wacker  Drive,  Chicago,  Illinois. 
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February  28th  Deadline 
For  Ob-Gyn  Applicants 

Applications  and  letters  of  request  from 
previous  applicants  requesting  to  be  sched- 
uled for  the  forthcoming  Part  I examination 
of  this  Board  to  be  given  July  2,  1965  will  be 
accepted  in  the  Board  office  up  until  the 
closing  date  of  February  28,  1965.  Applica- 
tions and  letters  of  request  postmarked  after 
that  date  will  be  returned  to  the  sender. 

Application  forms  and  Bulletins  may  be  ob- 
tained by  writing  to  the  office  of  the  Secre- 
tary— Clyde  L.  Randall,  M.  D.,  American 
Board  of  Obstetrics  and  Gynecology,  100 
Meadow  Road,  Buffalo,  New  York  14216. 

Servicemen  applying  for  the  Part  I exami- 
nation are  requested  to  submit  the  name  of 
their  Commanding  Officer. 

Diplomates  of  this  Board  are  requested  to 
keep  the  Board  office  informed  of  address 
changes. 


The  wife  is  making  out  fine  with  her  diet. 
Last  week  she  disappeared  completely. 

Nebraska  Medical  Journal 

FEBRUARY  1965— VOL.  34.  NO.  8 


Academy  Foundation  Plans 
First  Family  Health  Forum 

Some  provocative  answers  to  many  ques- 
tions concerning  future  medical  care  of  the 
American  family  are  expected  to  come  from 
the  first  national  meeting  of  the  National 
Family  Health  Conference  which  is  being 
sponsored  by  the  American  Academy  of 
General  Practice  Foundation  on  Friday, 
April  9,  1965  in  San  Francisco.  The  confer- 
ence is  being  held  at  the  Fairmont  Hotel  the 
day  prior  to  the  opening  of  the  Academy’s 
Congress  of  Delegates. 

This  conference  will  be  the  first  such  con- 
sultation forum  sponsored  by  the  Foundation 
which  was  established  in  1958  to  promote  and 
maintain  high  standards  of  practice  in  medi- 
cine and  surgery.  There  will  be  four  speak- 
ers on  the  morning  session,  and  four  in  the 
afternoon,  with  question-and-answer  periods 
following  each  session. 


Conference  On  Rural  Health 
At  Miami  Beach  March  26-27 

The  18th  National  Conference  on  Rural 
Health  sponsored  by  AMA  Council  on  Rural 
Health  will  be  held  at  the  Americana  Hotel, 
Miami  Beach,  March  26-27.  Among  the  pur- 
poses of  the  conference  are  to  discover  and 
be  able  to  implement  the  utilization  of  com- 
munity health  resources  and  to  improve 
methods  of  communication  in  health  educa- 
tion for  rural  people. 

Speakers  include  Joseph  F.  Volker,  D.  D.  S., 
Vice-President  for  Health  Affairs,  University 
of  Alabama  Medical  Center,  Birmingham, 
and  E.  Neige  Todhunter,  Ph.  D.,  Dean,  School 
of  Home  Economics,  University  of  Alabama. 
Edward  R.  Annis,  M.  D.,  Immediate  Past 
President,  AMA,  will  be  the  banquet  speaker. 
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The  Joint  Council  to  Improve  the  Health  Care  of  the  Aged  met  January  17.  1965,  at  MASA 
headquarters  with  Dr.  J.  J.  Kirschenfeld  of  Montgomery,  presiding.  The  Council,  composed  of  the 
several  state  organizations  concerned  with  care  of  the  aging,  heard  reports  on  progress  in  this  field. 
Shown  above  are,  left  to  right,  B.  J.  Russell,  executive  secretary.  Dr.  Polly  Ayers  and  Dr.  Tom 
Wheeler,  representing  the  Alabama  Dental  Association,  Miss  Catherine  Corley,  Alabama  Nurses 
Association,  Homer  Gattis,  North  Central  Chapter,  Alabama  League  of  Aging,  and  C.  A,  Strong, 
president,  Alabama  Pension  Institute,  Inc. 


Practical  Medical,  Surgical 
Seminar  Scheduled  February  26 

The  Montgomery  Chapter  of  the  Alabama 
Academy  of  General  Practice  and  the  Ala- 
bama Section  of  the  International  College  of 
Surgeons  will  hold  a one  day  symposium  on 
“Practical  Medical  and  Surgical  Problems” 
for  Friday,  February  26,  at  the  Jefferson 
Davis  Hotel  in  Montgomery. 

Speakers  at  the  morning  session  will  be  Dr. 
David  M.  Bosworth,  professor  and  director. 
Orthopedic  Surgery  and  Traumatic  Surgery, 
New  York  Polyclinic  Medical  School  and  Hos- 
pital, New  York  City  and  Dr.  John  H.  Kil- 
lough,  Jefferson  Medical  College  of  Phila- 
delphia. Afternoon  speaker  will  be  Dr. 
Jeanne  C.  Bateman,  clinical  instructor  in 
medicine,  George  Washington  University 
School  of  Medicine,  Washington,  D.  C.,  and 
Dr.  Manuel  E.  Lichtenstein,  of  Chicago.  Dr. 
Julius  Michaelson,  president  of  the  American 
Academy  of  General  Practice,  Foley,  Ala- 
bama will  be  the  luncheon  speaker. 


Baldwin  Doctor  Appointed 
To  Governor's  Committee 

Dr.  John  E.  Foster  of  Foley  has  been  ap- 
pointed a member  at  large  on  Governor 
George  Wallace’s  Industrial  Advisory  Com- 
mittee. 

Dr.  Foster  is  active  in  civic  and  community 
development  and  served  as  president  of  the 
South  Baldwin  Chamber  of  Commerce  this 
year. 

He  is  a past  president  of  the  Alabama 
Academy  of  General  Practice. 


Gastroenterologists  Meet 
March  7 in  New  Orleans 

The  Southern  Regional  Meeting  of  the 
American  College  of  Gastroenterology  will 
be  held  in  New  Orleans,  La.,  on  Sunday, 
March  7,  1965  at  the  Roosevelt  Hotel  and  will 
convene  at  2:00  P.  M. 


240 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


AROUND  THE  STATE 


Gastroenterology  Symposium 
March  31 -April  2 In  Augusta 

A continuing  medical  education  symposium 
on  Gastroenterology  will  be  presented  March 
31-April  2,  1965  at  the  Medical  College  of 
Georgia,  Augusta,  Georgia.  The  guest  faculty 
includes  three  nationally  recognized  teachers 
and  clinicians  who  will  join  with  members  of 
the  Medical  College  of  Georgia  faculty  in  dis- 
cussing the  medical  and  surgical  approach  to 
problems  in  gastroenterology. 

Sports-minded  physicians  are  reminded 
that  this  symposium  immediately  precedes 
the  Masters  Golf  Tournament  which  will  be 
played  at  the  Augusta  National  Golf  Club, 
April  4-11. 

For  a symposium  brochure  listing  the  sub- 
jects to  be  discussed  and  participating  fac- 
ulty, write  to  the  Department  of  Continuing 
Education,  Medical  College  of  Georgia, 
Augusta,  Georgia. 


Parke,  Davis  Distributing 
New  Measles  Vaccine 

Parke,  Davis  & Company  has  announced 
plans  for  the  nationwide  distribution  of 
measles  vaccine. 

The  vaccine  was  developed  by  Philips 
Roxane,  Inc.,  of  St.  Joseph,  Mo.,  and  Colum- 
bus, Ohio,  and  recently  approved  by  the  Fed- 
eral Government.  The  vaccine  is  the  live, 
attenuated  type  and  is  indicated  for  preven- 
tive immunization  against  naturally  occur- 
ring nine-day  measles. 

The  vaccine,  developed  after  more  than  six 
years  of  laboratory  work,  has  produced  no 
serious  side  effects  during  the  clinical  field 
trials  involving  approximately  130,000  chil- 
dren, and  these  trials  proved  the  effective- 
ness of  the  vaccine,  with  predicted  life-long 
immunity,  in  94  to  97  per  cent  of  those  vac- 
cinated. 


Environmental  Health  Ills 
Subject  Of  Second  Congress 

AMA’s  Second  Congress  on  Environmental 
Health  Problems  is  to  be  held  April  26-27, 
1965  at  the  Drake  Hotel  in  Chicago. 

The  Congress,  based  on  the  theme  “Popu- 
lation, Environment  and  Health,”  will  have 
as  its  purpose  an  endeavor  to  broaden  under- 
standing of  the  interaction  between  man  and 
his  environment  in  the  belief  that  this  will 
help  to  improve  medical  practice  and  build 
more  healthful  environments.  Panels  will  be 
devoted  to  evaluating  the  effect  of  changing 
environments  on  living  cells,  viruses,  air, 
water,  food  and  physical  and  mental  health; 
reviews  of  changing  disease  patterns,  such  as 
the  social,  and  biological  factors  which  under- 
lie current  trends  in  incidence  of  various 
diseases;  consideration  of  ways  of  prevention 
of  disease  through  medical  and  public  health 
practices  and  environmental  engineering  and 
legislation;  and  the  final  panel  will  analyze 
the  potentials  of  urban  planning  in  terms  of 
building  to  improve  health  and  well  being 
through  specific  planning  and  the  role  that 
the  medical  profession  will  play  in  these 
health  objectives. 

For  further  information  concerning  this 
congress  contact:  Department  of  Environ- 
mental Health,  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 


Yolles  Appointed  Director 
Of  Mental  Health  Institute 

The  appointment  of  Stanley  F.  Yolles,  M. 
D.,  as  Director  of  the  National  Institute  of 
Mental  Health  has  been  announced  by  Sur- 
geon General  Luther  L.  Terry. 

Dr.  Yolles  succeeds  Dr.  Robert  H.  Felix, 
who  retired  October  1,  1964  to  become  Dean 
of  the  College  of  Medicine  at  St.  Louis  Uni- 
versity. 
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NUMBER  OF  BLOOD 
BANKS  PASSES  1,000 

The  American  Association  of  Blood  Banks 
has  passed  the  1,000  mark  in  its  program  of 
inspecting  and  accrediting  blood  banks  and 
hospitals  to  assure  that  their  techniques  of 
drawing,  storing  and  administering  blood 
meet  highest  medical  requirements. 

Dr.  Oscar  B.  Hunter,  Jr.,  of  Washington, 
chairman  of  the  AABB  inspection  and  ac- 
creditation committee,  observes  that  “Ac- 
creditation means  that  any  patient  receiving 
a transfusion  of  blood  from  an  AABB-ac- 
credited  bank  can  be  confident  that  the  bank 
has  voluntarily  met  the  highest  scientific 
standards.” 

To  date,  779  community  and  hospital  blood 
banks  have  been  accredited.  Inspections  of 
these  facilities  are  repeated  periodically  so 
that  the  total  number  of  inspections  now  ex- 
ceeds 1,000. 

Alabama  blood  banks  are  located  at: 

Birmingham  Baptist  Hospitals,  Birming- 
ham; Holy  Name  of  Jesus  Hospital,  Gadsden; 
Homer  D.  Cobb  Memorial  Hospital,  Phenix 
City;  Mobile  Infirmary,  Mobile;  Peoples  Hos- 
pital, Jasper;  St.  Margaret’s  Hospital  Labora- 
tory, Montgomery;  St.  Vincent  Hospital  and 
University  Hospital  and  Hillman  Clinic,  Bir- 
mingham. 


San  Francisco  To  Host 
Annual  Ob-Gyn  Meeting 

The  American  College  of  Obstetricians  and 
Gynecologists  announce  their  Thirteenth  An- 
nual Clinical  Meeting,  April  4-8,  1965,  to  be 
held  in  San  Francisco  at  the  Civic  Auditor- 
ium. 

Scientific  papers,  round  tables,  panel  dis- 
cussions, luncheon  conferences,  forums  on 
current  investigations,  motion  pictures, 
closed-circuit  color  television  programs  and 
scientific  and  commercial  exhibits  will  com- 
prise the  program. 


New  Radiation  Council  Opens 
Headquarters  In  Washington 

Establishment  of  national  headquarters  for 
the  newly-created  National  Council  on  Radia- 
tion Protection  and  Measurements  (NCRP) 
is  announced  by  Dr.  Lauriston  S.  Taylor, 
president  of  the  council.  W.  Roger  Ney  is 
Executive  Director. 

The  Council,  successor  to  the  National 
Committee  on  Radiation  Protection  and 
Measurements,  has  been  chartered  by  Con- 
gress as  a non-profit  corporation  to  collect, 
analyze,  develop,  and  disseminate  scientific 
information  and  recommendations  about 
radiation  measurement  and  protection 
against  radiation. 


Pan-American  Meeting 
Of  Pediatricians  Planned 

The  American  Academy  of  Pediatrics  will 
hold  its  Spring  session  April  26-29  at  the 
Americana  Hotel,  Bal  Harbour,  Florida. 

The  Academy  is  the  Pan-American  associa- 
tion of  pediatricians.  It  has  some  8,500  mem- 
bers in  the  United  States,  Canada,  and  Latin 
America. 


Course  On  Rehabilitation 
Of  Handicapped  Scheduled 

The  Fourth  Annual  Course  in  Principles  of 
Rehabilitation  of  the  Physically  Handicapped 
will  be  given  under  the  sponsorship  of  the 
University  of  Miami  School  of  Medicine  and 
the  Rehabilitation  Center  for  Crippled  Chil- 
dren and  Adults,  March  22nd-26th,  1965,  in 
Miami. 

Inquiries  should  be  addressed  to  Dr.  Pedro 
Arroyo,  Jr.,  Rehabilitation  Center  for  Crip- 
pled Children  and  Adults,  1475  N.  W.  14th 
Avenue,  Miami,  Florida. 
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Georgia  Arthritis  Group 
Slates  Seminar  February  13-14 


County  Society  Officers 


A seminar  on  Arthritis  will  be  held  at  the 
Academy  of  Medicine  in  Atlanta  February 
13-14,  1965,  under  sponsorship  of  the  Georgia 
Chapter  of  the  Arthritis  Foundation.  The  an- 
nouncement was  made  by  Dr.  Vernon  E. 
Powell,  President  of  the  Georgia  Chapter. 

Faculty  will  include  Doctors  Howard  F. 
Policy,  Mayo  Clinic;  Lee  Ramsay  Straub, 
Hospital  for  Special  Surgery;  Charley  J. 
Smyth,  Medical  Center,  University  of  Colo- 
rado; Mack  L.  Clayton,  Denver  Orthopedic 
Clinic;  Robert  L.  Bennett,  Warm  Springs 
Foundation;  William  S.  Clark,  President,  and 
Ronald  Lamont-Havers,  Medical  Director, 
The  Arthritis  Foundation. 


Mr.  Jerry  Gould  Appointed 
AM  A Representative  To  State 

Mr.  Jerry  Gould  of  Charleston,  West  Vir- 
ginia, Assistant  to  the  Executive  Secretary  of 
West  Virginia  State  Medical  Association,  has 
joined  the  staff  of  the  Field  Service  Division 
of  the  American  Medical  Association.  With 
headquarters  in  Chicago,  Mr.  Gould  will 
serve  as  AMA  representative  for  the  states 
of  Alabama,  Tennessee,  Mississippi,  and 
Florida.  Before  joining  the  West  Virginia 
State  Medical  Association,  Mr.  Gould  was 
employed  for  sixteen  years  as  a newspaper- 
man. He  is  married  to  a registered  nurse, 
and  they  have  eight  children. 


Doctors: 

Have  you  mailed  in  the  questionnaire 
which  appeared  in  the  January  issue  of 
your  MASA  Journal?  This  is  urgent  if 
your  Journal  is  to  serve  you  better. 


Baldwin  County 

Dr.  Richard  A.  Rowe President 

Foley 

Dr.  John  E.  Foster Vice  President 

Foley 

Dr.  Ferdinand  H.  Dietze Secretary-Treasurer 

Fairhope 

Chambers  County 

Dr.  Joseph  R.  Gladden President 

Langdale 

Dr.  Hugh  McCulloh Vice  President 

Lanett 

Dr.  Arthur  E.  Carpenter,  Jr.  . Secretary-Treasurer 
Lanett 


Clarke  County 

Dr.  Margaret  Lee  Henry President 

Thomasville 

Dr.  Ralph  Dewey  Neal  . Vice  President 

Grove  Hill 

Dr.  J.  P.  Mudd,  Jr Secretary-Treasurer 

Jackson 

Colbert  County 

Dr.  Howard  C.  Johnson  . President 

Sheffield 

Dr.  Winston  Williams Vice  President 

Sheffield 

Dr.  R.  E.  Campbell  - Secretary-Treasurer 

Sheffield 

Coosa  County 

Dr.  H.  L.  Cockerham,  Jr ..  President 

Goodwater 

Cullman  County 

Dr.  Frank  Stitt,  Jr President 

Cullman 

Dr.  Arthur  W.  Woods  Vice  President 

Cullman 

Dr.  R.  B.  Dodson . . Secretary-Treasurer 

Cullman 

Crenshaw  County 

Dr.  James  E.  Kendrick  President 

Luverne 

Dr.  James  C.  Ray  ...  Vice  President 

Luverne 

Dr.  James  E.  Kendrick  Secretary-Treasurer 

Luverne 

Etowah  County 


Dr. 

Dr. 

Carroll  Crawford  

Gadsden 

Ray  Johnson ... 

President 

Vice  President 

Gadsden 

Dr. 

William  Warren ...  . 

Secretary-Treasurer 

Gadsden 

Houston  County 

Dr.  Gordon  A.  Atkinson  .President 

Dothan 

Dr.  Manley  L.  Cummins Vice  President 

Ashford 

Dr.  Jesse  L.  Byrd  Secretary-Treasurer 

Dothan 


(Next  Page) 
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AROUND  THE  STATE 


Jefferson  County 

Dr.  William  E.  Lawrence  President 

Birmingham 

Dr.  Arthur  I.  Chenoweth _...Vice  President 

Birmingham 

Dr.  Charles  W.  Neville President-Elect 

Birmingham 

Dr.  Hal  Ferguson Secretary-Treasurer 

Birmingham 

Lauderdale  County 

Dr.  Gilbert  R.  Melson President 

Florence 

Dr.  Milton  C.  Dunn Vice  President 

Florence 

Dr.  John  S.  Herring Secretary-Treasurer 

Florence 

Lowndes  County 

Dr.  W.  L.  Staggers President 

Benton 

Dr.  R.  P.  Griffin Secretary-Treasurer 

Fort  Deposit 

Macon  County 

Dr.  Murray  Smith President 

Tuskegee 

Dr.  Riley  Lumpkin  ...  Vice-President 

Tuskegee 

Dr.  Riley  Lumpkin  Secretary-Treasurer 

Tuskegee 

Marshall  County 

Dr.  Ellis  F.  Porch  . _.  President 

Arab 

Dr.  F.  N.  Calvert  Vice-President 

Boaz 

Dr.  C.  F.  Veazey Secretary-Treasurer 

Guntersville 

Mobile  County 

Dr.  William  L.  Sellers,  Jr. President 

Mobile 

Dr.  George  W.  Newburn,  Jr President-Elect 

Prichard 

Dr.  Neal  S.  Flowers Secretary 

Mobile 

Dr.  William  P.  Coats  ... Treasurer 

Chickasaw 

Monroe  County 

Dr.  Jack  Whetstone  President 

Monroeville 

Dr.  R.  A.  Smith,  Sr Vice  President 

Monroeville 

Dr.  R.  A.  Smith,  Jr Secretary-Treasurer 

Monroeville 

Montgomery  County 

Dr.  Harry  Jackson  Till President 

Montgomery 

Dr.  Thomas  Campbell  Nolan Vice  President 

Montgomery 

Dr.  William  L.  Smith  Secretary-Treasurer 

Montgomery 

Morgan  County 

Dr.  John  S.  Hamilton  ...  ..  President 

Decatur 

Dr.  Rhett  G.  Danley  . . ...  Vice  President 

Decatur 

Dr.  Sage  D.  Copeland  Secretary-Treasurer 

Decatur 


Perry  County 

Dr.  A.  F.  Wilkerson  President 

Marion 

Dr.  M.  A.  Straughn  Vice  President 

Marion 

Dr.  J.  R.  Long  Secretary-Treasurer 

Marion 

Pike  County 

Dr.  James  O.  Colley,  Jr.  President 

Troy 

Dr.  H.  M.  Sacks  Vice  President 

Troy 

Dr.  W.  H.  Abernethy Secretary 

Troy 

Dr.  C.  L.  Golden  Treasurer 

Brundidge 


Shelby  County 

Dr.  W.  C.  Browne President 

Vincent 

Dr.  Leslie  H.  Hubbard  Vice  President 

Montevallo 

Dr.  Jean  Clark  . Secretary-Treasurer 

Vincent 

Sumter  County 

Dr.  D.  P.  Hightower. President 

York 

Dr.  Johnye  Ruth  Walton  Vice-President 

York 

Dr.  S.  J.  Williams Secretary-Treasurer 

Livingston 

Talladega  County 

Dr.  John  D.  Pitchford,  Jr.  ....  President 

Sylacauga 

Dr.  Harvey  B.  Campbell Vice  President 

Talladega 

Dr.  Max  E.  Vaughn Secretary 

Sylacauga 

Dr.  Arthur  L.  Toole Treasurer 

Talladega 

Tallapoosa  County 

Dr.  James  P.  Temple President 

Alexander  City 

Dr.  Alan  J.  Swindall Vice  President 

Dadeville 

Dr.  L.  H.  Hamner Secretary-Treasurer 

Camp  Hill 

Walker  County 

Dr.  H.  S.  Watkins  ..  President 

Oakman 

Dr.  Ed  O’Rear Vice  President 

Jasper 

Dr.  Robert  J.  Schlitt  Secretary-Treasurer 

Jasper 

Washington  County 

Dr.  J.  L.  Hubbard  President 

Chatom 

Dr.  Paul  Petcher  Vice  President 

Chatom 

Dr.  Herman  Patterson  Secretary-Treasurer 

Chatom 
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OBITUARIES 


DR.  CARL  TURNER  MARTIN 

Dr.  Carl  Turner  Martin,  age  64,  died  De- 
cember 30  after  suffering  a heart  attack  in 
his  office.  He  had  practiced  medicine  at 
Headland,  Alabama  for  more  than  twenty- 
five  years.  Survivors  include  the  widow, 
Mrs.  Florrie  Martin  and  a son,  Carl  T.  Martin, 
Jr.,  of  Atlanta. 

DR.  GORDON  C.  USSERY,  SR. 

Alabama  lost  one  of  its  most  beloved  phy- 
sicians on  December  9 when  Dr.  Gordon  C. 
Ussery,  Sr.,  of  Roanoke  died  in  a Birmingham 
hospital  after  a long  illness.  He  was  69  years 
of  age  and  had  spent  his  entire  lifetime  in 
Roanoke— 42  years  in  the  practice  of  medi- 
cine. His  service  included  chief  of  staff  of 
the  Randolph  County  Hospital  and  president 
of  the  Randolph  County  Medical  Society. 
Surviving,  in  addition  to  his  widow  and  two 
daughters,  is  one  son.  Dr.  Gordon  C.  Ussery, 
Jr.,  of  Birmingham. 

DR.  E.  G.  SANDLIN 

Dr.  E.  G.  Sandlin,  who  was  81  years  of  age, 
died  in  Tuscaloosa  on  January  2,  1965  after  a 
long  illness.  He  had  practiced  medicine  in 
Houston  and  Cullman  Counties  for  fifty 
years,  having  come  to  Alabama  from  his  na- 
tive town  of  Cuthbert,  Georgia.  Survivors, 
besides  his  wife,  Mrs.  Florence  Burkett  Sand- 
lin, include  two  sons,  Rupert  Sandlin  of  Pan- 
sey  and  McDewain  Sandlin  of  Rome,  Georgia; 
and  three  daughters,  Mrs.  Mary  Ellen 
Kupinse  of  West  Haven,  Conn.,  Mrs.  Kath- 
eryn  Bond  of  Denver,  Colo.,  and  Miss  Alice 
Sandlin  who  resides  in  Tuscaloosa. 

DR.  EDWARD  L.  TAYLOR 

Dr.  Edward  L.  Taylor,  a resident  of  Gun- 
tersville,  and  a well  known  radiologist  in  that 
area,  died  on  November  25,  1964.  Dr.  Taylor 


had  resided  in  Guntersville  since  1962  and 
was  chairman  of  the  Finance  Commission  of 
the  Guntersville  First  Methodist  Church,  a 
Mason,  a member  of  the  Guntersville  Cham- 
ber of  Commerce,  and  a member  of  the 
Marshall  County  Medical  Society.  Dr.  Tay- 
lor is  survived  by  his  wife,  Mrs.  Mary  Wood 
Taylor,  and  three  daughters,  Mary  Ann,  Leah 
Elise  and  Tenley  Sue,  all  of  Guntersville. 

DR.  GEORGE  W.  NEWBURN,  SR. 

Dr.  George  W.  Newburn,  Sr.,  who  served  as 
personal  physician  to  thousands  of  Mobilians 
for  over  56  years,  died  November  21,  1964. 
Dr.  Newburn  was  a member  of  the  50-Year 
Club  of  the  State  Medical  Association,  and 
was  a lifetime  member  of  the  Trinity  Episco- 
pal Church  in  Mobile.  He  is  survived  by 
three  sons  who  are  in  active  practice  in  the 
Mobile  area:  Dr.  Francis  Newburn  and  Dr. 
Heubert  Newburn  are  dentists  there,  while 
Dr.  George  W.  Newburn,  Jr.,  is  a general 
practitioner.  Other  survivors  include  his 
wife,  Mrs.  George  W.  Newburn,  Sr.,  and  a 
daughter,  Mrs.  O.  A.  Moore  of  Downs,  Ala- 
bama. 


10  Regional  Institutes  Set 
On  Health  Care  Of  Aging 

The  Joint  Council  to  Improve  Health  Care 
of  the  Aging  will  hold  10  Regional  Institutes 
on  Nursing  Home  Care  to  be  held  during 
1965. 

The  new  series  is  designed  to  expand  on 
the  format  developed  during  six  institutes 
held  in  1964  which  stressed  the  importance  of 
the  nursing  home  as  a medical  facility  and 
the  needs  of  the  long-term  patient. 

Atlanta  has  been  selected  as  the  site  of  the 
first  1965  institute,  February  15-17.  Other 
conferences  will  be  in  Minneapolis;  Seattle; 
Columbus,  Ohio;  Toronto,  Canada;  Denver; 
Boston;  Philadelphia;  Dallas  and  Los 
Angeles. 
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Alabama  Department 

of 

Public  Health 


THE  EPIDEMIC 

ALEC  C.  NATIONS,  Coordinator 

Accident  Prevention  Program 
Alabama  Department  of  Public  Health 


In  recent  months  there  has  been  increased 
interest  shown  in  the  motor  vehicle  accident 
problem  in  Alabama.  The  Governor’s  Traffic 
Safety  Committee  has  been  largely  responsi- 
ble for  stimulating  much  of  this  interest.  The 
Alabama  Department  of  Public  Health  is 
represented  on  this  committee  by  the  State 
Health  Officer.  Through  the  efforts  of  this 
committee  the  need  for  developing  methods 
to  reduce  one  of  Alabama’s  greatest  health 
problems  is  now  recognized.  Since  our  main 
purpose  in  public  health  is  to  save  lives,  it 
was  felt  we  could  make  a significant  contri- 
bution to  the  committee  by  further  defining 
the  motor  vehcile  fatality  problem  in  this 
state.  Our  accident  prevention  program, 
dealing  primarily  with  accidents  occurring 


MOTOR  VEHICLE  TRAFFIC  DEATHS 


in  and  around  the  home,  was  initiated  a year 
and  a half  ago.  Using  the  epidemiological  ap- 
proach in  studying  home  accidents  and  home 
accidental  deaths  in  Alabama  gave  us  a good 
base  to  apply  to  the  traffic  fatality  problem. 
A study  of  motor  vehicle  fatalities  in  relation 
to  other  accidental  deaths  has  recently  been 
completed  by  the  Alabama  Department  of 
Public  Health.  This  furnished  the  committee 
statistical  data  which  had  not  been  available 
to  them. 

There  are  numerous  factors  involved  in 
attempting  to  define  the  causes  of  motor  ve- 
hicle accidents.  This  initial  study  was  made 
to  determine  the  relationship  of  the  motor 
vehicle  mortality  problem  to  the  changing 
transportation  habits  of  Alabamians.  For 


DERTH  RATE  (PER  100,000  POPULATION) 
FROM  MOTOR  VEHICLE  ACCIOENTS 
i«  ALABAMA 
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example,  tlie  death  rate  per  100  million  miles 
traveled  has  increased  from  6.0  in  1959  to  6.2 
in  1963.  There  has  been  a 20.9  per  cent  in- 
crease in  fatalities  from  1951  to  1963.  The 
death  rate  per  100,000  vehicles  has  increased 
from  73.3  in  1959  to  74.1  in  1963.  The  charts 
on  page  246  indicate  the  total  number  of 
deaths  and  the  increase  in  the  motor  vehicle 
mortality  rate  per  100,000  population. 

This  study  indicates  that  the  motor  vehicle 
mortality  rate  is  increasing  each  year  not 
only  by  total  number  of  deaths  but  also  in 
relation  to  the  increased  use  of  automobile 
transportation.  Comparisons  made  with 
other  states  who  have  a lower  motor  vehicle 
fatality  rate  suggest  a number  of  concrete 
events  which  must  occur.  The  immediate 
goal  should  be  for  all  of  Alabama’s  citizens 
to  be  made  aware  of  this  increasing  health 
problem.  Knowledge  of  the  need  should  en- 
courage the  full  cooperation  of  each  adult  in 
actively  supporting  required  motor  vehicle 
inspections,  driver  education  training,  and 
the  installation  and  use  of  restraining  devices 
by  all  persons  riding  in  motor  vehicles. 

Since  all  members  of  the  Medical  Associa- 
tion make  up  the  State  Board  of  Health,  it 
is  hoped  that  each  physician  will  actively 
support  good  legislation  for  vehicle  inspec- 
tion, driver  training,  and  the  installation  of 
seat  belts  in  all  vehicles. 


Pioneer  Of  Hill-Burton 
Program  Leaves  U.  S.  Post 

Surgeon  General  Luther  L.  Terry  of  the 
Public  Health  Service  has  announced  the  re- 
tirement of  John  R.  McGibony,  M.  D.,  Chief 
of  Intramural  Research,  Division  of  Hospital 
and  Medical  Facilities  of  the  U.  S.  Depart- 
ment of  Health,  Education,  and  Welfare, 
Washington,  D.  C. 

Dr.  McGibony,  who  helped  lay  the  ground- 
work for  the  Hill-Burton  Hospital  Construc- 
tion program,  began  his  varied  career  in  1927 
after  receiving  his  M.  D.  from  the  Medical 
College  of  Georgia. 


BUREAU  OF  PREVENTABLE  DISEASES 
W.  H.  Y.  Smith.  M.  D..  Director 
CURRENT  MORBIDITY  STATISTICS 
1964 


•E.  E. 

Nov. 

Dec. 

Dec. 

Tuberculosis  . 

76 

52 

119 

Syphilis  . 

147 

147 

100 

Gonorrhea  

220 

268 

254 

Chancroid  

0 

1 

5 

Typhoid  fever 

1 

I 

2 

Undulant  fever. 

0 

0 

0 

Amebic  dysentery 

5 

0 

2 

Scarlet  fever  & strep,  throat 

258 

297 

80 

Diphtheria  

5 

2 

6 

Whooping  cough 

27 

40 

10 

Meningitis  

1 

10 

8 

Tularemia  

0 

0 

0 

Tetanus  

1 

0 

1 

Poliomyelitis  

0 

0 

5 

Encephalitis  

0 

0 

0 

Smallpox  

0 

0 

0 

Measles  

..  ..  41 

91 

60 

Chickenpox  

14 

90 

88 

Mumps  

16 

17 

40 

Infectious  hepatitis 

30 

25 

26 

Typhus  fever 

0 

0 

0 

Malaria  

0 

0 

0 

...523 

468 

444 

Pellagra  

0 

0 

0 

Rheumatic  fever — 

14 

6 

13 

Rheumatic  heart  

21 

13 

23 

Influenza  

55 

39 

119 

Pneumonia  

142 

177 

233 

Rabies — Human  cases 

0 

0 

0 

Pos.  animal  heads  . 

3 

3 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

•E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 

.5*  Jt 


BUREAU  OF  LABORATORIES 


Thomas  S.  Hosty.  Ph.D.,  Director 
December  1964 

Examinations  for  intestinal  parasites  837 

Typhoid  cultures  (blood,  feces,  urine 

and  other). 285 

Brucella  cultures 2 

Examinations  for  malaria  . 1 

Examinations  for  gonococci  1,631 

Serologic  tests  for  syphilis 

(blood  and  spinal  fluid) 19,183 

Darkfield  examinations 2 

Agglutination  tests. ..  2 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 51 

Complement  fixation  tests 76 

Examinations  for  Negri  bodies 

(smears  and  animal  inoculations) 203 

Water  Examinations 1,918 

Milk  and  dairy  products  examinations  3,474 

Examinations  for  tubercle  bacilli 3,538 

Miscellaneous  examinations. 5,124 


36,327 

•Dothan  Branch  Laboratory  report  was  not  received  in 
time  to  be  included. 
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T.he  Woman’s  Auxiliary 


Dear  Doctors: 

My  husband  writes  a weekly  newspaper 
column  so  I don’t  see  why  he  should  be 
jealous  if  I write  to  you  once  a month.  Any- 
way, I asked  him  to  write  a guest  column 
for  me.  If  you  are  planning  on  bringing  your 
wife  to  the  State  Medical  Convention  and  she 
is  planning  on  attending  the  auxiliary  meet- 
ings, you  don’t  need  to  read  any  further. 

Sincerely, 

Frances  Clemmons 

Lowell’s  Column: 

Frances  asked  me  if  I could  take  a little 
pressure  off  her  and  tell  why  all  the  wives 
should  come  to  Birmingham  and  attend 
the  Auxiliary  meetings.  Reminds  me  of  one 
of  my  OB’s  who  said,  “My  husband  poked  a 
little  fun  at  me  and  I took  it  seriously.”  All 
of  you  know  I can’t  be  too  serious  about  any- 
thing, so  I won’t  be.  Don’t  think  I’ve  ever  at- 
tended a State  Medical  Convention  without 
taking  Frances  along.  Back  in  the  early  days, 
right  after  World  War  II,  I would  look 
around  and  wonder  why  there  were  so  many 
old  doctors  attending  meetings  and  also  won- 
der why  there  wasn’t  anybody  around  my 
age.  So  Frances  and  I would  seriously  attend 
the  meetings,  then  entertain  ourselves  at 


night  in  various  and  sundry  ways.  Then  a 
few  years  later,  it  seemed  that  everybody  at 
every  meeting  was  about  my  age  so  we  were 
not  quite  as  diligent  at  attending  meetings, 
but  we  were  more  diligent  in  the  social  ac- 
tivities and  there  used  to  be  a lot. 

Now  the  wheel  has  continued  turning 
and  some  of  my  contemporaries  like  Gordon 
Daves,  John  Chenault,  E.  B.  Glenn  and  Win- 
ston Edwards  stand  around,  try  to  look  wise 
and  wonder  how  some  of  these  youngsters  are 
old  enough  to  be  out  of  college,  let  alone 
medical  school.  Golly,  they’re  graduating 
young  these  days.  But,  I’m  back  to  the  meet- 
ings and  not  dancing  as  much.  Seems  like 
there  are  a lot  of  reasons  I need  Frances 
along.  Used  to  be  that  I urged  her  to  attend 
the  Auxiliary  meetings  so  that  she  didn’t 
have  time  to  spend  any  money  in  the  stores. 
Then  later  on  I urged  her  to  attend  the  meet- 
ings for  the  same  reason.  Now  I don’t  have  to 
urge  her  but  I would  and  for  the  same  reason. 
Besides  that,  it’s  handy  to  have  her  along. 
After  all,  somebody  has  to  tie  my  shoes,  take 
off  my  elastic  stockings,  wash  my  back,  find 
my  razor,  hang  up  my  clothes,  tell  me  to  go 
to  bed,  wake  me  up  in  the  mornings,  keep 
track  of  where  I’m  supposed  to  be  at  what 
time,  remind  me  of  peoples’  names,  tell  me 
when  I’ve  had  enough  to  eat  and  drink, 
wheel  me  back  to  the  hotel,  keep  me  from 
knocking  on  hotel  doors  as  I walk  down  the 
corridor,  operate  the  elevator  for  me,  give 
me  the  latest  dope  on  who’s  in  and  who’s  out 
in  the  Auxiliary,  let  me  know  which  group 
plans  to  nominate  the  president-elect  of  the 
Association,  etc.,  etc.  Golly,  fellows,  you  can’t 
afford  to  attend  the  State  Medical  meeting 
without  taking  your  wife  along,  you’d  be  lost. 
Besides  that,  we’re  going  to  meet  at  the  Par- 
liament House  and  you’d  better  have  your 
wife  along  when  you  see  those  gals  in  the 
cocktail  lounge.  By  the  way,  the  Auxiliary 
meets  at  the  Sheraton  Motor  Hotel  which 
used  to  be  the  Colony  and  it’s  pretty  OK  too. 
You’d  better  plan  to  be  there  and  for  heavens 
sake,  bring  your  wife  because  if  your  wife 
doesn’t  show  up,  my  wife  will  be  after  me  for 
not  convincing  you  that  your  wife  ought  to 
be  there. 
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Stamp  of  Approval 

on  Virtually  any  Ulcer  Regimen- 

PRO-BANTHlNU 

(propantheline  bromide) 


Historically,  reduction  of  acid  and  motility 
in  peptic  ulcer  has  been  approached  through 
the  use  of  antacids,  dietary  management 
and  surgery. 

Since  1953,  however,  Pro-Banthine  used 
alone  or  in  addition  to  other  measures  has 
contributed  importantly  to  achieving  both 
of  these  goals.  It  has  been  shown  repeatedly 
that  adequate  doses  of  Pro-Banthine  will  sig- 
nificantly inhibit  gastric  acid  secretion  and 
reduce  gastrointestinal  motility. 

So  dependable  have  these  actions  been  that 
now,  for  many,  standard  treatment  of  peptic 
ulcer  and  several  allied  conditions  has  be- 
come antacids  plus  Pro-Banthine,  dietary 
management  plus  Pro-Banthine,  surgery 
plus  Pro-Banthine,  or  some  combination  of 
the  three. 

Pro-Banthine  has  become  the  most  widely 


prescribed  anticholinergic  for  patients  with 
peptic  ulcer,  functional  hypermotility,  irri- 
table colon,  pylorospasm  and  biliary  dyski- 
nesia because  patients  respond  favorably  to 
its  therapeutic  actions. 

Side  Effects  and  Precautions-Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  The  drug  is 
contraindicated  in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  four  tab- 
lets may  be  given  four  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 
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too  young 
to  be 

so  tired... 


revive  interest... 
restore  activity 
promptly  with 


Mertonic 


Calcium  glycerophosphate (2%  MDR  for  calcium  and  phosphorus)  100  mg. 


the  need  tor  a tonic 

knows  no  age  Anyone  can  feel  tired  and 


“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 
to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrochloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only.  For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  minutes  before  meals.  Contraindicated  in  agitated 
pre-psychotic  patients,  paranoia,  or  other  patients  in 
whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 


Three  tablespoonfuls  (45  cc.)  contain: 

Pipradrol  hydrochloride 

Vitamin  Bi  (thiamine  hydrochloride)  .... 

Vitamin  Bo  (riboflavin)  

Vitamin  Be,  (pyridoxine  hydrochloride) 

Nicotinamide  

Cholinet  

Inositolt  


2 mg. 

(10  MDR*)  10  mg. 


(4  MDR*)  5 mg. 

1 mg. 

(5  MDR*)  50 mg. 


100  mg. 
100  mg. 


Cobalt  (as  chloride)  

Manganese  (as  sulfate)  

Magnesium  (as  acetate)  

Zinc  (as  acetate)  

Molybdenum  (as  ammonium  molybdate)  

Alcohol  15% 

^Multiple  of  adult  Minimum  Daily  Requirement  supplied 
fRequirement  in  human  nutrition  not  yet  established 


1 mg. 
1 mg. 
1 mg. 
1 mg. 
1 mg. 


Brochure  with  full  product  information  available  on  request. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio /Weston,  Ontario 


To  serve  You  Better. 


the  latest  advancement 
in  Photo-Engraving  Technique 
the  powderless  etcher. 


Your  Story  iu  Pictures  Leaves  Nothiug  Uutold 


To  Serve  You  Better... 
Service  Engraving  Co.,  Inc 

Announces  a new  addition... 


ERVICE 


HOTOGRAPHY 


212  Washington  Ave. 

(In  The  Advertiser  Bldg.) 
Phone  262-5142 


As  a new  service  to  printers  . 
OFFSET  NEGATIVES  of  the 
hipest  quality. . 


To  Serve  You  Better 

Top  Quality  Black 
and  White  and  Color 
PHOTOGRAPHY 

• Commercial 

• Aerial 

• Weddings 

• Lead  Outs 

• Promotional 
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Your  patients  will  say 
“The  Pain  Is  Gone” 
when  you  prescribe 

‘EMPIRIN’^COMPOUND 
with  CODEINE  gr.  l/2 


‘EMPIRIN’^ 
Compound  Jd 

with 

Codeine  Phosphate,  No.  3 

Eoch  tablet  contains 

Codeine  Phosphote  (32.4  mg.)  gr.  1/2 
Worning. — May  Be  Habit  Forming 
Phenocetin  gr.  2-1/2 

Aspirin  gr.  3-1/2 

Coffeine  gr.  1/2 


BURROUGHS  WELLCOME  & CO. 

(U.5.A.)  Inc.,  Tuckohoe,  N.Y. 
Mode  in  U.S.A. 


‘EMPIRIN’  COMPOUND  with  CODEINE  gr.1/2  (No.  3) 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


.LQ  burroughs  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe,  N.Y. 
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in  maintenance  therapy... 
a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

— rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 

two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.' 

ARTHRALGEN®-PR(Arthralg  en  with  prednisone) 


Each  tablet  contains; 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.’ 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICH  MONO,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  etal.:  J.A.M.A.,  165:225, 
1957. 
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. Ti  cutting  you  down  to 
aablet  daily. 


My,  yes!  I’m  not  tired  out  anymore.  Headaches  still  bother  you? 


Mmm.  Normal.  Must  be  taking 
your  Regroton. 


Thanks  for  everything,  Doctor. 
See  you  on  the  3rd. 


One  a day  at  breakfast. 
Sure  is  easy  on  me. 


...excellent  response  to  Regroton, 
from  196/1 20  to  145/90. 


tction:  Each  tablet  contains  chlorthalidone, 
J.jind  reserpine,  0.25  mg. 
isdications:  History  of  mental  depression, 
^Sisitivity,  and  most  cases  of  severe  renal 
pic  diseases. 

'ii : Discontinue  2 weeks  before  general 
iHsia,  1 week  before  electroshock  therapy, 
f spression  or  peptic  ulcer  occurs. 

9 ons:  Reduce  dosage  of  concomitant  anti- 
rtisive  agents  by  one-half.  Discontinue  if 
lU  rises  or  liver  dysfunction  is  aggravated, 
iryte  imbalance  and  potassium  depletion 
d;ur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Elfects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast, 

*Chupkovich,  V.;  Finnerty,  F,  A.,  Jr,,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964, 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  (^IM 

Ardsley,  New  York  RE-3269 


legroton 


Superior  to  other  antihypertensives  in 
76  of  80  patients  during  a 2-year  study* 


Geigy 


Stelazine®  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient — 
with  little  or  no  drowsiness 


When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f],  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

StolP  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f]  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  (June  29)  1960. 

Smith  Kline  & French  Laboratories,  Philadelphia 


♦ 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  Vi  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

‘SOMA’  COMPOUND;  'SOMA'  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  'Soma'  Compound  and  'Soma' 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
simiiar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin-May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Cocfe/ne-Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol— other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Code/ne-Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  'Soma'  Compound  and  'Soma'  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  'Soma'  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
■Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

jm  WALLACE  LABORATORIES 

CSO-3%13  WA  Cranbury,  N.  J. 
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APPALACHIAN  HALL 

ESTABLISHED  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  coma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 


THE 

SILVER  HILL 
FOUNDATION 

NEW  CANAAN 
CONNECTICUT 


A Psychotherapeutic  Unit 
for  the  Study  and  Treatment 
of  the  Psychoneuroses 


Announces 
THREE  YEAR 
RESIDENCY 
TRAINING 
PROGRAM 


IN  PSYCHIATRY 


Approved  by  the  American  Medical  Association  and  the  American  Board  of  Psychiatry  and  Neu- 
rology. Affiliated  with  Departments  of  Psychiatry  and  Neurology  of  the  College  of  Physicians  and 

Surgeons,  Columbia-Presbyterian  Medical  School,  New  York  City. 

First  year  spent  at  Medical  Center,  New  York,  N.  Y.,  second  and  third  years  at  Silver  Hill,  New 

Canaan,  Connecticut.  Applicants  also  considered  who  have  completed  one  year  or  more  of  train- 

ing elsewhere  for  the  second  and  third  year  program. 

Emphasis  placed  on  training  of  physicians  for  private  practice  of  psychiatry,  under  experienced 
preceptors.  Board  Diplomates,  with  teaching  background.  Generous  compensation,  opportunities  for 
permanent  staff  appointment.  Only  outstanding  applicants  accepted. 

For  further  information  and  application  form,  write:  William  B.  Terhune,  M.  D.,  Medical  Direc- 

tor, The  Silver  Hill  Foundation,  Box  1177,  New  Canaan,  Connecticut. 


! 
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TUBERCUUN,TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  or  other  personnel 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

9635-5 
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(^rest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS; 

James  A.  Becton,  M.D.,  F.A.P.A. 
James  K.  Ward,  M.D.,  F.A.P.A. 


Location;  7000  5th  Avenue  South 

Box  2894,  Woodlawn  Station 

BIRMINGHAM,  ALABAMA  35212 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  192  5 for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
arc  private. 


HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
American  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 


ST 


in. 


1 ^ ' 


for  psychiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  HWe  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE,  N.  E.  TELEPHONE  873-5681  ATLANTA  9,  GEORGIA 
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neo  Bromth® 

in  premenstrual  tension 


Complete  information  and  clinical  samples  will  be 
sent  upon  request. 

Name 

Address 

City State Zip 

PHARMACEUTICAL  CO. 

CHATTANOOGA,  TENN.  37409 


CHANGED  YOUR  ADDRESS 
RECENTLY? 

If  you  have  changed  your  address  re- 
cently, or  intend  to  do  so  shortly,  please 
return  this  coupon  properly  filled  out  to 
insure  uninterrupted  delivery  of  your 
copies  of  The  Journal.  Send  your 
change  of  address  to:  The  Journal  of 

THE  Medical  Association  of  the  State  of 
Alabama,  19  South  Jackson  Street,  Mont- 
gomery, Ala. 


Name 

Former  address: 

Street 

City 

State 

New  address: 

Street 

City 

State 

(Duplicate  copies  cannot  be  mailed  to 
replace  those  undelivered  through  jailure 
to  notijy  this  ojjice  oj  your  change  in  ad- 
dress. Please  notify  us  before  10th  of  the 
month.) 


Skilled  Nursing  Home 

Woodley  Manor 


of  Advancing  Age 

A New  Concept  of  Nursing, 
Convalescent  6 Retirement  Care 

EIGHTY  BED  — AIR  CONDITIONED 
PRIVATE  or  SEMI  PRIVATE 
NURSES  ON  DUTY  — DOCTOR  ON  CALL 

For  Information  and  Reservation 
DIAL  265-3554 

3312  Woodley  Rd.  Montgomery,  Ala. 


Murfreesboro — Vacancies 

STAFF  PHYSICIAN  for  1275  bed  Neu- 
ropsychiatric Hospital,  including  350 
general  medical  and  geriatric.  Mod- 
ern facilities  for  diagnosis  and  treat- 
ment of  mental  illness.  Salary  $12,075 
to  $21,590  depending  on  qualifications; 
fringe  benefits;  cost  of  moving  to  Mur- 
freesboro will  be  paid  by  Veterans 
Administration;  visit  here  for  evalua- 
tion can  be  arranged  at  our  expense. 
Excellent  educational  opportunities  for 
students  in  this  area.  Contact  Director, 
Veterans  Administration  Hospital,  Mur- 
freesboro, Tennessee. 
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Hygroton® 

brand  of 
chlorthalidone 

the 

long-acting 

diuretic 

Indications 

Many  types  of  edema  involving  re-  j 

tention  of  salt  and  water.  | 

Contraindications  i 

Hypersensitivity,  and  most  cases 
of  severe  renal  or  hepatic  disease. 

Precautions  | 

Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Electrolyte  imbalance  and  I 

potassium  depletion  may  occur;  | 

take  special  care  in  cirrhosis  or  , 

severe  ischemic  heart  disease, 
and  in  patients  receiving  cortico- 
steroids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended. 

Side  Effects 

Constipation,  dizziness,  dysuria, 
headache,  hyperglycemia,  hyper- 
uricemia, leukopenia,  muscle 
cramps,  nausea,  purpura,  throm- 
bocytopenia, transient  myopia, 
urticaria,  vomiting  and  weakness. 

Average  Dosage 

One  tablet  (100  mg.)  daily  with 

breakfast. 

Availability 

Tablets  of  100  mg.  in  bottles  of 
100  and  1000. 

For  full  details,  see  the  complete 
prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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How  does 
Hygroton® 

brand  of 
chlorthalidone 

stack  up 
against 
other 
diuretics? 

Not  vet7  high.  In  terms  of  one 
week's  therapy,  that  is.  The 
usual  dosage  is  just  one  tablet 
per  day.  Very  often,  the  dosage 
is  even  lower.  So  a week’s  ther- 
apy doesn’t  amount  to  much. 

That’s  why  it’s  nice  to  work 
with  Hygroton®,  brand  of  chlor- 
thalidone. You  have  fewer  tab- 
lets to  prescribe.  Your  patients 
have  fewer  tablets  to  take.  And 
fewer  to  pay  for. 

For  sheer  diuretic  effective- 
ness, choose  Hygroton®,  brand 
of  chlorthalidone.  It  generally 
promotes  more  natruresis  per 
tablet  than  the  thiazides.  We’ll 
stack  it  up  against  any  diuretic. 


Geigy 


i FAMOUS  ALABAMA  PHYSICIANS 

* 

} (:^fEROME  COCHRAN  (1831-1896)  has 
} J I been  variously  identified  as  the  guid- 
I J I ing  genius  and  the  father  of  public 
1 v_>/  health  in  Alabama. 


Born  in  Moscow,  Fayette  County, 
Tennessee,  on  December  4,  1831,  he  spent 
his  early  life  working  in  the  fields  beside 
his  father’s  slaves.  He  received  little 
formal  education  except  during  the  sum- 
mer months  in  an  old  field-school  after  the 
farm  work  was  finished.  He  later  supple- 
mented this  poor  beginning  by  extensive 
reading  and  private  study. 

At  the  age  of  19  he  became  a country 
school  teacher,  a position  he  held  for  six 
years.  In  1855 — at  the  age  of  24 — he  mar- 
ried Miss  Sarah  Jane  Collins,  daughter  of 
a well-to-do  farmer  and  entered  the  Bo- 
tanic Medical  College  at  Memphis,  Ten- 
nessee. 

He  was  graduated  in  1857  as  a Doctor  of 
Medicine,  valedictorian  of  his  class.  How- 
ever, as  a student  he  had  become  conscious 
that  the  botanic  system  of  instruction  was 
untenable  in  certain  areas  and,  after  two 
years  of  practice  in  North  Mississippi,  he 
enrolled  in  the  medical  department  of  Uni- 
versity of  Nashville.  With  153  others,  he 
received  in  1861  his  second  doctorate  in 
Medicine,  again  ranking  first  in  his  class. 

Dr.  Cochran  spent  the  entire  Civil  War 
time  tending  to  troops  in  Mississippi  and 
Alabama.  With  cessation  of  hostilities,  he 
hung  out  his  shingle  in  Mobile.  When  the 
Medical  College  of  Alabama  was  reopened 
in  Mobile  after  being  closed  for  seven 
years,  he  was  elected  Professor  of  Chemis- 
try. 

With  a small  group  of  doctors,  he  met  in 
Selma  in  1868  to  reorganize  the  Alabama 
State  Medical  Association  (also  a casualty 
of  the  war)  and  became  its  recording  sec- 
retary. He  later  was  to  lead  the  fight  to 
transform  the  Association  from  a loosely- 
bound  group  into  a compactly-organized 
body  which  would  be  “thoroughly  disci- 
plined but  a self-perpetuating  medical 
legislature.” 


At  about  this  same  period.  Dr.  Cochran 
became  interested  in  the  field  of  public 
hygiene;  and  he  wrote  a series  of  articles 
in  the  Mobile  Register  which  led  to  crea- 
tion of  a Board  of  Health  and  his  own  se- 
lection as  the  first  Health  Officer. 

Then  the  American  Medical  Association 
launched  a drive  for  creation  of  State 
Boards  of  Health,  patterned  after  those  in 
existence  in  California  and  Massachusetts. 
Dr.  Cochran  disagreed  that  the  state  board 
should  consist  of  a mixture  of  physicians 
and  members  of  other  professions  and  suc- 
cessfully led  a fight  to  invest  health  mat- 
ters exclusively  in  the  hands  of  the  medical 
associations  at  both  the  state  and  county 
levels. 

His  plan  was  enacted  into  law  on  Febru- 
ary 19,  1875.  Dr.  Cochran  then  became 
Alabama’s  first  Health  Officer,  a position 
he  held  until  his  death  in  Montgomery  on 
August  17,  1896. 


One  of  a series  of  Famous  Alabama  Physicians  based  on  research  compiled  by  Dr.  E.  B.  Carmichael 
for 

Durr  Surgical  Supply  Co. 

Montgomery  Birmingham  Huntsville 
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“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (Va  gr) 

(Warning;  May  be  habit  forming)  ^-q  9356  nerVOUS  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (iy4  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  72664 


Ames  Company,  Inc.,  Elkhart,  Indiana.  ai\/ies 


New  from  Roche  research 

Valium* 

(diazepam) 


& 

for 

—situational,  stress-induced  tension  ' 

—the  psychic  tension 
of  the  common  psychoneuroses 

—emotional  tension  intensified  by 
concomitant  somatic  components 

also  for 

—the  muscle  spasms  of  cerebral 
palsy  and  athetosis 


— Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 to  5 mg  b.i.d.  or  t.i.d.; 
severe  psychoneurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  ' 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 

Contraindications:  V'alium  (diazepam)  is  contraindicated  in  infants,  patients  with  a 
history  of  convulsive  disorders  or  patients  with  a history  of  glaucoma. 

Warning:  Valium  (diazepam)  is  not  of  value  in  dealing  with  psychotic  patients  manifest- 
ing anxiety  and  should  be  avoided  when  there  is  reason  to  believe  the  patient  is  psychotic.  j 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the  dosage  to  the  j 

smallest  effective  amount  to  preclude  the  development  of  ataxia  or  oversedation  (not  j 

more  than  1 mg,  1 or  2 times  daily  initially,  to  be  increased  gradually  as  needed  and  ' 

tolerated).  As  is  true  of  all  CNS-acting  drugs,  until  the  correct  maintenance  dosage  is  I 
established,  patients  receiving  Valium  (diazepam)  should  be  advised  against  possibly 
hazardous  procedures  requiring  complete  mental  alertness  or  physical  coordination.  Driv- 
ing an  automobile  during  the  period  of  Valium  (diazepam)  therapy  is  not  recommended.  . 
In  general,  the  concurrent  administration  of  Valium  (diazepam)  and  other  psychotropic 
agents  is  not  recommended.  If  such  combination  therapy  is  used,  careful  consideration  j 

should  be  given  to  the  pharmacology  of  the  agents  to  be  employed  with  Valium  (diaze-  i 

pam)  — particularly  with  known  compounds  which  may  potentiate  the  action  of  Valium 
(diazepam),  such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other  antidepres- 
sants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant  effect,  patients  should 
be  advised  against  the  simultaneous  ingestion  of  alcohol  and  other  central  nervous  system  ' 
depressant  drugs  during  Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam) 
during  pregnancy  has  not  been  established.  The  usual  precautions  are  indicated  when 
Valium  (diazepam)  is  used  in  the  treatment  of  anxiety  states  where  there  is  any  evidence 
of  impending  depression;  particularly  the  recognition  that  suicidal  tendencies  may  be 
present  and  protective  measures  may  be  necessary.  The  usual  precautions  in  treating 
patients  with  impaired  renal  or  hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been  reported;  in  most 
instances  these  are  dose-related  and  may  be  avoided  by  proper  dosage  adjustment.  Mild 
nausea  and  dizziness  may  occur  on  occasion.  As  with  any  new  agent,  when  it  is  ad- 
ministered for  protracted  periods  of  time,  periodic  blood  counts  and  liver  function  tests 
are  advisable.  Abrupt  cessation  after  prolonged  overdosage  may,  in  some  patients,  produce 
withdrawal  symptoms  {e.g.,  convulsions,  tremor,  abdominal  and  muscle  cramps,  vomit- 
ing, sweating)  similar  to  those  seen  with  barbiturates,  meprobamate  and  Librium®  | 
(chlordiazepoxide  HCl).  Changes  in  EEC  patterns  have  been  observed  in  patients  during 
and  after  Valium  (diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation,  sleep  disturbances, 
acute  hyperexcited  states  and  hallucinations  have  been  reported.  Other  side  effects  noted  . 
have  been  blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech,  tremor  and 
skin  rash.  I 

How  supplied:  For  oral  administration:  Valium  (diazepam)  scored  tablets,  2 mg,  white,  j 
bottles  of  SO  and  500;  5 mg,  yellow,  bottles  of  SO  and  500.  ' 
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Iron  deficiency 
is  effectively  treated 
with  Zentinic^ 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule'®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 

500232 


Zentinic* 

Multifactor  Hematinic  with  Vitamins 


V. 
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epilepsy  can  undermine  self-reliance 


“A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  fora  per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation... improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Toxic  effects  are 
infrequent:  allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute  generalized 
morbilliform  eruptions  with  or  without  fever.  Rarely, 
dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival  hypertrophy,  hir- 


sutism, and  excessive  motor  activity  are  occasion- 
ally encountered,  especially  in  children,  adoles- 
cents, and  young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia 
and  ataxia  indicates  dosage  should  be  reduced. 
Adequate  examination  of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is  supplied 
in  several  forms  including  Kapseals®  containing 
0.1  Gm.  and  0.03  Gm. 

*Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,"  Boston,  Little, 

Brown  and  Company,  1960,  vol. 

2,  p.  865.  432(4  PMKC.DMIStCOIfirANY.OMml.l*€l^4ai7 
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(diphenylhydantoin) 
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helps  to  restore  confidence 
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AND  HABITUAL  ABORTION 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 
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The  Bronchodilator  with  the  intermediate  dose  of 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephcdrme- 
phenobarbital  balance  eliminates  nervousness,  it 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit -forming).  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophyllme- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

TTuidhoneGG 

Formula  Is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  1000  s. 

and 

miidhaiie.GG 

ELIXIR 

The  formula  of  four  teaspoonfuk 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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Tour  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

‘Soma’  Compound  helps 
relieve  pain  and  relax  muscle 
in  many  musculoskeletal 
disorders.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma' Compound 

carisoprodol  200  mg.,phenacetin  160  mg.,caHeine  32  mg.  A 
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rational  combination  therapy  for  most  patients  with  strains  and  sprains: 
relaxes  muscle,  relieves  pain 


Also  available  as  ‘Soma’  Compound  with  Codeine:  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  codeine  phosphate  16  mg.  (Warning:  may  be  habit-forming.) 

(Warning:  Codeine  may  be  habit-forming.)  Indications:  ‘Soma’  Compound  and  'Soma’  Compound  with 
Codeine  are  useful  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other  conditions  affecting 
muscles  and  joints.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol,  phenacetin,  or 
codeine  phosphate.  Precautions:  Phenacetin  — ViHh  long-term  use,  give  cautiously  to  patients  with  anemia 
and  cardiac,  pulmonary,  renal  or  hepatic  disease.  May  damage  the  kidneys  when  used  in  large  amounts  or 
for  long  periods.  Caffe/ne  — Not  recommended  for  persons  extremely  sensitive  to  its  CNS  stimulating  ac- 
tion. Codeine  phosphate  — Use  with  caution  in  addiction-prone  individuals.  Cansoprocfo/  — Carisoprodol, 
like  other  central  nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of 
similar  chemical  structure,  e.g.  meprobamate.  Side  effects:  Drowsiness,  lightheadedness,  dizziness,  and 
gastric  complaints  have  been  reported  infrequently  for  either  or  both  of  these  preparations.  Phenacetin  — 
Side  effects  are  extremely  rare  with  short-term  use  of  recommended  doses.  Prolonged  ingestion  of  over- 
doses may  produce  dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash,  anorexia,  subnormal  temperature,  in- 
somnia, headache,  mental  disturbances,  and  tolerance.  Caffeine  — S\de  effects  are  almost  always  the  result 
of  overdosage.  Average  doses  may  rarely  cause  nausea,  nervousness,  insomnia,  and  diuresis.  Excessive  dos- 
age may  produce,  in  addition,  restlessness,  nervousness,  tolerance,  tinnitus,  tremors,  scintillating  scotomata, 
tachycardia,  and  cardiac  arrhythmias.  Codeine  phosphate -Possible  side  effects  are  nausea,  vomiting, 
constipation,  and  miosis.  Car/soprodo/— The  only  side  effect  reported  with  any  frequency  is  sleepiness, 
usually  on  higher  than  recommended  doses.  An  occasional  patient  may  not  tolerate  carisoprodol  because  of 
an  individual  reaction,  such  as  a sensation  of  weakness.  Other  rarely  observed  reactions  have  included 
dizziness,  ataxia,  tremor,  agitation,  irritability,  headache,  increase  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  One  instance  each  of  pancytopenia  and  leukopenia,  occurring  when  carisoprodol 
was  administered  with  other  drugs,  has  been  reported,  as  has  an  instance  of  fixed  drug  eruption  with 
carisoprodol  and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  in- 
cluded one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy.  In  cases  of  allergic  or  hypersensitivity  reaction,  car- 
isoprodol should  be  discontinued  and  appropriate  therapy  initiated.  Suicidal  attempts  may  produce  coma 
and/or  mild  shock  and  respiratory  depression.  Dosage:  Usual  adult  dosage  of  ‘Soma’  Compound  or  ‘Soma’ 
Compound  with  Codeine  is  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  phenacetin  160  mg.,  and  caffeine  32  mg.  ‘Soma’ 
Compound  with  Codeine,  white  capsule-shaped  tablets,  each  containing  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required.  Before  prescribing, 
consult  package  circular. 

.ff,  WALLACE  LABORATORIES 

CS0-S114  YaV.  Cranbury,  N.  J. 


4 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAV 


Of  1,088  patients  with  confirmed 
skin  and  soft-tissue  infections... 
1,036  or  95.2%  were  treated 
successfully  with  Signemycin® 


Note: 

Morador  et  al.*  obtained 
excellent  results  in  the 
treatment  of  185  out  of 
191  soft-tissue  infections, 
all  due  to  staphylococci. 
They  state:  "In  the  most 
serious  infections  occur- 
ring in  patients  with  im- 
paired resistance  (mainly 
diabetics)  we  have  had 
very  good  results  in  the 
control  of  the  infectious 
condition.”  In  these  stud- 
ies, incision  and  drainage 
were  employed  where 
indicated. 

•Morador,  J.  L.  et  al.:  Antibiot. 
Ann.  1959-1960:716. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

Abscesses,  various 

35 

34 

Abscess,  gluteal  or  perianal 

54 

52 

Burns,  infected 

331 

307 

Carbuncles  and  furuncles 

125 

122 

Cellulitis 

104 

102 

Lacerations  and  wounds,  infected 

142 

128 

Ulcers,  infected 

107 

106 

Various  superficial  infections 

190 

185 

Totals 

1,088 

1 ,036  (95.2%) 

consistently  effective. ..often  when  others  fail 


Signemycin 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 


Brief  Summary  and  Bibliography  follow. 

Science  for  the  world’s  well-being®  Since  1849 

PFIZER  LABORATORIES  Division,Chas.Pfizer&  Co.,lnc.  New  York,  New  York  1001 7 


RCH  1965— VOL.  34,  NO.  9 


5 


SignemycinS  Bibliography 

1.  Adams.  J : J.  Term.  Med.  Ass.  50  446.  Nov.,  1957.  2.  Arachi.  N. 
and  Gheradi.  F : Quad  Urol.  9 156.  Apr. -June.  1959.  3.  Arneil, 
G.  C ; Antibiot  Ann.  1958-1959:327.  4.  Arrigoni.  G.  et  al.-  Minerva 
Med.  48.2701.  Aug.  25.  1957.  5.  Baur.  A.:  AerztI.  Prax.  11  1845.  Dec. 
5.  1959.  6.  Bellomio.  S.  st  al  : Riv.  Ital.  Tracoma.  vol.  10.  Nos.  1-2, 
Jan. -June,  1958.  7.  Bellomio.  S.  et  al  : Riv.  Ital.  Tracoma.  vol.  11, 
No.  1.  Jan. -Mar..  1959  8.  Belonoschkin.  B and  Lindgren.  M.:  Svensk. 
Lakartidn.  56  2134.  July  31.  1959.  9.  Bergdahl,  U.:  Svensk.  Lakartidn. 
55:1715,  June  6,  1958.  10.  Bhattacharyya,  M.  N.  and  Bhuyan,  J.  N : 
Antiseptic  56  611,  Aug  , 1959.  11.  Blass,  R.:  Schweiz.  Med.  Wschr. 
89:158.  Feb.  7,  1959.  12.  Bolognesi,  C.:  Minerva  Med.  48  2695.  Aug. 
25.  1957.  13.  Gandela.  R.  B : Med.  Esp.  46:273,  Oct.,  1961.  14. 
Cappelli,  E : Minerva  Med.  48  2690.  Aug.  25.  1957.  15.  Carter.  C.  H. 
and  Maley,  M.  C.:  Antibiot.  Ann.  1956-1957:51.  16.  Caruselll.  M. 
and  Musca,  A.:  Minerva  Med.  51:3516.  Oct.  17.  1960.  17.  Ceitlin,  J.: 
Med.  Panamer.  15:72.  Aug.  1.  1960.  18.  Chattas.  A.  et  al.:  Antibiot. 
Med.  7:300.  May.  1960.  19.  Chiarenza,  A.:  Minerva  Med.  48:2692, 
Aug.  25.  1957.  20.  Cooper,  J.  et  al.:  Antibiot.  Med.  5 302.  May.  1958. 
21.  Guppies.  J.  F.  B.  and  Perry.  A.  W.:  Canad.  Med.  Ass.  J.  77  699, 
Oct.  1,  1957.  22.  David.  N.  A.  and  Carter,  P.  B : Rocky  Mountain 
Med.  J.  58:27.  Mar.,  1961.  23.  Davis.  W.  G.:  Clin.  Rev.  121,  Apr., 
1958.  24.  de  Lellis.  J.:  DIa  Med..  Apr.  24,  1958,  p.  824.  25.  Dlenz,  H.: 
AerztI.  Prax.  13  1797.  1961.  26.  Dietel.  V.  and  Meissner,  F.:  Deutsch. 
Gesundh.  16  2470,  Dec.  28.  1961.  27.  Dryjski.  J : Pol.  Tyg.  Lek. 
24  1113.  June  24.  1959.  28.  Durrieu.  C.  A.  et  al.:  Antibiot.  Ann. 
1958-1959:297.  29.  Faz  Tabio.  H.:  Rev.  Cuba.  Pediat.  30:219,  Apr., 
1958.  30.  Febles  Alonzo.  D.  and  Batthyany,  C.:  Actas  Ginecotocol. 
(Uruguay)  13:4.  Aug..  1959.  31.  Febles  Alonzo.  D.  and  Biderman.  I.: 
Antibiot.  Ann.  1958-1959:270.  32.  Flora.  F.  and  Compa.  F.:  Dia  Med., 
Apr  3.  1958,  p.  570.  33.  Garre.  E : Antibiot.  Med.  7:285.  May,  1960. 
34.  Geiger,  K.:  Praxis  15:365,  Apr.  9.  1959.  35.  Gemma.  G B.  et  al.: 
Minerva  Med.  48  2643,  Aug.  25,  1957.  36.  Gerner,  G.:  Arzneimittel- 
forschung  9 484,  Aug  . 1959.  37.  Grazia,  G..-  Clin,  Pediat.  (Bologna) 
41:1005.  Nov,,  1959.  38.  Greco.  O.:  Med.  Condotto-Med.  Prat  9:497, 
1958.  39.  Hammerl,  H : Wien.  Med.  Wschr.  108629,  July  26,  1958. 

40.  Henne,  H.  F:  Med.  Klin.,  No.  29,  July  18,  1958,  p.  1267. 

41.  Heredia  Diaz,  J.  et  al.:  Medicina  (Mex.)  38:308,  July  10,  1958.  42. 
Herrera.  W.  A.:  Dia  Med.  30:3116,  Dec.  8,  1958.  43.  Hoffmann,  H.: 
Medizinische  (Stuttgart)  45  1830,  Nov.  8,  1958.  44.  Kelleher,  D.: 


Practitioner  182  227,  Feb  , 1959  45.  Kleine,  W.  and  Hagen,  H : Ther. 
Gegenw.  98  171,  Apr.,  1959.  46.  Klovstad,  O.:  T.  Norsk.  Laegeforen. 
77  681,  Aug.  15,  1957.  47.  Kobari,  K.  and  Tajiri,  I : Naika  No  Ryoiki 
(Field  of  Internal  Medicine)  7:245,  May.  1959  48.  Kohler,  H F : Clin. 
Rev.  1 16.  Apr.,  1958.  49.  Kraljevic,  R,  et  al  , Antibiot  Med.  5 364, 
June,  1958.  50.  La  Caille.  R A.  and  Prigot,  A : Antibiot  Ann.  1956- 

1957  67.  51.  Lapeyre.  L.  et  al  : Marseille  Med.  99:953,  1962  52.  Levi, 
W M , Jr.  and  Kredel,  F.  E.:  J.  S.  Carolina  Med.  Ass.  53  178,  May, 
1957.  53.  Loughlin,  E.  H.  et  al.:  Antibiot.  Ann.  1958-1959  293  . 54. 
Loughlin,  E.  H.  et  al.:  Antibiot.  Med.  7:739,  Dec..  1960.  55.  Mathur, 
S N and  Joshi.  V.  S.:  J.  Indian  Med.  Ass.  34  437.  June  1.  1960. 
56.  Moggian,  G : Minerva  Med  48  2648.  Aug.  25,  1957.  57.  Molinelli, 

E.  A et  al.;  Antibiot.  Ann.  1957-1958  692.  58.  Montilli,  G.  and 
Avellino.  M.:  Dermatologies  (Basel)  9 2,  1958.  59.  Morador,  J.  L. 
et  al  Antibiot.  Ann.  1959-1960  716.  60.  Morador,  J.  L.  and  Saldana 
Tate,  L.:  An.  Ateneo,  Clin.  Quirur.  1:52,  Jan.,  1958.  61.  Morel.  A.  S.: 
Clin  Rev.  118.  July,  1958.  62.  Morey,  G.  S.  et  al.:  Rev.  Hosp.  Nino 
(Lima)  18:293.  1957.  63.  Ottolenghi,  C.  E.  et  al.:  Bol.  Soc.  Cir.  B. 
Air.  41:739,  Nov.  6,  1957.  64  Pagola,  J.  G.  et  al.:  Antibiot.  Ann. 
1958-1959:287.  65.  Pavone,  M.  etal.:  Minerva  Urol.  70.121,  Sept -Oct., 

1958  66.  Porrazzo,  F..  Gazz,  Med.  Ital.  118  550,  Dec.,  1959.  67.  Prats, 

F.  and  de  la  Parra.  M A.:  Antibiot.  Ann.  1959-1960  484  68.  Prokop.  O.: 
Prakt.  Arzt.  12:145,  Feb  15,  1958.  69.  Ramirez  Boettner,  C.  M.  et  al.: 
Rev  Med.  Paraguay  5.269,  July-Sept.,  1960.  70.  Randig.  K.:  Deutsch. 
Med.  J.  8:447,  Aug.  15.  1957.  71.  Saavedra  Amaro,  S.  and  Lopez 
Zepeda,  L : Medicina  (Mex.)  38  396,  Aug.  25,  1958.  72.  Saldana 
Sotomayor,  F.:  Medicina  (Mex.)  39:191 , May  10,  1959.  73.  Santos.  A.: 
Rev.  Brasil.  Med.  16  463.  July,  1959.  74.  Schenone,  H.:  Antibiot. 
Ann.  1958-1959:316.  75.  Schunk.  A : Int.  Rec.  Med.  173:143.  Mar., 
1960  76.  Sgarzini,  L.  and  Amato.  R : Ann.  Stomat.  7:499.  July,  1958. 
77.  Shubin,  H : Antibiot.  Med.  4:174,  Mar.,  1957.  78.  Sundberg,  R.  H.: 
Antibiot.  Med.  7:115,  Feb.,  1960.  79.  Talbot,  J.  R : Wisconsin  Med.  J. 
57:237,  June.  1958.  80.  Tato,  J.  M.  et  al.:  Antibiot.  Ann.  1957-1958:675. 
81.  Weithofer.  W.:  Medizinische  (Stuttgart)  No.  33-34:1490.  Aug.  22, 
1959.  82.  Willcox,  R R.  and  Rosedale,  N : Brit.  J.  Vener.  Dis.  3819, 
Mar  , 1962.  83.  Willemot,  J.  P.  et  al.:  Bruxelles  Med.  381026.  June 
22.  1958.  84.  Winton.  S.  S.  and  Chesrow,  E.  J.:  Antibiot.  Ann.  1956- 
1957  55.  85.  Wolman,  B : Practitioner  185:199,  Aug.,  1960.  86.  Yodh, 
B B : J.  J.  J.  Group  Hosp.  5:183,  July,  1960.  87.  Zaldivar,  C.  G. 
and  Falcone,  F.  L.:  Rev.  Hosp.  Nino  (Lima)  20:141,  June,  1958. 


SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Ghanges 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin^ 


Note: 

Condition 

No.  of 

No.  Responded 

The  high  rate  of  response 

Patients 

To  Signemycin 

to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 

Ear,  nose  and  throat  infections 

507 

465 

many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 

Respiratory  infections 

1,028 

954 

infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 

Gastrointestinal  infections 

425 

387 

treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 

Genitourinary  infections 

748 

684 

criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 

Skin  and  soft-tissue  infections 

1,088 

1,036 

used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 

Bone  and  joint  infections 

71 

64 

ings  (3)  patients  were 
cured,  not  “improved" 

(4)  dosage  conformed  with 

Deep-seated  or  generalized  infections 

257 

251 

current  recommenda- 
tions in  the  United  States 
(5)  no  other  anti-infective 

Obstetrical  & gynecological  infections 

341 

320 

agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 

Miscellaneous  conditions 

592 

570 

eluded  in  these  tabulations. 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 


Signemyciri 


tetracycline  HCI,  167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 


Science  for  the  world's  well-being®  (/  flZ>Pty  Since  1849 

PFIZER  LABORATORIES  Division, Chas. Pfizer&Co.,lnc.NewYork,New  York  1 001 7 


RCH  1965— VOL.  34,  NO.  9 


7 


President’s  Page 


As  this  year  for  the  Association  draws  to 
a close,  the  great  battle  of  Medicare  vs.  Elder- 
care  continues  as  an  all-consuming  problem. 
A great  deal  was  learned  in  the  first  episode 
in  this  fight  just  before  the  November  elec- 
tion, particularly  in  regard  to  communication 
with  the  membership.  In  a problem  such  as 
this,  to  notify  2,300  members  of  our  Associa- 
tion and  ask  them  to  act  quickly  in  contact- 
ing their  Congressmen  by  telegram  takes 
team-work.  The  central  office  staff  printed 
the  letters,  stuffed  the  envelopes,  stamped 
and  got  those  letters  in  the  mail  Friday  in 
time  for  the  Congressmen  to  receive  a tele- 
gram on  Tuesday. 

The  AMA  has  recognized  the  importance 
of  fast  communication  on  a mass  scale.  The 
teletype  equipment  purchased  by  AMA  has 
been  installed  in  our  central  office.  This  has 
been  done  in  37  state  association  offices.  We 
will  now  be  able  to  get  firsthand  and  rapidly- 
transmitted  information  on  legislative  and 
other  matters. 

The  new  medicare  bill  was  presented  in 
the  Senate  and  House  as  one  of  the  first  things 
on  the  agenda.  The  AMA  program  to  combat 
this  legislation  in  the  89th  Congress  has  be- 
gun with  the  third  phase  of  its  campaign,  the 
educational  one.  AMA  offered  the  State  As- 
sociation $2.50  per  member  to  be  matched  by 
the  Association.  This  money  is  to  be  used 
for  any  program  that  the  state  association 
feels  would  be  effective  in  opposing  the  men- 
ace of  the  Administration’s  Health  Care  Bill. 
This  expenditure  has  been  made  upon  ap- 
proval of  the  Board  of  Trustees  and  Board 
of  Censors.  A program  of  television  and 
radio  advertising,  together  with  newspaper 
advertising,  paid  for  from  this  fund,  is  in  ef- 
fect. Contact  with  the  membership  to  re- 
peat “Operation  Hometown”  is  going  on. 
Every  effort  is  being  made  to  instruct  the 
public  and  the  membership. 

It  was  first  thought  that  little  needed  to 
be  done  in  Alabama  since  seven  out  of  eight 
Congressmen  were  conservative  and  conse- 


quently would  represent  our  viewpoint.  This 
was  found  not  to  be  true — the  two  Senators  ; 
will  do  what  the  Administration  wants  done. 
Several  of  our  Representatives  have  taken  ^ 
the  viewpoint  that  “the  doctors  must  compro- 
mise.” This  expression  was  heard  after  Mr. 
Wilbur  Mills  indicated  he  would  support 
separate  funding  for  medicare  under  Social 
Security.  Dr.  Edward  Annis  made  the  state- 
ment that  President  Johnson  “has  his  trou- 
bles” and  everything  would  not  be  as  “smooth 
sailing”  for  him  as  it  appeared  to  be.  The 
local  press  indicates  we  are  licked  because 
we  are  “too  late”  with  a positive  attitude. 

The  AMA  plan  is  the  right  one.  It  helps 
the  individual  take  care  of  himself,  and  it 
does  far  more  for  everyone  than  the  limited 
King-Anderson  program.  The  younger  gen- 
eration will  pay  for  the  latter.  Assistant 
HEW  Secretary,  Wilbur  J.  Cohen,  who  has 
masterminded  this  legislation,  is  known  to 
want  only  “Medical  care  for  the  aged  under 
Social  Security,”  and  that  is  all  he  wants 
for  “years  to  come.”  He  is  reputed  to  be 
“afraid”  of  coverage  on  a broader  scale  since 
he  realizes  he  will  not  have  control  over  such 
a program,  nor  will  the  President  whom  he 
advises.  , 

Our  Association  authorized  the  expenses 
of  a trip  to  Washington  in  February  for  Dr. 

E.  W.  Stevenson  and  Dr.  R.  M.  Miller  (both  , 
from  Morgan  County)  with  representatives 
of  the  Associated  Industries  of  Alabama  on 
the  invitation  of  the  latter.  Appointments 
were  made  with  the  Alabama  Congressional 
delegation  and  formal  presentations  were 
given  opposing  medicare.  The  two  doctors 
volunteered  their  services.  We  should  be  i, 
grateful  to  them  for  taking  the  time  and  our  j, 
gratitude  should  be  shown  to  others  who 
have  worked  on  this  program. 

It  helps  to  know  that  we  have  friends  like 
the  Associated  Industries  of  Alabama,  the  * 
Chamber  of  Commerce,  the  Farm  Bureau, 
the  Trucking  Association,  and  other  groups 
who  support  our  viewpoint  of  free  enterprise. 

We  will  support  them  when  they  need  us. 
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NOW 


i:R  ANNOUNCES  A NEW 
rDRE  IN  HUNTSVILLE  TO 
I^E  THE  MEDICAL  PROFES- 
:N  in  north  ALABAMA 

10005  S.  Memorial  Pkwy.,  Huntsville,  Ala. 


Surgical  Supply  Company  is  happy  to  announce  the  opening  of  its  Huntsville  store,  giving  us  three 
ern  new  facilities  to  better  serve  Alabama's  medical  profession.  At  each  you  will  find  attractive  dis- 
areas  staffed  by  trained  men  for  personal  service  for  you  and  your  equipment. 

ole  free  parking  is  a feature  of  each  location  and  there's  plenty  of  air-conditioned  warehouse  space  to 
re  a complete  stock  of  supplies  at  all  times. 

ou  haven't  dropped  by  already,  pay  us  a visit.  We'll  be  happy  to  see  you! 


Bufujdcai  Qo4np<A4Uf> 


Three  Stores  To  Serve  You  Better 


ntgomery 


Birmingham 


Huntsville 


MRCH  1965— VOL.  34,  NO.  9 


9 


^ a result  of 
^METHEDRINE’L 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML  100  and  1000. 

BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.^Tuckahoe,  N.Y. 
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in  sinusitis,  colds,  U.R.I. 

Dimetapp’  Extentabs’ 


(Dimetane®  [brompheniramine  maleatej,  12  mg.; 
phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 

Nasal  congestion?  Dimetapp  lets  your  stuffed-up 
patients  breathe  easy  again.  Each  Dimetapp  Extentab 
works  hard  for  up  to  10-12  hours  to  open  up  con- 
gestion. And,  with  little  likelihood  of  adverse  reac- 
tions. Indeed,  side  effects  with  the  antihistamine  in 
Dimetapp-Dimetane®  (brompheniramine  maleate) 
were  found  in  one  investigation  to  be  as  few  as  with 
placebo. 2 

1.  Clinical  report  on  file.  Medical  Department,  A.  H.  Robins  Co.,  Inc. 

2.  Schiller,  I.  W.  and  Lowell,  F.  C.:  New  England  J.  Med.  261:478,  1959. 


BRIEF  SUMMARY:  Indications:  Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasal  drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhinitis.  Contraindications:  Anti- 
histamine sensitivity.  Not  recommended foruseduring  pregnancy. 
Precautions:  Administer  with  caution  in  the  presence  of  cardiac 
or  peripheral  vascular  diseases  and  hypertension.  Until  the  pa- 
tient's response  has  been  determined,  he  should  be  cautioned 
against  engaging  in  operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions  including  skin  rashes,  urticaria,  hypo- 
tension and  thrombocytopenia  have  been  reported  on  rare  occa- 
sions. Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability  or  excitement  may  be 
encountered. 

See  product  literature  for  complete  prescribing  information. 

A.  H.  ROBINS  COMPANY,  INC. 

RICHMOND,  VIRGINIA  23220  Imwll/lll9 


THE 

With  meticulous  attention  to  detail,  artist  Blake  Hampton  depicts  the  successful  American  businessman  who  has  driven  him- 
self relentlessly  to  the  top  and  at  last  is  solidly  entrenched  on  the  throne  of  success.  But  his  is  a hollow  victory.  Shackled  with 
responsibilities,  he  strains  to  enjoy  the  fruits  of  his  labors,  but  to  no  avail.  His  only  pleasure  is  in  his  single-minded  devotion 
to  success.  Here  indeed  is  the  patient  who  so  often  must  pay  for  his  success  with  a peptic  ulcer  and  the  limitations  it  imposes. 


NUMBER  3 IN  A SERIES 


in  peptic  ulcer  therapy— “little  things  mean  a lot” 

it’s  the  sum  total  of  many  subtle  advantages  that  makes  glycopyrrolate  a superior  anticholinergic 

ROBINUC  FORTE  glycopyrrolate  2 me  per ,abic 

ROBINUE-PH  FORTE 

glycopyrrolate  2 mg.  j phenobarbital  1 6.2  mg.  ^ (warning:  may  be  habit  forming) 

The  remarkable  efficacy  of  Robinul  (glycopyrrolate)  in  the  treatment  of  peptic  ulcer  cannot  be 
attributed  to  any  single  characteristic  of  the  drug.  Rather  it  is  the  sum  total  of  several  subtle 
pharmacologic  advantages  that  enables  this  anticholinergic  to  make  such  a significant  contribu- 
tion to  the  total  ulcer  regimen. 

Epstein’  found  glycopyrrolate’s  intensive  antisecretory  action  to  be  exemplary.  Breidenbach'  was 
impressed  by  its  pronounced  antispasmodic  effects.  And  Young  and  Sun”  reported  that  a 2 mg. 
oral  dose  “did  not  affect  gastric  emptying  or  intestinal  transit  time.  . . .”  According  to  Slanger\ 
the  absence  of  annoying  side  effects  is  an  important  plus  factor  “.  . . for  it  permits  ready  indi- 
vidualization of  dosage  for  control  of  mild  to  severe  symptoms.”  Posey”  sums  it  up  when  he  says, 
“In  effect,  with  glycopyrrolate,  one  approaches  an  ideal  agent  for  the  management  of  peptic 
ulcer.  With  it  a vagolytic  effect  may  be  obtained  without  interfering  with  gastric  emptying — the 
medical  equivalent  to  vagectomy  plus  an  adequate  drainage  procedure.” 

We  invite  you  to  try  Robinul  (glycopyrrolate)  in  your  practice.  Discover  firsthand  how  several 
subtle  advantages  add  up  to  make  it  the  superior  anticholinergic  agent. 


BRIEF  SUMMARY 

INDICATIONS:  In  addition  to  its  primary  indications  for 
duodenal  and  gastric  ulcer,  glycopyrrolate  is  indicated  for 
other  G-I  conditions  which  may  benefit  from  anticholinergic 
therapy.  Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phe- 
nobarbital) is  indicated  when  these  situations  are  complicated 
by  mild  anxiety  and  tension. 

CONTRAINDICATIONS:  Glaucoma,  urinary  bladder  neck  ob- 
struction, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  car- 
diospasm (megaesophagus),  and  achalasia  of  the  esophagus, 
and  in  the  case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

PRECAUTIONS:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

SIDE  EFFECTS:  Dryness  of  the  mouth,  blurred  vision,  urinary 
difficulties,  and  constipation  are  rarely  troublesome  and  may 


generally  be  controlled  by  reduction  of  dosage.  Other  side 
effects  associated  with  the  use  of  anticholinergic  drugs  include 
tachycardia,  palpitation,  dilatation  of  the  pupil,  increased 
ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizzi- 
ness, drowsiness,  and  rash. 

DOSAGE:  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tab- 
let three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 
See  product  literature  for  full  prescribing  information. 

Also  available: 

Robinul® (glycopyrrolate  1 mg.  per  tablet) 

Robinul@-PH  (glycopyrrolate  1 mg.  per  tablet) 
phenobarbital  16.2  mg. 

(warning:  may  be  habit  forming) 

REFERENCES:  1.  Epstein,  J.  H.:  Am.  J.  of  Gastroent.,  37:295, 
March,  1962.  2.  Breidenbach,  W.  C.:  Investigative  Clinical 
Report,  March,  1961.  3.  Young,  R.,  and  Sun,  D.  C.  H.:  Ann. 
N.  Y.  Acad.  Sc.,  99:174,  Feb.,  1962.  4 Slanger,  A.:  Journal 
of  New  Drugs,  2:215,  July-Aug.,  1962.  5.  Posey,  E.  L.,  Jr.: 
Am.  J.  Dig.  Dis.,  7:863,  Oct.,  1962. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VIRGINIA  | PHARMACEUTICALS  | RESEARCH 


Robins© 


4 pOW£f^ 
than 


moving 


1 


ANNOUNCING  THE  NEW  RITTER  ®4?<@'^^TABLE 


Now  you  can  have  a power  table 
in  all  your  treatment  rooms!  No  long- 
er ne^  you  use  back  breaking  fixed- 
height  tables  for  patient  examination 
and  treatment.  Now  Ritter  has  made 
it  so  easy  to  move  up  a notch  to  a 
power  table  that  you  can  hardly  af- 
ford to  deny  yourself  its  advantages! 

The  new  Ritter  ‘‘45"  Table  raises 
and  lowers  softly  with  just  a touch  of 
the  toe  on  the  convenient  foot  con- 
trols. Back  and  seat  sections  adjust 


easily,  independently.  This  new  Ritter 
"45"  Table  also  has  built-in,  retract- 
able armboard,  Ritter  quality  pull-out 
stirrups,  convenient  drain  pan  and 
a choice  of  six  rich  upholstery  colors. 

Investigate  this  new  table  today. 
Take  much  of  the  "physical  work" 
out  of  your  practice  by  putting  a "45" 
Table  in  it. 

ASK  ALSO  FOR  LATEST  LITERATURE 
ON  THE  FAMOUS  RITTER  "75"  TABLE 


DURR  SURGICAL  SUPPLY  CO. 


j 

1 


Three  Stores  to  Serve 
You  Better. 

2061  W.  Fairview 
Montgomery  8,  Alabama 

936  So.  19th  St. 

Birmingham,  Alabama 

10005  S.  Memorial  Pkwy. 
Huntsville,  Alabama 


Durr  Surgical  Supply  Co. 

Q Please  have  one  of  your  professional  sales 
representatives  call  with  information. 

Q Please  send  me  literature  on  the  new  Ritter 
“45”  Table. 

Name  

Address  

City  State  Zip  
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ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


...but  if  your  patient  can’t  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 

ORNADE®T..d„..k  SPANSULE®““*" 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  SO  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SUBSTERNAL 


MILTRATE^ 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 

Long-acting  coronary  vasodilation  plus 
effective  tranquilization  for 
prophylaxis  of  pain  in  angina  pectoris 

Indications;  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris,  especially  where  accompanied  or  intensified  by 
anxiety.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for  patients 
with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Careful  supervision  of  dose  and  amounts  prescribed  is  advised.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction,-  withdraw  gradually  after  use  for  weeks  or  months  at  excessive  dosage. 
Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced  and  operation  of 
motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering 
from  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects: 
Side  effects  of  ‘Miltrate’  administration  have  been  few,  consisting  of  headache,  nausea,  sleepiness  and  insomnia,  and  dizziness. 
Perttaerythrito!  tetrartiuate most  common  side  effects  are  transient  headache,  nausea,  and  rash.  Weakness,  palpitation,  flush- 
ing, gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions.  Afsp/-<;Aa/7;are  — Drowsiness  may 
occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous 
dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More  severe  and  very  rare  cases  of 
hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive  crises  (1  fatal 
case),  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic  in  such  cases,  and  the  drug  should  not 
be  reinstituted.  Isolated  cases  of  agranulocytosis,  thrombocytopenic  purpura,  and  a single  fatal  instance  of  aplastic  anemia 
have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly.  Fast  EEG  activity 
has  been  reported,  usually  after  excessive  meprobamate  dosage.  Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and  at  bedtime.  Individual- 
ization of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  12  tablets  daily  are  not  recommended.  (Note:  When 
titration  of  the  doses  of  the  individual  components  of  ‘Miltrate’  is  desired,  meprobamate  is  available  as  ‘Miltown’  [meproba- 
mate] tablets  and  ‘Meprospan’  (meprobamate,  sustained  release]  capsules.)  Supplied:  White  tablets,  each  containing  meproba- 
mate 200  mg.  and  pentaerythritol  tetranitrate  10  mg.  Before  prescribing,  consult  package  circular. 

mb  WALLACE  LABORATORIES  / Cranbury,  N.  J. 

* CML-5116 
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Fewer  bacterial  resistance  problems 
when  you  treat  infections 


PENBRITIN* 


Brand  of  Ampicillin 

kills  bacteria...  does  not  just  suppress  them! 


With  PENBRITIN  (ampicillin)  the 
emergence  of  resi.stant  strain.s  of  organ- 
isms is  slow  rather  than  rapid  as  with 
other  antibiotics.'  - Tetracycline-resist- 
ant hemolytic  streptococci  and  pneumo- 
cocci have  been  reported'*  " — but  this  has 
not  been  a problem  with  PENBRITIX 
(ampicillin).  According  to  an  editorial 
in  Lancet,-  PENBRITIN  (ampicillin) 
could  be  particularly  valuable  in  killing 
coliforms  and  Proteus,  which  may  other- 
wise quickly  become  resistant  during 
treatment.  Recently,  several  Shigella 
strains,  resistant  to  tetracycline,  chlor- 
amphenicol, and  other  antibiotics,  were 
found  to  be  susceptible  to  ampicillin.''' 

Dosage:  Adults  — 250  mg.  every  six  hours  in 
respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infec- 
tions ( higher  doses  may  be  needed  in  severe 
infections).  Children —( under  13  years, 
whose  weight  will  not  result  in  a dosage 
higher  than  that  recommended  for  adults) 
100  mg./Kg./day  in  divided  doses  every  six 
or  eight  hours;  200  mg./Kg./day  in  divided 
doses  every  six  hours  for  severe  infections. 


Coutraivdications:  (1)  Hypersensitivity  to 
penicillin.  f2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillin- 
ase-producing organisms.  Aerobacter  aero- 
genes,  Pseudomonas  pyocganea,  and  Proteus 
nwrganii  are  resistant  to  PENBRITIN  f am- 
picillin ) . 

Side  Effects:  Mild  effects,  such  as  .skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasion- 
ally appeared. 

[Precautions:  As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastro- 
intestinal superinfection.  To  date,  safety  for 
use  in  pregnancy  has  not  been  established. 
Supplied:  No.  60(1  — Each  capsule  contains 
250  mg.  of  ampicillin.  Bottles  of  16  and  100. 
References : 1.  Rolinson,  G.  N.,  and  Stevens,  S.: 
Brit.  M.  .1.  )/':191  (.July  22)  19G1.  2.  Editorial. 
Lancet  b:723  (Oct.  5)  1963.  3.  Parker,  M.  T.,  et 
al.:  Brit.  M.  .J.  !:1550,  1962.  4.  Evans,  W,  and 
Hansman,  D.:  Lancet  i':451  (Feb.  23)  1963. 
5.  Richards,  J.  D.  M.,  and  Rycroft,  J.  A.:  Lancet 
i:553  ( March  9)  1963.  6.  Schaedler,  R.  W,  ef  al.: 
New  England  J.  Med.  270:127  (Jan.  16)  1964. 
7.  Howard,  R,  and  Riley,  H.  D.,  Jr.:  Abstracts, 
Fourth  Interscience  Conference  on  Antimicro- 
bial Agents  and  Chemotherapy,  Oct.  26-28,  1964, 
New  York,  N.Y 
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skilled  Nursing  Home 


Woodley  Manor 


of  Advancing  Age 

A New  Concept  of  Nursing, 
Convalescent  & Retirement  Care 

EIGHTY  BED  — AIR  CONDITIONED 
PRIVATE  or  SEMI  PRIVATE 
NURSES  ON  DUTY  — DOCTOR  ON  CALL 

For  Information  and  Reservation 
DIAL  28  8-2  780 

3312  Woodley  Rd.  Montgomery,  Ala. 
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Hygroton® 

brand  of  chlorthalidone 
the  long-acting  diuretic 

Geigy 

Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 
Contraindications:  Hyper- 
sensitivity, and  most  cases 
of  severe  renal  or  hepatic 
disease. 

Precautions:  Reduce  dos- 
age of  concomitant  anti- 
hypertensive agents  by  at 
least  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dys- 
function is  aggravated.  Elec- 
trolyte imbalance  and 
potassium  depletion  may 
occur;  take  special  care  in 
cirrhosis  or  severe  ischemic 
heart  disease,  and  in  pa- 
tients receiving  corticoster- 
oids, ACTH,  or  digitalis.  Salt 
restriction  is  not  recom- 
mended. 

Side  Effects:  Constipation, 
dizziness,  dysuria,  head- 
ache, hyperglycemia,  hyper- 
uricemia, leukopenia, 
muscle  cramps,  nausea,  pur- 
pura, thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  break- 
fast. 

Availability:  Tablets  of  100 
mg.  in  bottles  of  100  and 
1000. 

For  full  details,  see  the 
complete  prescribing  infor- 
mation. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  Hy-3416 


Address- 
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-State- 


-Zip- 


71  PHARMACEUTICAL 

CHATTANOOGA,  TENN.  37409 


CO. 
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How  does 
your  diuretic 
stack  up 
against 
Hygroton? 

brand  of  chlorthalidone 


Response  to  the  maximum  Adapted  from  Swartz,  C.,  et  al.: 

effective  dose  Am.  J.  M.  Sc.  245:573, 1963. 

of  various  oral  diuretics 


thiazide  thiazide  thiazide  thiazide  brand  of 

chlorthalidone 

1000  mg.  b.i.d.  100  mg.  b.i.d.  8mg.  o.d.  lOmg.o.d.  200mg.  o.d. 

4 tablets 4 tablets 2 tablets 2 tablets 2 tablets 


Cyclothiazide 


4 rng.  b.i.d. 
4 tablets 


180 

170 

160 

150 

l40 

130 

120 

110 

loo 

90 

80 

70 

60 

50 

“40 

"lo 


daily 

dosage 


Increase  above  control  levels  (mEq.)  24-hour  urine  collections 


Consider  V-Cillin  K,  the  acid-stable  peni- 
cillin that  is  less  affected  by  gastric  acids 
than  is  oral  penicillin  G.  In  fact,  compara- 
tive data  show  that  V-Cillin  K given  with 
meals  produces  blood  levels  ticke  as  high 
with  just  half  the  dose.  Such  pharmaco- 
logic characteristics  provide  your  patients 
consistently  dependable  therapy.  In  addi- 
tion, significant  economy  is  achieved,  since 
three  to  four  times  as  much  oral  penicillin 
G is  required  to  assure  equivalent  anti- 
bacterial activity.* 

1.  Griffith,  R.S.,  and  Black,  H.R.:  Current  T her.  Res., 6;  253, 1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus, 
and  gonococcus  infections  and  infections  caused 
by  sensitive  strains  of  staphylococci.  Contraindica- 
tions and  Precautions:  Although  sensitivity  re- 
actions are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 
to  penicillin.  As  with  any  antibiotic,  observation 
for  overgrowth  of  nonsusceptible  organisms  dur- 
ing treatment  is  important.  Usual  Dosage  Range: 
125  mg.  (200,000  units)  three  times  a day  to  250 
mg.  every  four  hours.  Tablets  V-Cillin  K, 

125  or  250  mg.,  and  V-Cillin  K,  Pediatric,  125  mg. 
per  5-cc.  teaspoonful,  in  40,  80,  and  150-cc.-size 
packages. 


V-Cillin  K‘ 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  availahlc  to  [)hysicians  upon  request.  Illi  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Marshall- White  Syndrome:  Evidence  of  Vasomotor 
Conflict  In  A Particularly  Severe  Case 

Cleveland  J.  White.  M.  D.* 

Chicago,  Illinois 
Wallace  Marshall,  M.  D.** 

Anniston,  Alabama 
and 

L.  H.  Kwong.  M.  D.*** 

Anniston,  Alabama 


*Professor  and  Chairman,  Department  of  Derma- 
tology, Stritch  School  of  Medicine,  Loyola  Uni- 
versity, Chicago. 

**Former  Faculty  Member,  University  of  Ala- 
bama School  of  Medicine  and  Former  Graduate 
Student  and  Research  Worker,  Departments  of 
Dermatology  and  Physiological  Chemistry,  North- 
western University  Medical  School,  Chicago. 

***Pathologist  and  Director  of  Laboratories,  An- 
niston Memorial  Hospital. 

Some  years  ago  we  reported  a new  syn- 
drome'  which  consisted  of  (a)  angiospastic 
macules  of  the  palms  of  the  hands.  These 
spots  were  intermittent  in  nature  and  they 
were  0.4  degree  cooler  than  the  surrounding 
pinkish  colored  skin  when  measured  with  a 
thermocouple,  (b)  These  patients  experi- 
enced tachycardia,  usually  sinus  arrhythmia, 
and  (c)  they  gave  histories  of  attacks  with 
periodic  insomnia. 

These  patients  were  almost  continually 
nervous,  and  they  also  exhibited  definite  feel- 
ings of  inferiority.  They  remarked  that  they 
would  lie  in  bed  at  night  and  review  the 
day’s  events,  particularly  if  others  had  asked 


them  to  perform  acts  which  they  resented. 
They  would  then  think  of  asserting  their  own 
feelings  and  rights  the  next  time  such  oc- 
currences would  take  place.  These  patients 
experienced  the  particular  difficulty  with  as- 
serting or  enforcing  their  own  opinions  on 
others.  However  rather  than  cause  any  fur- 
ther controversy,  they  usually  agreed  to  per- 
form whatever  tasks  were  asked  of  them. 
Such  repeated  psychic  insults  tended  to  in- 
crease their  states  of  nervous  tension  and  in- 
feriority. 

Our  later  observations,  which  concern  the 
dermatologic  aspects  of  this  syndrome,  dem- 
onstrated that  some  of  these  patients  also 
exhibited  such  angiospastic  patches  on  the 
dorsal  areas  of  their  lower  extremities.  How- 
ever, the  presence  of  these  dermatologic 
changes  were  usually  found,  as  reported  pre- 
viously, to  be  confined  to  the  hands  (palmar 
surfaces).  Dangling  the  hands  tends  usually 
to  increase  their  occurrence  and  intensity. 

Since  we  first  reported  the  above  observa- 
tions, we  have  discovered  that  this  syndrome 
is  not  as  rare  as  we  had  believed.  Although 


EVIDENCE  OF  VASOMOTOR  CONFLICT 


the  presence  of  this  clinical  picture  does  not 
represent  a serious  physio-pathologic  state 
in  such  patients,  its  main  diagnostic  value 
has  been  to  give  the  clinician  advance  notice 
to  at  least  consider  the  presence  of  a neuras- 
thenic diathesis.  We  do  not  contend,  how- 
ever, that  actual  organic  pathology  cannot  co- 
exist in  such  patients  with  this  syndrome. 
Rather,  we  merely  desire  to  alert  the  clinician 
to  the  fact  that  he  might  be  dealing  with  a 
highly  nervous  individual  in  which  the  psy- 
chosomatic aspects  of  disease  might  well  be 
present  if  not  dominant.  In  order  to  describe 
our  original  contribution  more  clearly  and 
adequately,  some  of  our  colleagues  have  re- 
ferred to  these  findings  as  the  Marshall- 
White  Syndrome. 

It  is  known  that  in  conditions  of  stress,  the 
microcirculation  experiences  increased  ac- 
tivity from  the  sympathetic  nervous  system. 
The  end  result  is  the  terminal  arterioles  tend 
to  constrict,  although  these  minute  structures 
are  affected  by  two  conflicting  stimuli,  that 
is  to  say,  the  tendencies  are  to  dilate  and  al- 
so to  constrict  these  structures-.  However, 
stress  usually  produces  vasoconstriction  in 
the  microcirculation  of  the  skin. 

When  one  considers  that  patients  with  the 
Marshall-White  Syndrome  are  under  tension 
or  emotional  stress  almost  continually,  it  is 
not  surprising  that  a vasomotor  conflict  is 
produced  in  their  dermal  areas  as  the  result 
of  these  opposite  sympathetic  stimuli.  But 
why  more  patients  do  not  show  such  a syn- 
drome under  identical  stress  conditions  can- 
not be  answered  satisfactorily  at  this  time, 
any  more  than  why  some  patients  show  en- 
tirely different  patterns  for  sweating  than 
do  others  under  identical  conditions  of  stress. 

Report  of  a Severe  Case 

A middle-aged  Caucasian  male  came  to  the 
office  complaining  of  shortness  of  breath.  He 
appeared  to  be  worried  and  exceedingly  nerv- 
ous. He  didn’t  wish  to  lie  upon  the  examin- 
ing table  stating  that  he  felt  better  sitting  up. 
A rapid  examination  was  performed  imme- 
diately. His  chest,  lungs,  heart  and  abdomen 
showed  no  pathologic  findings,  and  the  only 


finding  of  importance  was  that  his  pulse  rate  I 
was  180/min.  He  was  advised  to  enter  the  1 
hospital  for  a complete  examination  and  lab-  I 
oratory  workup. 

The  patient  was  so  dyspneic  that  he  was 
placed  in  an  oxygen  tent  and  phenobarbital 
grs.  ■]'[.  was  given  by  mouth.  Within  several 
hours,  he  was  much  better,  and  his  pulse 
rate  reduced  to  100/min.  He  was  given  a 
thorough  examination.  His  blood  count, 
urinalysis,  chest  plate,  electro-cardiogram  and 
gastro-intestinal  series  (X-ray)  were  all  with- 
in normal  limits. 

The  only  positive  findings  were  noted  on 
the  palms  of  his  hands  and  on  the  skin  of 
his  chest  and  abdomen.  These  changes  were 
macular  in  type.  They  were  blanched 
patches  which  very  slowly  changed  their 
shape.  One  macular  area  would  disappear 
while  several  others  would  appear.  He  ex-  | 
hibited  marked  tachycardia  (180/min.)  which  | 
obviously  produced  his  severe  dyspnea.  ^ 

Upon  questioning  his  wife,  since  he  seemed 
adamant  to  co-operate  by  answering  specific 
questions,  she  readily  admitted  that  he  ex- 
perienced periods  of  severe  insomnia. 

After  several  days  of  psychiatric  inter- 
views, he  finally  admitted  that  he  was  un- 
dergoing marked  periods  of  stress.  He  f 
worked  for  a railroad  company,  and  part  of  • 
his  job  was  to  wander  among  boxcars  at  night  ; 
in  a heavily  colored  district.  He  worried  ! 
about  his  safety,  although  he  carried  a re-  ' 
volver.  The  current  racial  crisis  and  the 
hours  he  had  to  spend  alone  at  night  in  the  |, 
colored  district  upset  him  greatly,  although  ij 
he  never  admitted  this  stress  to  his  wife  nor  ■! 
to  anyone  else.  i 

Upon  further  questioning  and  rest,  he  ap- 
peared to  undergo  a welcomed  catharsis  since 
he  began  to  relax  both  mentally  and  physical- 
ly. Although  the  angiospastic  intermittent 
macules  of  his  chest  became  less  noticeable, 
they  are  still  present  as  are  those  on  the 
palms  of  his  hands. 

His  breathing  and  his  pulse  rate  became 
normal  with  further  rest,  and  he  was  dis- 
charged from  the  hospital  in  a few  days. 
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Summary 

We  present  the  first  known  case  where  in- 
termittent angiospastic  macules  were  ob- 
served on  a patient’s  chest  and  abdomen.  Al- 
though sinus  arrhythmia  is  a concomitant 
part  of  the  Marshall-White  syndrome,  never 
previously  have  we  observed  any  patient  with 
such  a rapid  heart  rate  (180/min.). 

His  rapid  pulse  rate  produced  marked 
dyspnea  which  cleared  rapidly  with  appro- 
priate therapy.  The  severe  emotional  up- 
heaval probably  increased  these  neurocircu- 
latory  skin  changes  and  the  tachycardia  after 
his  emotional  tolerance  had  been  reached. 

This  syndrome  is  an  example  of  the  marked 
psychosomatic  skin  changes,  evidenced  by 


vasomotor  conflict,  which  are  produced  as 
the  result  of  intense  emotional  pressure  up- 
on an  individual.  These  observable  changes 
in  the  integument,  the  increased  pulse  rate 
and  the  resulting  lack  of  proper  sleep  are  im- 
portant diagnostic  signs  which  should  alert 
any  attending  physician  to  the  underlying 
malfunctionings  and  the  internal  struggle  of 
the  psyche  and  the  soma  in  such  a patient. 
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Revised  Manual  01  Standards  Published  By  ACOG 


The  Second  Edition  of  the  Manual  oj 
Standards  in  Obstetric-Gynecologic  Prac- 
tice was  scheduled  to  be  published  March  1 
by  The  American  College  of  Obstetricians 
and  Gynecologists.  The  manual  is  more 
comprehensive  and  three  times  greater  in 
volume  than  its  predecessor,  the  First  Edi- 
tion, which  was  published  in  1959. 

Compiled  by  the  College’s  Committee 
on  Professional  Standards,  with  the  co- 
operation of  the  Standards  Committee  of 
the  American  Association  for  Maternal 
and  Child  Health,  numerous  Fellows  of 
the  College,  and  other  physicians,  the 
Manual  is  designed  for  physicians,  nurses, 
hospital  administrators,  and  other  person- 
nel as  a guide  in  providing  proper  facili- 
ties and  good  quality  care  for  obstetric  and 
gynecologic  patients. 

The  Manual  represents  a compilation  of 
recommendations  and  is  not  intended  to 
be  a rigid  set  of  inviolate  rules.  Its  authors 
have  endeavored  to  codify  what  is  cur- 
rently regarded  as  proper  obstetric-gyne- 
cologic care  in  well-organized  hospitals 
throughout  the  country,  with  the  realiza- 


tion that  recommendations  are  subject  to 
alteration  by  local  conditions. 

Included  in  the  Second  Edition  are  sug- 
gestions covering  hospital  facilities,  equip- 
ment, and  personnel;  departmental  organi- 
zation; standards  of  prenatal,  intrapartum, 
postpartum,  and  in-patient  nursing  care; 
standards  of  gynecologic  practice;  recom- 
mendation and  referral;  and  radiation  pre- 
cautions. 

Moreover,  the  Manual  contains  five  ap- 
pendices with  recommendations  on  how  to 
maintain  satisfactory  hospital  records; 
what  data  should  be  collected;  and  the  de- 
sign of  useful  and  complete  forms.  Defini- 
tions of  terms  and  a list  of  reference  works 
are  also  included. 

The  Manual  will  be  distributed  gratis 
to  all  Fellows  and  Junior  Fellows  early  in 
March.  Cost  to  non-fellows  is  $2.50  per 
copy  with  a 10%  discount  on  orders  of  25 
copies  or  more.  Orders,  accompanied  by 
check  or  money  order,  are  now  being  ac- 
cepted by  the  College,  79  West  Monroe, 
Chicago,  Illinois,  60603. 
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Recent  Advances  In  Study  Of  Rheumatic  Diseases: 
Pseudogout  (Chondrocalcinosis  Articularis) 

Frank  Lehn,  M.  D. 


From  the  Division  of  Rheumatc  Diseases,  De- 
partment of  Medicine,  University  of  Alabama 
Medical  Center,  Birmingham,  Alabama,  made  pos- 
sible by  NIH  TI  AM  5000-10  and  Merck,  Sharp  and 
Dohme,  West  Point,  Pa. 

As  new  discoveries  are  made  in  the  patho- 
physiology of  disease,  not  infrequently  new 
disease  entities  may  themselves  be  recog- 
nized. One  such  recognition  is  that  of  pseu- 
dogout, a term  recently  introduced^  to  con- 
ceptualize a microcrystal-induced  synovitis 
that  is  a separate  and  distinct  entity  from 
true  gouty  arthritis.  McCarty  and  Hollan- 
der- found  that  acute  gouty  synovial  effusions 
contain  urate  crystals,  almost  universally,  as 
demonstrated  by  polarized  light  microscopy. 
This  work  led  in  turn  to  the  discovery  that 
some  supposedly  “gouty”  patients’  synovial 
fluids  contained  non-urate  crystals. ^ 

These  non-urate  crystals,  when  examined 
under  light  microscopy,  were  found  to  have 
both  rodlike  and  rhomboid  forms,  whereas 
urate  crystals  uniformly  are  rodlike.  The 
lengths  of  both  types  of  crystals  were  ap- 
proximately one  to  25  microns.  The  non- 
urate, like  urate,  crystals  were  mostly  intra- 
phagocytic  in  the  acutely  involved  joint  while 
extracellular  in  the  chronic  state.  Under 
polarized  light  microscopy,  these  crystals 
were  found  to  exhibit  weakly  positive  bi- 
refringence as  opposed  to  the  urate’s  strongly 
negative  birefringence.  When  incubated  with 
uricase,  digestion  of  these  crystals  did  not 
occur  as  does  that  of  the  urates. 

Intra-articular  injection  of  suspension  of 
these  crystals,  like  that  of  sodium  urate,  pro- 
duced an  inflammatory  synovial  reaction,  as- 
sociated with  phagocytosis.  The  non-urate 
crystals,  when  subjected  to  analysis  by  infra- 
red spectrophotometry.  X-ray  fluorescence 
and  emission  spectroscopy  were  found  to  be 


calcium  pyrophosphate.  These  crystals  were 
also  found  to  produce  a characteristic  X-ray 
diffraction  pattern,-*  thus  giving  a “common 
denominator”  to  a new  syndrome.  The  neo- 
logistic  appellation  of  “pseudogout”  was  ten- 
dered inasmuch  as  these  patients  had  been 
previously  thought  to  have  gout  clinically. 

With  the  collection  of  a larger  number^  of 
patients  the  syndrome  has  now  evolved  with 
characteristic  clinical,  radiologic  and  patho- 
logic parameters. 

Clinically,  pseudogout  may  sometimes  be 
indistinguishable  from  gout,  rheumatoid  ar- 
thritis, osteoarthritis,  or  rheumatic  fever.  The 
distinctive  clinical  feature  of  pseudogout  is 
an  acute  arthritis  of  larger  joints,  particularly 
the  weight-bearing  joints.  The  knee  is  af- 
fected predominantly,  but  ankle,  hip,  elbow, 
wrist,  low  back,  cervical  spine,  medial  col- 
lateral ligament  of  the  knee,  and  calcaneo- 
cuboid joint  involvements  have  been  ob- 
served. Notably  absent  from  the  list  of  in- 
volved joints  is  the  great  toe.  Not  infre- 
quently redness  of  the  overlying  skin  has 
been  noted. 

The  typical  attack  reaches  its  maximum  in- 
tensity in  12  to  36  hours  after  inception  of 
signs  and  symptoms.  The  patient  usually 
first  notices  symptoms  in  the  morning  on 
arising  and  subsequent  weight-bearing.  The 
intensity  of  the  pain  is  variable.  Likewise, 
the  length  of  duration  of  symptom  is  variable, 
ranging  from  12  hours  to  four  weeks.  A 
tendency  exists  for  joints  previously  involved 
to  be  the  seat  of  subsequent  symptoms.  The 
occurrence  of  attacks  in  “clusters”  is  not  un- 
common. 

There  may  be  systemic  manifestations  such 
as  low  grade  fever,  leukocytosis,  elevated 
sedimentation  rate,  and  an  increased  concen- 
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tration  of  the  serum  alpha-2  globulin  fraction. 
Aspirates  of  the  joint  fluid  during  the  acute 
attacks  may  appear  milky,  opaque,  or  oc- 
casionally bloody  and,  under  polarized  light 
examination,  the  rod  shaped  or  rhomboid 
(parallelepiped)  crystals  will  be  found. 

Progression  of  the  articular  disease  to 
osteoarthritis  may  occur.  Flexion  contrac- 
tures have  been  noted,  most  commonly  in  the 
knee,  less  commonly  in  the  fingers,  wrists 
and  elbows. 

Certain  systemic  diseases  have  been  found 
to  be  associated  with  pseudogout.^-  “ Diabetes, 
hypertension  and  atherosclerosis  are  com- 
mon but  the  mean  age  of  the  group  described 
was  67  years,  an  age  at  which  the  occurrence 
of  these  diseases  would  not  be  unexpected. 
There  may  be  an  association  with  hyperpara- 
thyroidism,"* for  at  least  four  patients  with 
hyperparathyroidism  and  articular  disease 
have  been  reported  with  X-ray  changes  typi- 
cal of  pseudogout. 

Genetic  factors  may  prove  of  some  import- 
ance in  that  there  has  been  noted  a familial 
predilection  in  several  of  the  cases  thus  far 
described. 

Radiologically,''  punctate  aggregations  of 
microcrystalline  calcium  pyrophosphate  may 
be  observed  in  the  articular  or  fibrocartllage 
of  the  knee,  ankle,  hip,  shoulder,  elbow,  wrist, 
lumbar  and  cervical  intervertebral  discs,  sym- 
physis pubis  or  the  calcaneocuboid  joint.  A 
“screening”  series  for  pseudogout  has  been 
suggested;*  i.e.,  an  anteroposterior  (AP)  view 
of  each  knee  for  menisceal  calcification,  AP 
view  of  the  pelvis  for  calcification  of  the 
symphysis  pubis,  hips,  and  annulus  fibrosis 
of  the  lower  lumbar  vertebrae  and  a PA  of 
both  wrists  for  calcification  of  the  articular 
disc.  If  seen,  these  are  thought  to  be  among 
the  most  specific  of  radiological  findings. 

Pathologically  the  calcium  pyrophosphate 
crystals  are  seen  on  histological  sections  of 
affected  tissues  and  appear  interlaced  be- 
tween fibrous  tissue  bundles  distributed  as 
miliary  puncta  ranging  from  12  microns  to  0.6 
cm  in  size. 

The  pathogenesis  of  the  microcrystalline 
precipitation  is  not  known.  The  hypothesis 


that  the  crystal  is  a final  common  pathway 
of  a number  of  metabolic  disturbances  such  as 
“hereditary”  pseudogout,  diabetes,  hyper- 
parathyroidism or  trauma  has  been  ad- 
vanced,* thus  dividing  pseudogout  into  pri- 
mary and  secondary  categories,  analogous  to 
true  gout. 

McCarty’’  requires  X-ray  diffraction  pow- 
der pattern  identification  of  crystals  from 
joint  fluid  or  biopsy  as  calcium  pyrophos- 
phate before  a “definite”  diagnosis  can  be 
made.  At  present,  the  equipment  necessary 
would  seem  to  confine  this  means  of  identifi- 
cation only  to  large  institutions  until  less 
complicated  and  less  expensive  apparatus  is 
available. 

The  presence  of  non-urate  crystals  in  syno- 
vial effusions,  either  intra  or  extra-leuko- 
cytic, that  are  not  digested  by  uricase  and 
the  typical  radiographic  appearance  are  cri- 
teria for  the  diagnosis  of  “probable”  pseu- 
dogout. 

Acute  synovitis  of  the  knee  or  other  large 
joints  without  elevation  of  the  serum  uric 
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acid  or  a chronic  synovitis,  especially  of  the 
knees,  with  or  without  periodic  exacerbations, 
are  suggestive  of  “possible”  pseudogout. 

The  treatment  at  present  consists  of  rest 
and  aspiration  of  the  joint  effusion  with  in- 
tra-articular  injection  of  insoluble  corti- 
costeroid esters.  Phenylbutazone,  systemic 
corticosteroids,  and  salicylates  in  large  doses 
are  also  effective.  Colchicine  has  not  proven 
to  be  consistently  effective  therapeutically 
and  probably  has  no  place  in  the  therapy  of 
pseudogout. 

It  seems  worthwhile  to  mention  that  other 
micro-crystals  are  capable  of  producing  in- 
flammatory reactions  when  injected  intra- 
articularly. ^ Among  these  are  sodium 
orotate,  calcium  oxalate  and  occasionally 
corticosteroid  preparations.  These  crystals 
are  characterized  by:  (1)  sparing  solubility 
in  water,  (2)  a certain  size  (0.5  to  20  microns), 
(3)  Phagocytosis  by  poly-  and  mononuclear 
cells  during  the  inflammatory  response. 

References 

1.  McCarty,  D.  J.,  Kohn,  N.  N.,  and  Faires,  J.  S.: 
Ann.  Int.  Med.  56:  711,  1962. 


2.  McCarty,  D.  J.,  and  Hollander,  J.  L.:  Ann. 
Int.  Med.  54:  452,  1961. 

3.  Kohn,  N.  N.,  et  al.:  Ann.  Int.  Med.  56:  738, 
1962. 

4.  McCarty,  D.  J.,  Cotter,  R.  B.:  Bull.  Rheum. 
Dis.  14:  331,  1964. 

5.  McCarty,  D.  J.:  Geriatrics  18:  467,  1963. 

6.  McCarty,  D.  J.,  and  Hoskin,  M.  E.:  Amer.  J. 
Roentgen.  90:  1248,  1963. 

7.  Seegmiller,  J.  E.,  Raster,  L.  and  Howell,  R. 
W.:  N.  E.  J.  M.  268:  821,  1963. 

8.  McCarty,  D.  J.,  and  Hogan,  J.  M.:  Arth.  & 
Rheum.  7;  359,  1964. 


Filmstrip  On  Glaucoma 
Available  To  Doctors 

A filmstrip  entitled,  “Glaucoma  Screen- 
ing ...  A Three  Minute  Test  For  A Lifetime 
Of  Sight,”  now  is  available  to  Alabama  doc- 
tors without  charge  on  a short-term  loan 
basis. 

The  cause,  nature,  effect,  symptoms  and 
treatment  of  glaucoma  are  explained  in  the 
filmstrip  as  well  as  the  incidence  of  the  dis- 
ease. 

The  material  may  be  obtained  from  the 
Public  Health  Service  Audiovisual  Facility, 
Atlanta,  Ga.,  attn.:  Distribution  Unit. 


AMA-ABA  SPONSOR  MEDICOLEGAL  SYMPOSIUM 


One  of  the  largest  and  most  significant 
meetings  on  medicine  and  the  law  will  be 
held  in  Las  Vegas  on  March  11-13. 

Sponsored  by  the  American  Medical  As- 
sociation and  the  American  Bar  Associa- 
tion, the  National  Medicolegal  Symposium 
at  The  Dunes  hotel  will  feature  41  par- 
ticipants. 

They  include:  retired  U.  S.  Supreme 

Court  Justice  Charles  E.  Whittaker;  the 
Honorable  Grant  Sawyer,  Governor  of  Ne- 
vada; Joseph  F.  Sadusk,  Jr.,  M.  D.,  medical 
director  of  the  Food  and  Drug  Administra- 
tion and  chairman  of  AMA’s  Committee  on 
Medicolegal  Problems;  four  judges;  a law 
school  dean;  ten  physicians;  and  23  at- 
torneys. 


Speaking  on  behalf  of  the  AMA-ABA 
Liaison  Committee,  co-chairmen  Percy  E. 
Hopkins,  M.  D.,  and  Thomas  Boodell, 
stated: 

“This  is  the  first  time  that  the  AMA  and 
the  ABA  are  jointly  sponsoring  a Nation- 
al Medicolegal  Symposium.  By  combining 
the  resources  of  our  two  organizations,  we 
have  been  able  to  gather  an  impressive 
array  of  speakers. 

“This  promises  to  be  one  of  the  largest 
and  most  significant  medicolegal  meetings 
ever  held.  It  will  be  a giant  step  in  im- 
proving the  administration  of  justice  and 
in  promoting  harmonious  relations  be- 
tween the  medical  and  legal  professions.” 
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Dr.  Shamblin  is  a former  Fellow  in  General  Sur- 
gerj',  Mayo  Clinic,  Rochester,  Minnesota. 

Certain  systemic  syndromes  have  been 
found  to  be  associated  with  carcinoma  of  the 
lung  more  often  than  could  be  expected  by 
chance.  Review  of  the  recent  literature  finds 
reports  of  the  following  clinical  pictures  in 
patients  with  primary  pulmonary  malignan- 
cies: hypertrophic  osteoarthropathy,-  neuro- 
muscular disease,-*  Cushing’s  syndrome,^  car- 
cinoid syndrome,*’,  hyponatremia,'*  steator- 
rhea, hypercalcemia,*"  pseudohyperparathy- 
roidism,'* gynecomastia,-'*  and  fibrinogen  de- 
ficiency.'* The  first  four  are  the  most  com- 
mon, and  it  is  these  that  will  be  discussed. 

I.  HYPERTROPHIC  OSTEOARTHROPATHY 

Hypertrophic  osteoarthropathy  is  that  con- 
dition in  which  there  is  clubbing  of  the  fin- 
gers and  toes,  periostitis  with  new  osseous 
formation  at  the  end  of  long  bones,  arthritis, 
and  signs  of  autonomic  disorders  such  as 
flushing,  blanching,  and  profuse  sweating. 

Hippocrates  described  clubbing  of  the  fin- 
gers in  a patient  with  empyema  in  400  B.  C. 
Since  then,  clubbing  has  been  described  in  a 
variety  of  conditions.  It  is  thought  to  repre- 
sent one  manifestation  of  hypertrophic  osteo- 
arthropathy. Hansen*  believes  that  clubbing 
occurs  more  often  in  diffuse  pulmonary  con- 
ditions such  as  bronchiectasis,  while  periostial 
proliferation  is  found  more  often  with  a lo- 
calized lesion  such  as  carcinoma. 

Weirman,  in  studying  1,024  consecutive 
pulmonary  resections  at  the  Mayo  Clinic, 
found  the  following  incidence  of  hypertrophic 
osteoarthropathy  :- 
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Lesion: 

Resections: 

Incidence  %: 

Pleural  mesothelioma 

14 

57.1 

Lung  abscess 

34 

17.6 

Cyst 

30 

10.0 

Bronchiectasis 

189 

9.5 

Malignant  tumor 

481 

5.2 

Tbc 

157 

0.6 

Benign  tumors, 
granulomas 

119 

0.0 

1,024 

6.0% 

Since  this  is  a selective  series,  meaning 
patients  undergoing  surgeiy,  the  percentage 
of  tbc  and  other  inflammatory  conditions  is 
small.  In  most  series,  five  to  ten  per  cent  of 
patients  with  carcinoma  of  the  lung  will  have 
some  degree  of  osteoarthropathy. 

Pathologically,  the  long  bones  show  round- 
cell infiltration  and  edema  of  the  periosteum 
causing  it  to  be  elevated  from  the  bone,  with 
subsequent  deposition  of  osteoid  and  min- 
eralization of  the  new  bony  structure.  The 
cortex  of  the  bone  shows  resorption,  and 
pathologic  fractures  are  not  uncommon.  The 
synovial  membranes  around  the  joints  are 
edematous  and  an  inflammatory  infiltrate  is 
present.  This  may  progress  to  synovial  fi- 
brosis. The  appearance  of  clubbing  is  caused 
by  edema  of  the  soft  parts  surrounding  the 
distal  phalanges  with  thickening  of  vessel 
walls,  cellular  infiltration,  fibroblastic  pro- 
liferation and  growth  of  new  collagen  tissue. 

There  are  many  causes  of  hypertrophic 
osteoarthropathy.  Howell  divides  them  into 
three  groups:  1.  hereditary,  2.  idiopathic,  and 
3.  secondary.*  The  most  common  secondary 
causes  are  pulmonary  lesions  and  congenital 
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heart  disease.  Other  causes  are  cirrhosis; 
diarrheal  disorders  such  as  chronic  ulcerative 
colitis,  regional  enteritis,  idiopathic  steator- 
rhea, amoebic  or  bacillary  dysentery;  small 
intestine  neoplasms;  colon  polyposis,  and 
colon  carcinoma;  after  thyroidectomy  for 
Grave’s  disease  and  with  hyperparathy- 
roidism. 

Unilateral  clubbing  is  seen  with  aneurysms 
of  the  aorta,  innominate  or  subclavian  ar- 
teries, axillary  tumors,  subluxations  of  the 
shoulders,  apical  lung  carcinoma  and  arterio- 
venous aneurysms  of  the  brachial  vessels. 
Unidigital  clubbing  may  be  due  to  Median 
nerve  injury,  sarcoidosis,  or  tophaceous  gout. 

The  pathogenesis  of  osteoarthropathy  is 
obscure.  The  following  theories  all  have  their 
champions:  1.  liberation  of  toxins  by  the 

primary  lesion  (s),  2.  arterial  anoxemia, 
3.  vascular  stasis  from  elevated  venous  pres- 
sure, 4.  osteoblast-stimulation  by  a substance 
released  from  the  pluripotential  mesothelial 
cells  of  the  pleura,  5.  endocrine  imbalance, 
6.  release  of  local  toxins  from  a circulatory 
disorder,  and  7.  an  obscure  autonomic  reflex 
at  the  site  of  the  underlying  disease.  Ex- 
perimental animals  who  have  a pulmonary 
artery — left  atrial  shunt  regularly  develop 
osteoarthropathy  which  increases  as  the  car- 
diac output  increases.  Several  observers 
have  found  that  denervation  of  the  pulmon- 
ary hilum  or  vagotomy  in  inoperable  pulmon- 
ary carcinoma  was  associated  with  improve- 
ment in  the  symptoms  and  signs  of  arthrop- 
athy. 

Pulmonary  osteoarthropathy  may  be 
asymptomatic  or  disabling.  The  symptoms 
are  similar  to  rheumatoid  arthritis,  in  fact, 
many  patients  are  treated  for  this  before  the 
underlying  pathology  becomes  evident. 
Arthralgias,  frequently  migratory,  affect  the 
ankles,  knees,  wrists,  and  hands.  This  is 
most  likely  to  occur  with  mesotheliomas  or 
carcinomas.  Tenderness  may  be  present  over 
the  distal  portions  of  the  long  bones  in  the 
extremities,  but  may  occasionally  involve 
other  bones  as  well.  The  condition  may  pro- 
gress to  crippling  immobility  of  the  joints. 
Arthralgias  may  occur  with  X-ray  findings 
of  bone  disease,  disappear  after  resection  of 


a lung  malignancy,  and  recur  when  the  tumor 
recurs.  After  pulmonary  resection  the 
arthralgia  frequently  subsides  dramatically, 
but  the  clubbing  resolves  over  a longer  pe- 
riod of  time.- 

II.  NEUROMUSCULAR  DYSFUNCTION: 

Several  cases  of  a myasthenia-like  syn- 
drome associated  with  pulmonary  malignan- 
cies have  been  published  in  the  British  litera- 
ture since  1948.  In  July,  1960,  Rooke  and  oth- 
ers at  the  Mayo  Clinic  reviewed  19  cases  of 
unusual  myasthenia  and  proposed  the  name, 
“Myasthenic  syndrome  sometimes  associated 
with  small-cell  bronchogenic  cancer.’’-*  They 
feel  that  the  clinical  characteristics  are  suf- 
ficiently distinctive  to  warrant  placing  them 
in  a definite  syndrome.  These  characteristics 
are:  1.  weakness  and  fatigability  of  the  proxi- 
mal muscles  of  the  extremities,  especially 
those  of  the  pelvic  girdle  and  thigh,  2.  a tem- 
porary increase  in  muscle  strength  in  re- 
sponse to  voluntary  exercise  of  a few  seconds, 
3.  a decrease  or  absence  of  the  muscle  stretch 
reflexes,  4.  a relatively  poor  response  to  neo- 
strigmine,  5.  marked  sensitivity  to  d-tubo- 
curarine,  6.  dryness  of  the  mouth,  7.  loss  of 
p o t e n t i a , and  8.  peripheral  paresthesias. 
These  findings  are  different  from  those  of  the 
typical  myasthenia  gravis,  especially  in  the 
distribution  of  muscle  weakness  and  the  re- 
sponse to  voluntary  exercise.  Electromyo- 
graphic findings  differ  from  those  of  my- 
asthenia only  in  a quantitative  manner. 

Each  of  these  19  cases  presented  at  the 
Mayo  Clinic  with  a chief  complaint  of  muscle 
weakness.  None  mentioned  pulmonary 
symptoms  except  on  direct  questioning.  Sev- 
enteen of  the  cases  were  men.  The  cases  were 
divided  into  three  groups.  Group  A,  seven 
cases,  had  an  abnormal  chest  X-ray  on  the 
initial  exam,  but  had  minimal  pulmonary 
symptoms.  All  seven  patients  had  proven 
oat-cell  carcinoma  and  five  had  died  of  their 
disease  at  the  time  of  the  report.  Group  B, 
seven  cases,  had  a negative  initial  chest  X-ray, 
but  all  subsequently  were  proven  to  have  a 
pulmonary  malignancy;  four  having  oat-cell 
cancer,  one  squamous-cell  cancer,  one  reticu- 
lum-cell sarcoma,  and  one  unidentifiable 
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malignancy.  Five  are  dead  of  their  dis- 
ease, the  longest  survivor  being  three  years 
after  onset  of  muscular  weakness.  Group 
C,  five  cases,  had  a clinical  picture  cor- 
responding to  the  other  two  groups,  but 
had  a negative  initial  chest  X-ray  and  subse- 
quent studies  including  sputum.  X-rays,  etc., 
have  revealed  no  evidence  of  malignancy, 
with  three  patients  having  been  followed  as 
long  as  six  years.  They  have  been  treated 
with  neostigmine,  but  the  response  has  been 
poor. 

Muscle  biopsy  in  one  case  with  malignancy 
was  nonspecific  and  histologic  exam  of  a 
peripheral  nerve  in  another  case  showed 
moderately  severe  demyelinization.  Only 
one  case  had  surgery.  A mediastinal  mass 
was  found  and  removed,  but  the  primary 
was  not  found.  At  follow-up  exam  three 
months  post-operatively,  there  was  clinical 
and  electromyographic  evidence  of  improved 
muscular  function. 

Several  theories  have  been  advanced  to  ex- 
plain the  inter-relationship  between  the  pul- 
monary malignancy  and  the  myasthenic  syn- 
drome. 1.  Toxic  excretion  by  the  tumor — 55 
patients  with  proved  malignancy  including 
29  with  oat-cell  cancer  had  neurologic  and/or 
myographic  exam.  None  showed  neuromus- 
cular disease.  2.  The  possibility  of  the  oat- 
cell cancer  being  an  atypical  thymoma  was 
discounted  by  reviewing  the  pathologic  speci- 
mens. 3.  A third  possibility,  and  one  so  far 
not  proven  or  disproven,  was  that  a virus  or 
some  other  agent  caused  both  the  carcinoma 
and  the  myasthenic  syndrome. 

Heathfield  and  Williams  found  11  cases  in 
the  literature  of  peripheral  neuropathy  and 
bronchogenic  carcinoma  and  added  four  of 
their  own.^  Eleven  cases  were  of  the  oat- 
cell variety,  three  were  squamous,  and  one 
was  undifferentiated.  Some  cases  had  the 
neuropathy  for  as  long  as  three  years  before 
the  onset  of  symptoms  related  to  the  carci- 
noma. They  found  four  types  of  involve- 
ment. Sensory  neuropathy  was  present  in 
two  of  their  cases  and  consisted  of  changes 
primarily  in  the  lumbo-sacral  and  cervical 
roots  with  severe  sensory  atoxia,  “glove  and 
stocking”  anesthesia,  and  root  pains.  Patho- 


logic exam  reveals  symmetrical  and  extensive 
degeneration  of  posterior  columns  and  pos- 
terior nerve  roots.  One  of  their  cases  had  a 
mixed  motor  and  sensory  involvement  and 
this  was  the  most  common  form  in  the  col- 
lected cases.  The  motor  symptoms  predomi- 
nated, and  two  patients  have  died  from  res- 
piratory muscle  paralysis.  They  had  one  case 
of  pure  myopathy  in  the  lower  limbs.  A 
fourth  category,  that  of  cerebellar  degenera- 
tion, was  found  in  the  collected  cases,  and 
has  also  been  described  with  cancer  of  the 
ovary,  breast,  and  uterus.  All  cases  had 
nodal  metastases  and  some  had  distant  me- 
tastases.  Treatment  with  large  doses  of  B 
vitamins  had  no  consistent  effect  on  the 
neuropathy.  They  speculate  that  the  neurop- 
athy is  on  a metabolic  basis  secondary  to 
the  pulmonary  tumor. 

III.  ADRENOCORTICAL  HYPERPLASIA: 

Adrenocortical  hyperplasia  is  found  in  a 
high  percentage  of  patients  dying  of  carci- 
noma. In  most  of  these,  there  is  no  clinical 
evidence  of  adrenal  hyperfunction,  but  cases 
have  been  reported  in  which  Cushing’s  syn- 
drome was  associated  with  carcinoma,  espe- 
cially that  of  the  thymus,  thyroid,  stomach, 
pancreas,  prostate,  ovary  and  breast.  In  the 
past  ten  years,  more  than  20  cases  of  adreno- 
cortical hyperfunction  and  bronchogenic  can- 
cer have  been  reported.  Vogel  at  the  Mayo 
Clinic  reported  a case  of  acute  Cushing’s 
syndrome  with  small  cell  carcinoma  and  re- 
viewed the  literature. He  found  23  cases, 
11  of  whom  had  typical  Cushing’s  syndrome, 
the  remaining  21  having  chemical  or  histo- 
logical evidence  of  adrenocortical  overactivi- 
ty. Twenty-one  of  his  total  of  24  cases  had 
the  small-cell  type  carcinoma  of  the  lung. 

The  adrenal  hyperfunction  may  present  in 
two  forms.  In  the  first,  typical  Cushing’s 
syndrome  is  present  with  “moon  facies,”  en- 
larged cervical  fat  pad,  purple  striae,  hyper- 
tension, and  diabetes  mellitus.  The  other 
clinical  picture  consists  of  progressive  weak- 
ness, hypokalemic  alkalosis,  muscle  wasting 
and  rapid  death,  a symptom  complex  similar 
to  hyperaldosteronism. 

Bornstein  analysed  17  cases  from  the  litera- 
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ture  and  found  that  males  outnumbered  fe- 
males almost  three  to  one  and  that  the  pa- 
tients’ average  age  was  51  years.'*  These  sta- 
tistics resemble  the  expected  findings  of  car- 
cinoma of  the  lung,  not  Cushing’s  syndrome. 
The  patients’  presenting  complaints  were 
weakness,  polyuria  and  polydipsia,  edema, 
and  mental  confusion.  Most  did  not  appear 
Cushingoid  on  first  examination,  but  several 
developed  the  typical  features  while  being 
observed.  Since  most  of  the  patients  died 
within  three  months  of  the  onset  of  symp- 
toms, it  has  been  speculated  that  they  did  not 
live  long  enough  to  develop  the  full-blown 
syndrome.  Of  interest  is  the  fact  that  while 
the  five-year  survival  rate  of  small-cell  can- 
cer without  adrenal  hyperfunction  is  15  per 
cent,  and  the  five-year  survival  in  untreated 
Cushing’s  syndrome  without  malignancy  is 
50  per  cent,  the  patients  in  Bornstein’s  series 
were  all  dead  by  one  year  after  onset  of 
symptoms. 

The  diagnosis  of  Cushing’s  syndrome  is  fa- 
cilitated by  finding  elevated  17-ketosteroids, 
or  glucocorticoids.  In  the  reported  cases, 
these  were  elevated  in  every  case  in  which 
they  were  measured  but  one.  Another  find- 
ing in  this  association  has  been  a severe  hypo- 
kalemic alkalosis.  In  fact,  Kovach  and  Kyle 
state  that  bronchogenic  carcinoma  should  be 
suspected  in  patients  with  Cushing’s  disease 
who  have  a low  potassium,  low  chloride  and 
elevated  bicarbonate.'^ 

In  the  cases  that  came  to  autopsy,  me- 
tastases  to  the  adrenal  were  found  in  ten  of 
17  patients.  Most  of  the  glands  were  large, 
from  23-86  gm.,  but  some  were  normal  in 
size.  Hyperplasia  of  the  cortex  was  present 
in  cases  with  or  without  metastases  and  in- 
volved primarily  the  zona  reticularis  and 
fasciculata,  with  compression  and  atrophy  of 
the  zona  glomerulosa.  This  finding  is  in- 
teresting in  view  of  the  fact  that  the  zona 
glomerulosa  is  thought  to  secrete  aldosterone 
and  many  of  the  patients  have  some  of  the 
chemical  and  clinical  findings  of  hyper- 
aldosteronism. The  zona  reticularis  cells  are 
believed  to  secrete  androgens  and  estrogens, 
but  none  of  the  patients  in  this  group  were 
thought  clinically  to  have  evidence  of  second- 
ary sexual  changes  on  this  basis,  although 


Hardy  has  reported  two  cases  of  gynecomastia 
as.scciated  with  bronchogenic  cancer.’' 

The  hyperplastic  cell  changes  were  quite 
similar  to  those  found  in  patients  who  had 
been  treated  with  ACTH. 

Several  mechanisms  have  been  proposed 
for  this  unusual  association.  Some  have 
thought  that  the  adrenal  cortices  were  “ir- 
litated”  by  metastases,  but  this  seems  un- 
tenable for  two  reasons.  First,  several  pa- 
tients had  no  adrenal  metastases;  and  second- 
ly, 50  per  cent  of  the  patients  with  cancer  of 
the  lung  in  some  series  are  found  to  have 
adrenal  metastases,  but  hyperfunction  of  the 
adrenal  is  exceedingly  rare.  Other  authori- 
ties have  thought  that  the  primary  tumor  may 
secrete  a steroid-like  substance.  If  this  were 
true,  it  would  seem  that  the  adrenal  glands 
would  be  hypoplastic  instead  of  hyperplastic. 
Most  accumulated  evidence  suggests  that  the 
tumor  causes  excess  ACTH  production  by 
the  pituitary  with  resultant  adrenal  changes. 
One  case  was  found  to  have  an  elevated  level 
of  plasma  ACTH.  Another  case  was  treated 
with  a synthetic  steroid  which  decreased  the 
urinary  17  hydroxycorticosteroid  output.  In 
a third  case,  pituitary  irradiation  gave  tempo- 
rary relief  from  the  symptoms  of  hypercorti- 
sonism.  In  none  of  the  autopsy  cases  have 
specific  changes  been  found  in  the  pituitary. 
In  summary,  it  is  not  possible  to  establish 
which  of  the  two  conditions  came  first,  the 
bronchogenic  cancer  or  the  adrenal  hyper- 
plasia; but  the  two  conditions  together  pro- 
duce a disease  of  acute  onset  and  rapid  fa- 
tality. 

IV.  CARCINOID  SYNDROME: 

The  carcinoid  syndrome  was  described  in 
1952  and  1954  by  Thorson  and  Bioack  in  pa- 
tients with  metastatic  carcinoid  tumors  of  the 
intestine. **  The  syndrome  is  due  to  the  sys- 
temic effects  of  5-hydroxytryptamine  (sero- 
tonin) and  presents  any  or  all  of  the  follow- 
ing features — diarrhea,  flushing  of  the  face 
and  upper  trunk,  respiratory  distress  resem- 
bling asthma,  right-sided  cardiac  lesions  with 
or  without  failure,  enlarged  liver,  peptic  ul- 
cer, and  arthritis. 
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Since,  the  liver  plays  the  primary  role  in 
detoxifying  serotonin,  it  is  necessary  for  in- 
testinal carcinoids  to  metastasize  to  the  liver 
and  empty  their  serotonin  content  into  the 
hepatic  vein  in  order  to  produce  the  full 
blown  carcinoid  syndrome.  This  anatomic 
arrangement  enables  the  serotonin  to  escape 
the  detoxifying  effect  of  the  hepatic  cells. 

The  lungs  also  serve  to  detoxify  serotonin, 
but  to  a lesser  extent  than  the  liver.  There- 
fore, pulmonary  tumors  producing  serotonin 
deliver  their  product  into  the  systemic  circu- 
lation without  first  passing  through  potential 
sites  of  detoxification.  This  can  occur  with 
metastatic  pulmonary  nodules  from  primary 
bronchial  adenomas. 

Bronchial  adenomas  are  divided  into  two 
types,  cylindromas  (15  per  cent)  and  carci- 
noids (85  per  cent).  Ten  per  cent  of  bron- 
chial adenomas  have  been  found  to  metasta- 
size, although  usually  only  to  regional  nodes, 
but  not  distantly. 

Bronchial  carcinoids  were  so-named  be- 
cause of  their  resemblance  to  intestinal  car- 
cinoids. The  most  common  concept  of  the 
origin  of  bronchial  carcinoids  is  that  they 
arise  from  the  mucous  glands  in  the  bronchi. 
Jackson  and  Konzelman  have  suggested  that 
they  may  arise  from  neural  elements  in  the 
bronchi,  giving  them  a closer  relationship  to 
the  intestinal  carcinoids  than  has  previously 
been  appreciated. 

In  1956,  Kincoid-Smith  and  Brossy  reported 
a case  of  bronchial  adenoma,  with  liver  me- 
tastases  and  diarrhea  occurring  six  years  af- 
ter removal  of  the  primary,  but  5-HIAA  levels 
were  not  measured.®  Warner  and  Southern 
in  1958  reported  two  cases  of  atypical  bron- 
chial carcinoid  with  liver  metastases  that  had 
most  of  the  features  of  the  classical  carcinoid 
syndrome.  Luparello  in  1961  found  seven 
reported  cases  of  functioning  bronchial  car- 
cinoid and  added  his  own  case.i®  Six  of  the 
eight  cases  had  histologic  proof  of  liver  me- 
tastases and  a typical  picture  clinically.  Two 
other  cases  had  atypical  features,  but  the  pri- 
mary lesion  in  both  cases  had  an  elevated 
serotonin  content.  Three  months  to  six  years 
had  elapsed  in  these  cases  between  the  time 
of  pulmonary  surgery  and  the  onset  of  the 


carcinoid  syndrome.  Luparello  attributes 
this  to  the  slow  growth  of  the  tumors  and 
the  delay  in  occurrence  of  hepatic  metastases. 

Diagnosis  of  the  carcinoid  syndrome  is 
based  on  the  clinical  picture  and  the  find- 
ing of  elevated  blood  levels  of  serotonin  or 
urinary  5-hydroxy  indole  acetic  acid,  the 
bieakdown  product  of  5-hydroxy tryptamine. 
Warner  believes  that  the  qualitative  test  for 
5-HIAA  is  specific  for  metastatic  carcinoid. 

Functioning  bronchial  carcinoid  is  compati- 
ble with  a long,  but  uncomfortable  life. 
Many  authorities  recommend  resection  of  the 
involved  liver  if  feasible,  to  reduce  the  level 
of  circulating  serotonin.  Escovitz,  however, 
believes  that  no  simple  relationship  exists 
between  the  blood  levels  of  serotonin  and  the 
symptoms.^-  Rauwolfia  has  been  shown  in 
animals  to  mobilize  serotonin  from  the  in- 
testine and  increase  the  urinary  excretion  of 
5-HIAA.  One  patient  in  the  series  had  a re- 
mission of  symptoms  while  being  treated  with 
Rauwolfia  only  to  have  a recurrence  of  symp- 
toms upon  withdrawal  of  the  drug. 

Of  the  many  drugs  tried  for  symptomatic 
relief,  only  Chlorpromazine  has  been  of  rea- 
sonable benefit. 

Escovitz  reported  the  interesting  case  of  a 
35-year-old  male  with  bronchial  carcinoid 
with  oat-cell  features  who  presented  with  the 
carcinoid  syndrome  and  Stokes-Adams  at- 
tacks.’- Later  in  his  course,  he  developed 
symptoms  of  hypercortisonism  and  his 
Stokes-Adams  attacks  diminished.  In  six 
cases  in  the  literature  Prednisone  has  been 
found  to  decrease  the  incidence  of  Stokes- 
Adams  attacks.  At  autopsy,  this  patient  had 
wide-spread  systemic  metastases  from  the 
carcinoid  including  the  adrenal  cortices  and 
myocardium,  but  no  obvious  masses  were 
present  in  the  liver.  The  adrenal  cortices 
were  hyperplastic. 

V.  SUMMARY: 

Besides  the  signs  and  symptoms  of  local 
disease,  pulmonary  tumors  may  produce 
many  different  and  bizarre  systemic  effects. 
Among  the  most  common  are  pulmonary 
osteoarthropathy,  neuromuscular  dysfunc- 
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tion,  adrenocortical  hyperplasia,  and  carci- 
noid syndrome.  The  occurrence  of  these 
symptoms,  which  are  otherwise  unexplained, 
should  lead  to  a search  for  a primary  pulmon- 
ary malignancy. 
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Pharmaceutical  Group  Asks 

WASHINGTON,  February  12— The  Phar- 
maceutical Manufacturers  Association  has 
recommended  that  H.  R.  1,  89th  Congress,  the 
Medicare  Bill  pending  in  the  U.  S.  House  of 
Representatives  be  amended  to  allow  phy- 
sicians more  freedom  in  selecting  the  drugs 
to  be  used  on  patients  over  age  65. 

Dr.  Austin  Smith,  PMA  president,  sug- 
gested the  changes  on  behalf  of  the  pharma- 
ceutical industry  in  a letter  to  Chairman 
Wilbur  Mills  of  the  House  Ways  and  Means 
Committee. 

One  proposed  revision  would  apply  to  Sub- 
section 1806  (j)  of  the  bill,  which  defines  the 
terms  “drugs”  and  “biologicals.” 

“We  believe  this  language  is  unintention- 
ally restrictive,”  Dr.  Smith  wrote,  “that  it 
will  prevent  beneficiaries  under  the  program 
from  receiving  optimal  health  care;  that  it 
will  limit  the  physician  in  the  practice  of 
his  profession;  and  that  it  will  be  difficult 
of  interpretation.” 
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Changes  In  Medicare  Bill 

Smith  said  this  section  which  defines  the 
drugs  to  be  covered  under  the  program,  would 
prevent  a doctor  from  including  some  medi- 
cines which  are  valuable  and  well-established 
and  would  prevent  use  of  “a  number  of  new- 
er, more  effective  drugs.” 

The  other  change  which  Smith  recom- 
mended applies  to  Subsection  1809  (b)  of  the 
bill  concerning  costs. 

“Under  this  provision,”  Smith  wrote,  “the 
Secretary  (of  the  Department  of  Health,  Edu- 
cation, and  Welfare)  could,  by  regulation  ex- 
clude certain  drugs  on  the  basis  of  cost  alone, 
whereas  the  principal  issue  should  be  the 
product’s  effectiveness  and  qualitative  char- 
acteristics.” 


Internists  Recommend  Improved 
Medical  Library  Facilities 

The  American  College  of  Physicians  (ACP) 
has  recommended  the  enactment  of  a federal 
law  to  expand  and  improve  medical  library 
facilities  throughout  the  United  States. 
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It’s  Time  To  Protect  Against  Misuse  Of  Good  Medicine 


Editor’s  Note:  Since  the  following  editorial  was 
sent  to  the  printers,  the  FDA  has  ordered  restrict- 
ed the  sale  of  methamphetarnine  inhalers  to  pre- 
scription only. 

George  Pharrick,  FDA  Commissioner,  said  that 
his  agency  had  received  a very  sharp  increase  in 
reports  of  abuse  of  these  agents  over  previous 
years. 

Not  too  many  months  ago  the  press  and 
national  magazines  were  carrying  stories  of 
the  abuse  by  children  and  teenagers  of  cer- 
tain volatile  glues.  The  glue-sniffing  child 
was  a problem  in  the  elementary  schools,  and 
the  glue-sniffing  teenager  was  a source  of 
trouble  to  the  police  and  juvenile  authorities. 
This  ingenuity  of  youth,  per  se,  can  hardly 
be  condemned.  This  perseverance  even,  it 
might  be  said,  serendipity,  on  the  part  of  the 
discoverers  of  this  new  sensation,  is  in  the 
highest  spirit  of  pure  science.  Unfortunately, 
however,  the  discoveries  were  detrimental, 
rather  than  beneficial,  and  the  program  of 
education  had  to  be  mounted  to  combat  the 
problem.  Recently,  it  has  been  apparent  to 
physicians  of  Alabama  and  to  the  police  au- 
thorities, that  a new  source  of  trouble  had 
arisen  among  certain  groups  of  teenagers  and 
young  adults,  similar  to  the  misuse  of  the 
liquid  cements  and  volatile  glues.  The  psy- 
chotoxic drugs,  and  other  drugs  having  effect 
on  the  central  nervous  system,  are  being  mis- 
used. Any  drug,  either  habituating  or  ad- 
dicting, which  modifies  behavior  may  fall  in- 
to this  group,  but  the  special  problem  now 
facing  the  authorities  in  at  least  one  major 
Alabama  city,  concerns  the  misuse  of  drugs 


and  drug  mixtures  which  are  exempt  from 
coverage  by  law.  Narcotics  are  already  well 
covered  by  the  Harrison  Narcotic  Act.  Cer- 
tain states  have  seen  fit  to  control  ampheta- 
mines and  barbiturates,  and  it  is  generally 
held  that  these  do  not  now  constitute  a serious 
threat  to  the  health  of  the  people.  Tran- 
q u i 1 i z e r s , antihistamines,  phenylephrine 
Hcl,  alcohol,  and  codeine  make  a potent 
mixture.  Taken  under  the  direction  of  a 
physician  they  are  highly  efficacious  and 
beneficial.  However,  the  abuse  of  these  sub- 
stances especially  in  combinations  can  cause 
serious  difficulties. 

It  was  noted  by  a very  observant  policeman 
that  there  were  numerous  empty  medicine 
bottles,  all  similar,  found  on  the  sidewalk 
and  in  the  alleys  and  gutters  around  several 
notorious  beer  parlors.  This  officer  also 
noted  that  there  was  a considerable  increase 
in  misbehavior  among  the  teenagers  fre- 
quenting this  neighborhood.  This  is  what 
was  occurring.  The  largest  boy  in  the  group 
would  go  into  a pharmacy  and  purchase  a 
four  ounce  bottle  of  cough  medicine  contain- 
ing one  or  more  antihistamines,  phenyl- 
ephrine hydrochloride,  and  codeine.  These 
boys  had  discovered  which  cough  medicines 
by  brand  names  contained  the  proper  ingredi- 
ents to  give  them  their  “buzz.”  Each  boy 
would  take  approximately  one  ounce  of  the 
mixture  and  follow  this  with  a can  of  beer. 
They  would  move  on  to  another  drug  store, 
repeat  the  purchase,  again  take  approximate- 
ly an  ounce  of  the  cough  medicine  and  again 
follow  it  with  one  or  more  cans  of  beer.  The 
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pharmacological  results  varied  somewhat 
from  individual  to  individual,  but  the  general 
pattern  was  that  of  a combination  of  alcoholic 
intoxication,  and  a feeling  of  euphoria.  Some 
imbibers  became  belligerent,  others  extreme- 
ly mischievous,  and  all  highly  susceptible  to 
encouragement  toward  violation  of  the  law. 

At  this  time  one  may  only  speculate  as  to 
which  particular  drug  is  the  greater  offender, 
but  perhaps  it  is  the  combination  especially 
with  the  addition  of  alcohol  that  causes  the 
real  problem.  The  potentiating  effects  of 
certain  tranquilizers  on  alcohol  is  well 
known.  Similar  experiences  have  oeen  noted 
with  antihistamines,  and  the  phenylephrine 
hydrochloride  sniffer  is  not  new  to  practicing 
physicians. 

Just  as  there  is  no  law  against  the  sale  of 


the  volatile  cements,  there  is  no  law  against 
the  sale  of  this  very  good  cough  medicine 
which  serves  a very  good  and  useful  purpose 
when  properly  used.  There  is  a law  against 
the  sale  of  beer  to  minors,  but  they  seem  al- 
ways to  find  a way  around  it.  In  the  88th 
Congress  S-2628  which  proposed  certain 
amendments  to  the  Federal  Food,  Drug,  and 
Cosmetic  Act,  considered  national  legislation 
for  the  control  of  psychotoxic  drugs.  At  that 
time  it  was  felt  that  the  control  of  these 
items  should  be  left  to  local  cities  and  states. 
It  becomes  apparent,  therefore,  that  a pro- 
gram of  education  and  appropriate  local  and 
state  laws  may  be  needed  to  protect,  not  only 
the  rights  of  the  physicians  and  pharmacists, 
but  the  average  citizen  who  may  be  harmed 
by  misuse  and  abuse  of  good  medicines. 


MEDICARE  AS 

A recent  conference  of  the  American  Hos- 
pital Association  was  treated  to  a brief 
glimpse  of  the  government’s  plan  for  ad- 
ministering a federal  hospital  insurance  pro- 
gram for  the  aged  if  that  socialistic  bill  should 
ever  be  passed  by  Congress. 

The  speaker  was  Mr.  Arthur  E.  Hess,  Di- 
rector of  the  Division  of  Disability  Opera- 
tions of  the  Social  Security  Administration. 
In  his  opening  remarks  he  observed  that  “if 
such  a program  (medicare)  is  enacted  this 
year  and  goes  into  effect  in  1966,  it  is  none 
too  early  to  broaden  the  base  of  discussion 
between  government  and  hospital  people.” 

From  that  point,  he  proceeded  to  slowly 
but  surely  unveil  HEW’s  scheme  for  ulti- 
mately controlling  hospital  services  and 
charges. 

To  the  credit  of  the  Hospital  Association, 
it  must  be  reported  that  they  did  not  swallow 
“in  toto”  his  rosy-hued  picture  of  that  glori- 
ous day  when  government  administrator  and 
hospital  administrator  will  march  down  that 
road  together  toward  the  Utopian  Great  So- 
ciety. 

A dangerous  thread  of  forced  compliance 
was  woven  throughout  Mr.  Hess’  speech,  and 


SEEN  BY  HEW 

it  quickly  became  apparent  to  the  hospital 
administrators  that  when  he  used  such  words 
as  accredited  there  was  immediately  posed 
the  possibility  of  non-accreditation  should  the 
hospital  displease  the  bureaucrats  at  home  or 
in  Washington  who  would  be  administering 
this  program. 

The  speaker  glossed  over  the  many  exposed 
shortcomings  in  the  King-Anderson  plan  and 
hardly  mentioned  the  booby  trap  agreement 
that  hospitals  and  other  providers  of  services 
will  be  asked  to  make  with  the  social  security 
program.  He  came  perilously  close  to  ex- 
posing his  hand  when  he  stated  that  “the  gov- 
ernment could  also  terminate  (the  agree- 
ment) but  only  after  due  noted  and  stated 
causes,  such  as  refusal  to  furnish  necessary 
information,  or  inability  to  comply  with  the 
agreement.” 

It  can  be  speculated  that,  once  the  hospital 
administration  is  enmeshed  in  government 
red  tape,  its  business  office  will  hardly  have 
time  left  to  order  emergency  supplies. 

Hospital  administrators  are  unlikely  to 
swallow  the  King-Anderson  “medicare”  pro- 
gram without  a great  deal  of  gagging.  When 
they  look  sufficiently  long  at  the  fine  print 
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EDITORIALS 


LETTER  TO  THE  EDITOR 


William  L.  Smith,  M.  D. 

19  South  Jackson  Street 
Montgomery,  Alabama 

Dear  Bill: 

It  is  with  considerable  pleasure  that  1 have 
just  read  and  then  re-read  your  editorial  com- 
ment entitled  “Fledgling  ALAPAC  Tries  Its 
Wings.”  I think  this  is  a particularly  good 
analysis  of  the  role  which  was  played  in  Ala- 
bama this  past  year  and  there  were  many 
points,  which  if  adhered  to,  will  make  our 
program  much  more  effective  in  the  years 
to  come. 

At  the  national  level  we  have  observed 
that  to  be  very  effective  there  must  be  close 
cooperation  between  the  state  Board  of  Di- 
rectors and  the  district  PAC’s.  The  district 
PAC  is  extremely  necessary  and  unless  this 
is  well  organized  and  financed  the  movement 
will  fail  to  progress  as  it  certainly  should  do 
with  adequate  knowledge  and  organization. 

Again  let  me  compliment  you  on  this  edi- 
torial and  1 think  it  will  be  well  read  and 
observed  throughout  our  state. 

With  kindest  personal  regards  and  looking 
forward  to  seeing  more  excellent  editorials 
of  this  type,  I am 

Sincerely, 

M.  Vaun  Adams,  M.  D. 


on  such  matters  as  “first  day  deductibles”  to 
be  charged  against  the  indigent  patient,  “fis- 
cal intermediaries,”  “boards  of  review,”  pro- 
visions for  periodic  inspections,  tangle  plans 
for  reimbursement,  and  a dozen  other  pitfalls, 
they  are  likely  to  raise  their  voices  even  loud- 
er in  protest  against  the  King-Anderson  bill. 

Just  one  sentence  in  Mr.  Hess’  speech 
should  flash  on  the  red  warning  lights 
in  every  hospital  in  this  country.  That  was, 
“of  course,  the  Social  Security  Administration 
would  still  have  the  over  all  responsibility 
for  sound  administration  of  the  program  and 
would  have  to  retain  the  authority  for  final 
administrative  decision.” 


Purchase  Of  Drugs — 

"An  Unwanted  Event" 

One  of  the  best  buys  (if  indeed  not  the 
best)  in  our  country  today  is  the  purchase  of 
drugs.  Considering  what  one  gets  for  his 
money,  namely,  better  health  and/or  less  suf- 
fering, the  cost  is  most  usually  well  worth 
every  penny  spent.  It  is  most  unfortunate 
though  that  many  people  believe  quite  dif- 
ferently. Whatever  their  reason  may  be, 
there  frequently  lies  hidden  that  unpleasant 
fact  of  paying  for  an  unwanted  event. — 
Joseph  P.  Schaefer,  in  New  Physician,  14:  1, 
(Jan.)  1965. 


Wanted — Physicians 
For  Drug  Research 

It  is  common  knowledge  that  the  pharma- 
ceutical industry  is  faced  with  a significant 
issue  in  the  shortage  of  qualified  investiga- 
tors. Drugs  are  becoming  more  and  more 
complex  and  the  use  of  the  general  doctor, 
without  specific  experience  in  clinical  investi- 
gation, in  testing  drugs  in  his  office  in 
the  midst  of  a busy  practice  is  probably 
coming  to  an  end.  The  need  for  training 
of  physicians  in  the  drug  research  field 
has  reached  a critical  stage,  and  this  prob- 
lem must  be  met  by  the  joint  efforts  of 
government,  industry,  and  the  scientific  com- 
munity.— Joseph  F.  Sadusk,  Jr.,  M.  D.,  in 
Bulletin  of  the  American  College  of  Phy- 
sicians, 5:  6,  (Nov. -Dec.)  1964. 


Hysteria — Pandemonium — Pressure 

Legislation  that  is  conceived  and  enacted 
in  an  atmosphere  of  panic  is  usually  ill-ad- 
vised and  may  be  disastrous.  This  statement 
applies  to  the  passage  of  the  Kefauver-Harris 
amendment  to  the  Food,  Drug  and  Cosmetic 
Act.  It  had  its  origin  in  the  hysteria  and 
panic  of  the  thalidomide  tragedy,  it  was  nur- 
tured and  developed  in  the  pandemonium  of 
the  biased  hearings  before  the  Kefauver 
Committee  of  the  Senate,  and  through  the 
pressure  of  an  impetuous  administration,  was 
enacted  into  law. — John  C.  Krantz,  Jr.,  Ph.  D., 
in  Military  Medicine,  130:  1,  (Jan.)  1965. 
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MISCELLANEOUS 


Allergic  Reactions  Seen 
In  Intravenous  Urographies 

In  a five-year  study  at  Ochsner  Clinic  in 
New  Orleans  allergic  reactions  were  recorded 
in  only  1.68%  of  10,000  consecutive  excretory 
urographies,  according  to  a paper  in  Southern 
Medical  Journal  (57:  1401,1964). 

An  overall  incidence  of  8.53  per  cent  of  un- 
toward reactions  was  observed  following  the 
procedure,  which  is  called  “an  important, 
widely  used  diagnostic  procedure  in  medical 
practice  today.”  The  contrast  agent  used  in 
the  study  at  Ochsner  Clinic  was  Hypaque 
(diatrizoate  sodium,  50  per  cent).  The  in- 
vestigating team  consisted  of  Drs.  William 
P.  Coleman,  Seymour  F.  Ochsner  and  Ben  E. 
Watson. 

Noting  that  previous  reports  indicated  a 
higher  incidence  of  reactions  in  persons  with 
a personal  or  family  history  of  allergy,  they 
say;  “Surprisingly,  more  than  twice  as  many 
allergic  reactions  occurred  among  the  group 
with  a negative  history  of  allergy  than  those 
with  a positive  history.” 

Commenting  on  their  own  findings  as  well 
as  published  reports  generally,  the  Ochsner 
Clinic  group  says  that  “reactions  occur  oc- 
casionally,” and  are  mostly  mild. 


New  Compact,  High-Energy 
Medical  Lab  Tool  Introduced 

Dynasonics  Corporation  has  announced  de- 
velopment of  an  extremely  compact,  high- 
intensity  ultrasonic  applicator  designed  to 
offer  medical  laboratories  a quicker  and  more 
efficient  method  of  accomplishing  emulsify- 
ing, homogenizing,  atomizing  and  other  im- 
portant investigative  and  research  functions. 

The  device — called  “Sonitool”  is  a com- 
pletely portable  instrument,  which  can  be 
hand-held  in  operation.  It  is  operable  by 
non-skilled  personnel,  and  free  of  operational 
hazard. 

Included  in  its  capacities  is  ability  to 
quickly  emulsify  so-called  “unmixable” 
liquids,  and  to  isolate  or  break  down  cells  in 
tissue  culture. 


1 want  to  see  you  gain  weight,  Miss  Lee. 
What  are  you  doing  for  dinner  tonight  ? 

(Nebraska  State  Medical  Journal) 


Comparison  Study  Cites 
Winstroi's  Ability  To  Build  Tissue 
With  Little  Masculinization 

Winstrol  (stanazolol) , a synthetic  steroid, 
produces  very  satisfactory  results  in  building 
up  needed  body  tissue  with  a minimum  of 
masculinizing  action,  according  to  results  of 
studies  of  anabolic  steroids  published  in 
Clinical  Medicine  (71:2089,  1964). 

The  other  steroids  discussed  were  nore- 
thandrolone,  methandrostenolone  and  oxy- 
metholone.  In  all  four  compounds  the  ana- 
bolic functions  are  significantly  dissociated 
from  their  androgenic  action,  points  out  Dr. 

M.  L.  Tainter  and  co-workers  at  the  Sterling- 
Winthrop  Research  Institute,  Rensselaer, 

N.  Y. 

Reviewing  published  clinical  reports,  they 
say  Winstrol  was  found  “to  have  the  most 
complete  separation  of  these  two  modalities 
of  action  so  that  it  can  be  used  in  full  ana- 
bolic doses  with  very  little  accompanying 
sex-linked  side  effects.” 
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Your  Journal 

Neither  First 


Nor  Last 


At  the  request  of  the  State  Medical  Journal 
Advertising  Bureau,  Inc.,  which  obtains  na- 
tional advertising  for  this  and  all  state  medi- 
cal journals,  we  ran  a readership  survey  in 
our  December  issue  designed  to  obtain  data 
which  will  assist  in  selling  additional  adver- 
tising space.  Every  other  state  medical 
journal  published  the  same  questionnaire, 
and  those  returned  by  the  readers  will  be 
forwarded  to  the  New  York  advertising  of- 
fices of  SMJAB  for  analysis. 

In  the  two  months  since  the  questionnaire 
was  published  in  this  journal,  only  65  have 
been  returned  from  the  2,300-odd  doctors  in 
Alabama.  Whether  this  indicates  that  only 
three  per  cent  of  our  membership  reads  the 
Journal  or  that  Alabama  doctors  are  too  busy 
to  answer  questionnaires  remains  to  be  de- 
termined. However  this  may  be,  we  hereby 
extend  our  grateful  appreciation  to  the  65 
doctors  who  did  comply  with  our  request  and 
assure  them  that  the  information  they  gave 
us  was  most  valuable. 

We  asked  you  to  rate  our  scientific  papers; 
and  of  the  65  replies  received,  43  rated  them 
fair,  and  12  rated  them  excellent. 


Scientific  papers  were  the  most  popular 
feature  of  the  Journal,  followed  by  state 
news,  editorials,  the  Association  Forum,  and 
Public  Health  articles  in  that  order. 

There  was  a wide  diversity  of  opinion  over 
what  should  be  added  to  the  Journal  to  make 
it  better;  eight  respondents  called  for  more 
state  news,  6 wanted  better  scientific  articles, 
5 asked  for  clinical-pathological  conferences, 
and  4 wanted  more  articles  on  local  medical 
problems  being  solved  by  the  members. 

There  were  also  suggestions  that  the 
Journal  should  carry  more  editorials,  more 
political  news,  more  stories  of  the  Health  De- 
partment and  the  Medical  College,  letters  to 
the  editor,  classified  ads,  a better  calendar  of 
future  meetings,  and  one  asked  us  to  encour- 
age differences  of  opinion  which  could  be 
debated  in  the  columns  of  the  Journal. 

General  practitioners  were  far  in  the  lead 
in  the  number  of  responses.  Following  were 
Internal  Medicine,  General  Surgery,  and 
Pediatrics,  in  that  order. 

The  results  should  be  most  gratifying  to 
our  loyal  local  advertiser — Durr  Surgical 
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THE  ASSOCIATION  FORUM 


The  Board  of  Trustees  of  the  Medical  Association  of  the  State  of  Alabama  held  its  February  meeting 
recently  in  the  Association  offices  at  Montgomery.  Shown  in  the  above  photo  are,  left  to  right.  Dr.  S. 
Buford  Word  of  Birmingham,  Dr,  R.  M.  Miller,  Jr.,  of  Decatur,  Dr.  A.  F.  Toole  of  Talladega,  Jerry  Gould, 
field  representative  of  the  AMA,  Dr.  J.  C.  Donald  of  Mobile.  Dr.  J.  M.  Chenault  of  Decatur  and  Dr.  W. 

L.  Smith  of  Montgomery.  In  the  inset  is  Association  President,  Dr.  E.  B.  Glenn  of  Birmingham. 

Discussing  various  problems  below  are,  left  photo.  Dr.  H.  E.  Askin  of  Alexander  City,  Dr.  W.  A. 
Daniel,  Jr.,  of  Montgomery,  Dr.  H.  G.  Hodo,  Jr.,  of  Fayette,  Dr.  S.  J.  Campbell  of  Birmingham  and  Dr. 

M.  Vaun  Adams  of  Mobile.  Shown  at  lower  right  are  Dr.  Adams,  Dr.  E.  F.  Porch  of  Arab,  Dr.  Toole  and 
Dr.  Luther  Hill  of  Montgomery,  a member  of  the  Board  of  Censors. 


Supply.  Forty-nine  doctors  said  they  had 
referred  to  or  purchased  from  a local  adver- 
tiser in  the  Journal,  and  an  overwhelming 
proportion  of  these  specified  Durr. 

In  the  percentage  of  readership  given  to 
your  Journal  in  comparison  with  other  ma- 
jor medical  publications,  we  shared  better 
than  we  anticipated.  While  only  one  re- 
spondent said  that  he  rated  our  journal  first, 
42  rated  their  specialty  journals  first.  We 
were  rated  second  by  9 readers,  third  by  6 
readers,  fourth  by  13  readers,  fifth  by  10 
readers,  sixth  by  10  readers,  and  we  were  not 
rated  at  all  by  15  readers. 

The  Journal  of  the  American  Medical  As- 


sociation was  rated  first  by  8,  second  by  13, 
third  by  11,  fourth  by  12,  fifth  by  4,  and  sixth 
by  5. 

Surprisingly,  the  New  England  Journal  of 
Medicine  won  as  many  first  place  votes  as 
JAMA  (8).  They  also  showed  strongly  in 
second,  third,  fourth,  and  fifth  places.  Also 
rated  highly  were  Modern  Medicine  and 
Medical  Economics. 

To  all  those  who  took  the  trouble  to  answer 
our  questionnaire,  we  again  express  our  ap- 
preciation in  the  hope  that,  through  your  ef- 
forts, you  will  be  rewarded  by  a better  state 
journal. 
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PROGRAM 


Of  The  104th  Annual  Session 
Of  The 

MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 

Birmingham 
Parliament  House 
April  22,  23,  24,  1965 


GENERAL  INFORMATION 

All  business  sessions  of  the  meeting  will  be  held 
at  the  Parliament  House  Motor  Hotel. 

Scientific  sessions  will  be  held  at  the  Parliament 
House  Motor  Hotel,  the  Guest  House  Motor  Inn, 
and  the  Liberty  National  Building  Auditorium. 

HOST  TO  THE  ASSOCIATION 

The  Jefferson  County  Medical  Society 

OFFICERS 

William  E.  Lawrence,  President 
Charles  W.  Neville,  President-Elect 
Arthur  I.  Chenoweth,  Vice-President 
Hal  Ferguson,  Secretary-Treasurer 

THE  FIFTY  YEAR  CLUB 

According  to  custom,  physician  members  who 
graduated  fifty  years  ago  will  be  honored  by  the 
Association  at  this  meeting. 

THE  FIFTY  YEAR  CLUB 

( To  whom  Certificates  of  Distinction  will  be 


awarded  Friday  morning,  April  23.) 

William  Henry  Beddow  ..  Birmingham 

John  Mac  Bell.  - Mobile 

Julius  Orville  Belue Athens 

Samuel  James  Calhoun Langdale 

Alfred  Carraway Alabama  City 

H.  Earle  Conwell . - ..  Birmingham 

Drayton  Howard  Doherty ..  Selma 

Rayford  Hodges ..  . Scottsboro 

Aaron  Simeon  Hutto . Pinson 

Herbert  James  Lewis  . Birmingham 

Clifford  Vernon  Mayhall  . . Athens 

Timothy  Cleveland  McCay Pinson 

Leon  Victor  McVay  Mobile 

Charles  Smith  Moss  . ..  ..  Carbon  Hill 

John  Doke  Sherrill.  . ..  Birmingham 

James  Alexander  Ussery ...  Courtland 


PROGRAM  COMMITTEE 

E.  B.  Glenn,  Chairman 
W.  B.  Frommeyer,  Jr.,  Medicine 
James  M.  Mason,  HI,  Surgery 
S.  Buford  Word,  Obstetrics  and  Gynecology 


COMMITTEE  ON  ARRANGEMENTS 

S.  J.  Campbell,  Chairman 
Hal  Ferguson,  Hotels  and  Liaison 
Samuel  Cohn,  Speakers 
Gilder  Wideman,  Halls  and  Registration 


TRANSPORTATION 

J.  Frank  Trucks,  Chairman 
Lamar  Campbell  M.  B.  Sullivan 

Donald  Slappey  J.  C.  Chambers 


VACANCIES  IN  THE  COLLEGE  OF 
COUNSELLORS 

1st  Congressional  District — 2.  Cecil  E.  Kim- 
brough has  completed  his  first  term  of  seven  years. 
Arthur  A.  Wood  has  completed  his  first  term  of 
seven  years. 

3rd  Congressional  District — 1.  Samuel  W.  Wind- 
ham has  completed  his  first  term  of  seven  years. 

5th  Congressional  District — 1.  James  E.  Cam- 
eron has  completed  his  first  term  of  seven  years. 

7th  Congressional  District — 1.  Murray  C.  Hollis 
has  completed  his  second  term  of  seven  years. 

9th  Congressional  District — 4.  Paul  W.  Burleson 
has  completed  his  first  term  of  seven  years.  Ben- 
jamin M.  Carraway  has  completed  his  first  term 
of  seven  years.  William  E.  Coleman  has  completed 
his  first  term  of  seven  years.  Joseph  A.  Cunning- 
ham has  completed  his  first  term  of  seven  years. 
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PROGRAM 


Thursday,  April  22,  1965 

Parliament  House 

E.  B.  Glenn,  M.  D.,  President,  Presiding 

9:00  A.  M. 

Call  to  order 

Invocation — Rev.  John  Turner,  Church  of  The 
Advent,  Birmingham 

9:05  A.  M. 

Welcome  Addresses — 

Mayor  Albert  Boutwell,  Birmingham 
William  E.  Lawrence,  M.  D.,  President,  Jefferson 
County  Medical  Society 

ORIENTATION  PROGRAM 

James  G.  Donald,  M.  D.,  President-elect,  Presiding 

9:10  A.  M. 

Organizational  Structure  of  the  Medical  Associa- 
tion of  the  State  of  Alabama,  J.  O.  Morgan,  Sr., 
M.  D.,  Gadsden 

9:20  A.  M. 

County  Medical  Society  Organization  and  Activi- 
ties 

A.  Urban — S.  J.  Campbell,  M.  D.,  Birmingham 

B.  Rural — E.  L.  Strandell,  M.  D.,  Brewton 

9:30  A.  M. 

State  Board  of  Censors,  J.  O.  Finney,  M.  D.,  Gads- 
den 

9:40  A.  M. 

Activities  of  State  Board  of  Health  and  County 
Health  Departments  (Includes  TB,  Cancer,  VD, 
Laboratory,  etc.),  Ira  L.  Myers,  M.  D.,  Mont- 
gomery 

10:00  A.  M. 

BREAK — View  Exhibits 

10:15  A.  M. 

Ethical  Problems,  Arthur  I.  Chenoweth,  M.  D.,  Bir- 
mingham 

10:25  A.  M. 

Blue  Cross-Blue  Shield  of  Alabama,  Mr.  William 
Mandy,  Birmingham 

10:35  A.  M. 

The  Kerr-Mills  Program  for  Aged  and  Medically 
Indigent  of  Alabama,  J.  J.  Kirschenjeld,  M.  D., 
Montgomery 

10:45  A.  M. 

Maternal  and  Child  Health,  Harold  Klinger,  M.  D., 
Montgomery 

10:55  A.  M. 

Woman’s  Auxiliary,  Mrs.  L.  H.  Clemmons,  Presi- 
dent, Cullman 


11:00  A.  M. 

Smoking  and  Health,  R.  K.  Oliver,  M.  D.,  Tusca- 
loosa 

11:10  A.  M. 

S.  Richardson  Hill,  Jr.,  M.  D.,  Dean,  Medical  Col- 
lege of  Alabama,  Birmingham 

11:20  A.  M. 

AMPAC,  Donald  E.  Wood,  M.  D.,  Immediate  Past 
Chairman,  AMPAC  Board  of  Directors,  India- 
napolis, Ind. 

11:35  A.  M. 

President’s  Message,  E.  B.  Glenn,  M.  D.,  President, 
Birmingham 

12:30  P.  M. 

LUNCH — The  Guest  House  Motor  Inn 

SCIENTIFIC  PROGRAM 

Surgical  Section 
Thursday,  April  22,  1965 

Parliament  House 

S.  J.  Campbell,  M.  D.,  Vice-President,  Presiding 

“OCCLUSIVE  VASCULAR  DISEASE’’ 

2:00-2:20  P.  M. 

Thrombophlebitis  and  Its  Sequelae,  W.  Sterling 
Edwards,  III,  M.  D.,  Professor  of  Surgery,  Medi- 
cal College  of  Alabama,  Birmingham 

2:20-2:40  P.  M. 

The  Diagnosis  of  Pulmonary  Embolism  by  Radio- 
isotope Scanning,  Gerhard  F.  Fueger,  M.  D.,  Di- 
vision of  Nuclear  Medicine,  Department  of  Ra- 
diology and  Radiological  Science,  Johns  Hopkins 
Medical  Institutions,  Baltimore,  Maryland 

2:40-3:00  P.  M. 

Plication  of  the  Vena  Cava,  Frank  C.  Wilson,  Jr., 
M.  D.,  Surgeon,  Birmingham 

3:00-3:20  P.  M. 

Surgery  of  Pulmonary  Embolism,  William  L. 
Glenn,  M.  D.,  Professor  of  Surgery  and  Chief  of 
the  Cardiovascular  Section,  Yale  University 
School  of  Medicine,  New  Haven,  Connecticut 

3:20  P.  M. 

BREAK — View  Exhibits 

3:30-5:00  P.  M. 

PANEL 

Medical  and  Surgical  Aspects  of  Occlusive  Vascu- 
lar Diseace — Moderator:  T.  Joseph  Reeves,  M.  D. 
Panelists:  William  L.  Glenn,  M.  D.,  Jon  V. 

Straumjjord,  M.  D.,  G.  F.  Fueger,  M.  D.,  Frank 

C.  Wilson,  Jr.,  M.  D.,  W.  Sterling  Edwards,  III, 
M.  D.,  E.  E.  Eddleman,  Jr.,  M.  D.,  Anthony  P. 
Fletcher,  M.  D. 
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Medical  Section 

Thursday,  April  22,  19G5 

Liberty  National  Building  Auditorium 
W.  B.  Frorameyer,  Jr.,  M.  D.,  Presiding 

2:00-2:20  P.  M. 

Diagnostic  Utility  of  Lactic  Dehydrogenase  (LDH) 
Isoenzyme  for  Myocardial  Infarctions,  Jon  V. 
Staumfjord,  Jr.,  M.  D.,  Ph.  D.,  Director,  Clinical 
Laboratories  and  Schools  of  Laboratory  Sciences, 
University  Hospital  and  Hillman  Clinic;  Associ- 
ate Professor  of  Pathology,  University  of  Ala- 
bama Medical  Center,  Birmingham 

2:20-2:40  P.  M. 

Enzymes  in  Treatment  of  Occlusive  Vascular  Dis- 
ease, Anthony  P.  Fletcher,  M.  D.,  Associate  Pro- 
fessor Medicine,  Washington  University  School 
of  Medicine,  St.  Louis,  Missouri 

2:40-3:00  P.  M. 

The  Present  Status  of  Anticoagulant  Therapy  in 
Ischemic  Heart  Disease,  E.  E.  Eddleman,  Jr., 
M.  D.,  Professor  of  Medicine,  Medical  College  of 
Alabama;  Associate  Chief-of-Staff  for  Research, 
VA  Hospital,  Birmingham 

3:00-3:20  P.  M. 

Iatrogenic  Occlusive  Vascular  Disease:  A Threat 
in  the  Treatment  of  Congestive  Heart  Failure, 
T.  Joseph  Reeves,  M.  D.,  Professor  of  Medicine, 
Medical  College  of  Alabama,  Birmingham 

ADJOURN  to  Parliament  House  for  Joint  panel  on 
“Medical  and  Surgical  Aspects  of  Occlusive  Vas- 
cular Disease.” 


Obstetrical  and  Gynecological  Section 

Thursday,  April  22,  1965 

The  Guest  House  Motor  Inn 
S.  Buford  Word,  M.  D.,  Presiding 

12:30  P.  M. 

LUNCH — The  Guest  House  Motor  Inn  (Tickets 
available  at  registration  desk.  Guest  House  and 
Parliament  House) 

Luncheon  Program:  James  Marion  Sims  Accepted 
The  Challenge,  James  P.  Marr,  M.  D.,  Woman’s 
Hospital,  New  York,  New  York 

2:00  P.  M. 

Genital  Fistulae  From  Obstetrical  Causes,  John  C. 
Hope,  Jr.,  M.  D.,  and  O.  M.  Otts,  Jr.,  M.  D.,  Mo- 
bile 

2:15  P.  M. 

The  Etiology  of  Genital  Tract  Fistulae  in  the  Gyne- 
cological Patient,  W.  N.  Jones,  M.  D.,  Professor, 
Obstetrics  and  Gynecology,  Medical  College  of 
Alabama 


2:30  P.  M. 

The  Repair  of  Genital  Tract  Fistulae,  David  L. 
Barclay,  M.  D.,  Assistant  Professor,  Obstetrics 
and  Gynecology,  Tulane  University,  New  Or- 
leans, Louisiana 

QUESTIONS  AND  ANSWERS 

3:00  P.  M. 

COFFEE  BREAK 

3:30  P.  M. 

HOW  WE  PRACTICE 

1.  Restoration  of  Function  in  Treatment  of  Cyst 
and  Abscess  of  Bartholin’s  Gland,  Julian  P. 
Hardy,  M.  D.,  Birmingham 

2.  Amenorrhea  and  Birth  Control  Pills,  Robert 
V.  Barnett,  M.  D.,  Birmingham 

3.  The  Actions  and  Side  Reactions  of  the  New 
Progestins,  Donal  E.  Barlow,  M.  D.,  Sylacauga 

4.  Management  of  the  Adnexal  Mass,  John  D. 
Thompson,  M.  D.,  Professor  and  Chairman, 
Department  of  Gynecology  and  Obstetrics, 
Emory  University  School  of  Medicine,  At- 
lanta, Georgia 

Friday,  April  23,  1965 

Parliament  House 
E.  B.  Glenn,  M.  D.,  Presiding 

9:00-9:20  A.  M. 

Injuries  of  Face  and  Jaws,  Bruce  Holding,  M.  D., 
Montgomery 

9:20-9:40  A.  M. 

Lessons  Learned  in  the  Care  of  the  Patient  with 
Pulmonary  Insufficiency,  Leroy  D.  Vandam, 
M.  D.,  Chief  Anesthesiologist,  Peter  Bent  Brig- 
ham Hospital,  Boston,  Massachusetts 

9:40-10:00  A.  M. 

Some  Fundamentals  of  Chest  Roentgenology,  Ben- 
jamin Felson,  M.  D.,  Professor  and  Director  of 
Radiology,  University  of  Cincinnati;  Director, 
Departments  of  Radiology,  Cincinnati  General 
Hospital,  Holmes,  Drake,  Children’s  and  Dun- 
ham Hospitals 

10:00  A.  M. 

BREAK 

10:15-10:35  A.  M. 

Alexis  Carrell — His  Contribution  to  Tissue  Trans- 
plantation and  Blood  Vessel  Surgery,  William 
L.  Glenn,  M.  D.,  Professor  of  Surgery  and  Chief 
of  the  Cardiovascular  Section,  Yale  University 
School  of  Medicine,  New  Haven,  Connecticut 

10:35-10:45  A.  M. 

Alabama’s  Greatest  General  Practitioner — J.  Mar- 
ion Sims,  James  P.  Marr,  M.  D.,  Woman’s  Hos- 
pital, New  York,  New  York 
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10:45-11:00  A.  M. 

Recognition  of  Fifty  Year  Club,  William  Crawford 
Gorgas  Award,  Douglas  L.  Cannon  Medical  Re- 
porter Award,  Recognition  of  Fraternal  Dele- 
gates 

11:00  A.  M. 

Jerome  Cochran  Lecture:  Early  Diagnosis  of  Can- 
cer, W.  M.  Christopher  son,  M.  D.,  Professor  and 
Chairman,  Department  of  Pathology,  University 
of  Louisville  School  of  Medicine,  Louisville, 
Kentucky,  introduced  by  J.  A.  Cunningham, 
M.  D.,  Birmingham 

12:30  P.  M. 

LUNCH — The  Guest  House  Motor  Inn.  (Tickets 
Available  at  the  Registration  Desk,  Guest  House 
and  Parliament  House.) 

Surgical  Section 

Friday,  April  23,  1965 

Parliament  House 
F.  C.  Wilson,  Sr.,  M.  D.,  Presiding 

2:00-2:20  P.  M. 

Mammography  in  the  Study  of  Breast  Diseases, 
David  M.  Witten,  M.  D.,  Consultant,  Section  of 
Diagnostic  Roentgenology,  Mayo  Clinic;  Instruc- 
tor in  Radiology,  Mayo  Graduate  School  of 
Medicine,  Rochester,  Minnesota 

2:20-2:40  P.  M. 

Lobular  Carcinoma  “in  situ”  of  the  Breast,  William 
H.  Hartmann,  M.  D.,  Surgical  Pathologist,  Johns 
Hopkins  Hospital;  Assistant  Professor  of  Path- 
ology, Johns  Hopkins  School  of  Medicine,  Balti- 
more, Maryland 

2:40-3:00  P.  M. 

The  Pernicious  Pigmented  Mole,  William  J.  Pitts, 
M.  D.,  Clinical  Instructor  of  Surgery,  Medical 
College  of  Alabama,  Birmingham 

3:00-3:20  P.  M. 

Metastases  from  Primary  Cerebral  Tumors,  A.  Earl 
Walker,  M.  D.,  Chairman,  Department  Neuro- 
surgery, Johns  Hopkins  Hospital,  Baltimore, 
Maryland 

3:20  P.  M. 

BREAK— View  Exhibits 

3:30-5:00  P.  M. 

PANEL 

Parliament  House 

New  Concepts  in  Diagnosis  and  Treatment  of  Ma- 
lignancies— Moderator:  Champ  Lyons,  M.  D., 

Professor  and  Chairman,  Department  of  Sur- 
gery, Medical  College  of  Alabama,  Birmingham 
Panelists:  William  M.  Christopherson,  M.  D., 

Robert  Roth,  M.  D.,  Charles  M.  Huguley,  Jr., 
M.  D.,  William  H.  Hartmann,  M.  D.,  David  M. 
Witten,  M.  D.,  William  J.  Pitts,  M.  D.,  A.  Earl 
Walker,  M.  D.,  David  L.  Barclay,  M.  D. 


Medical  Section 
Friday,  April  23,  1965 

Liberty  National  Building  Auditorium 

W.  B.  Frommeyer,  Jr.,  M.  D.,  Presiding 
2:00-2:30  P.  M. 

Some  Fundamentals  of  Chest  Roentgenology  in 
Regard  to  Malignancies,  Benjamin  M.  Felson, 
M.  D.,  Professor  and  Director  of  Radiology,  Uni- 
versity of  Cincinnati;  Director,  Departments  of 
Radiology,  Cincinnati  General  Hospital,  Holmes, 
Drake,  Children’s  and  Dunham  Hospitals 

2:30-3:00  P.  M. 

Newer  Concepts  of  Chemotherapy  in  Leukemia, 
Charles  M.  Huguley,  Jr.,  M.  D..  Associate  Pro- 
fessor of  Medicine,  Emory  University  School  of 
Medicine,  Atlanta,  Georgia 

ADJOURN  to  Parliament  House  for  joint  panel 
on  “New  Concepts  in  Diagnosis  and  Treatment 
of  Malignancies” 

Obstetrical  and  Gynecological  Section 
Friday,  April  23,  1965 

The  Guest  House  Motor  Inn 
S.  Buford  Word,  M.  D.,  Presiding 

12:30  P.  M. 

LUNCH — The  Guest  House  Motor  Inn.  (Tickets 
Available  at  the  Registration  Desk,  Guest  House 
and  Parliament  House.) 

Luncheon  Program:  Obstetrical  Emergencies,  Da- 
vid L.  Barclay,  M.  D.,  Tulane  University,  New 
Orleans,  Louisiana. 

2:00  P.  M. 

Resuscitation  of  the  Newborn,  *Otto  Charles  Phil- 
lips, M.  D.,  University  of  Pittsburgh,  Pittsburgh, 
Pennsylvania;  McGee  Hospital  for  Women,  Pitts- 
burgh, Pennsylvania 

2:30  P.  M. 

Obstetrics  and  Mental  Retardation,  John  D. 
Thompson,  M.  D.,  Professor  and  Chairman,  De- 
partment of  Gynecology  and  Obstetrics,  Emory 
University  School  of  Medicine,  Atlanta,  Georgia 

3:00  P.  M. 

QUESTIONS  AND  ANSWERS 

3:15  P.  M. 

ADJOURNMENT  to  Parliament  House  for  panel 
on  “Malignancies.” 

•Dr.  Otto  Charles  Phillips  is  appearing  thrcrugh  a grant 
from  Merck,  Sharp  & Dohme  Division  of  Postgraduate 
Education  and  is  sponsored  by  the  Committee  on  Maternal 
and  Child  Health,  Medical  Association  of  the  State  of  Ala- 
bama. 
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Saturday,  April  24,  1965 

Parliament  House 

Business  Meeting  of  the  Association  sitting  as  the 
Board  of  Health  of  the  State  of  Alabama 

(1)  Report  of  the  Board  of  Censors 

(2)  Revision  of  the  Rolls 

(a)  County  Societies 

(b)  Counsellors 

(c)  Correspondents 

(3)  Election  and  Installation  of  Officers 

(4)  Presentation  of  Past  President’s  Plaque 
ADJOURNMENT 

Other  Events 

Wednesday,  April  21,  1SG5 
Exhibitors  Party 

Cocktail  Party  for  Exhibitors — Sussex  Room — 
Parliament  House  Motor  Hotel,  4:00  to  5:00  P.  M. 
Physicians  are  invited. 

Alabama  Orthopaedic  Society 

Luncheon,  Parliament  House,  1:00  P.  M.,  Meeting 
—2:00  P.  M.-5:00  P.  M.,  Cocktails,  6:30  P.  M„ 
Windsor  Room,  Dinner,  7:00  P.  M.,  Cambridge 
Room. 

Alabama  Academy  of  Ophthalmology  and 
Otolaryngology 

The  Alabama  Academy  of  Ophthalmology  and 
Otolaryngology  will  have  a dinner  meeting  at  7:00 
P.  M.  in  the  Sussex  Room  of  the  Parliament  House. 


University  of  Alabama  Alumni 

Cocktails — 6:00  P.  M.,  Dinner — 7:00  P.  M.,  Ter- 
race Ballroom,  Tutwiler  Hotel.  REUNIONS  FOR 
CLASSES  OF  1935,  1945,  and  1955. 

Thursday,  April  22,  1965 

Luncheon — The  Guest  House  Motor  Inn,  12:30 
P.  M.  All  physicians  are  invited.  Luncheon  Pro- 
gram: “James  Marion  Sims  Accepted  the  Chal- 
lenge,” James  P.  Marr,  M.  D.,  Woman’s  Hospital, 
New  York,  New  York.  (Tickets  available  at  regis- 
tration desk.) 

Alabama  Academy  of  Neurology,  Psychiatry, 
and  Neurosurgery 

The  Alabama  Academy  of  Neurology,  Psychiatry, 
and  Neurosurgery  will  convene  in  the  Windsor 
Room  of  the  Parliament  House  at  6:00  P.  M.  for 


cocktails.  Dinner  will  be  served  at  7:00  P.  M. 
The  meeting  at  8:00  P.  M.  will  feature  A.  Earl 
Walker,  M.  D.,  Chairman,  Department  of  Neuro- 
surgery, Johns  Hopkins  Hospital,  Baltimore,  Mary- 
land. Dr.  Walker’s  subject  will  be  “Post-traumatic 
Epilepsy.” 


Barbecue 

A Barbecue  will  be  held  at  the  Norwood  Clinic 
beginning  at  6:00  P.  M. 


Friday,  April  23,  1965 
Past  Presidents  and  Fifty  Year  Club 

A breakfast  honoring  the  Past  Presidents  and 
members  of  the  Fifty  Year  Club  will  be  given  by 
the  Medical  Association  in  the  Windsor  Room  of 
the  Parliament  House  at  7:30  A.  M. 

Alabama  Chapter  International  College  of 
Surgeons 

The  Alabama  Chapter  of  the  International  Col- 
lege of  Surgeons  will  have  a breakfast  business 
meeting  at  7:30  A.  M.  in  the  Normandy  Room  B 
of  the  Guest  House  Motor  Inn. 


Alabama  Radiological  Society 

The  Alabama  Radiological  Society  will  meet  for 
lunch  at  12:30  P.  M.  at  the  Relay  House. 


Luncheon 

The  Guest  House  Motor  Inn,  12:30  P.  M.  All 
physicians  are  invited.  Luncheon  Program:  “Ob- 
stetrical Emergencies,”  David  L.  Barclay,  M.  D., 
Tulane  University,  New  Orleans,  Louisiana. 


Alabama  Society  of  Anesthesiologists 

The  Alabama  Society  of  Anesthesiologists  will 
entertain  at  a dinner  at  “The  Club,”  6:00  P.  M. 
Speaker  will  be  Leroy  D.  Vandam,  M.  D.,  Chief 
Anesthesiologist,  Peter  Bent  Brigham  Hospital, 
Boston,  Massachusetts. 


Vanderbilt  University  Alumni 

The  Vanderbilt  University  Alumni  will  entertain 
at  a Cocktail  Party  at  5:30  P.  M.  in  the  Windsor 
Room  of  the  Parliament  House  Motor  Hotel. 


Scroll  and  Key  Club 

The  Scroll  and  Key  Club  will  entertain  at  the 
Vestavia  Country  Club  with  Cocktails  at  6:00  P.  M., 
Dinner  at  7:00  P.  M.  and  a Dance  at  9:00  P.  M. 
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PROGRAM 
Of  The 

W'OMAN’S  AUXILIARY 

To  The 

MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 

SHERATON  MOTOR  HOTEL 


APRIL  22, 


OFFICERS 


President 

Mrs.  L.  H.  Clemmons - Cullman 

President-Elect 

Mrs.  J.  F.  Crenshaw - Birmingham 

Vice-Presidents 

Southwest — Mrs.  Wm.  P.  Baston. Mobile 

Southeast — Mrs.  E.  F.  Campbell Montgomery 

Northwest — Mrs.  J.  P.  Brooke Bessemer 

Northeast — Mrs.  Eugene  Bradley Centre 

Recording  Secretary 

Mrs.  R.  K.  Wilson . Aliceville 

Corresponding  Secretary 

Mrs.  John  T.  Morris Cullman 

Treasurer 

Mrs.  T.  K.  Lewis . Decatur 

Finance  Officer 

Mrs.  H.  Price  Edwards.  . Birmingham 

Historian 

Mrs.  Jack  Yeager  ..  Mobile 

Parliamentarian 

Mrs.  William  G.  Thuss,  Sr..._ . Birmingham 

Directors 

Mrs.  W.  R.  Sutton Blountsville 

Mrs.  John  M.  Kimmey Elba 

Mrs.  E.  V.  Caldwell.... Huntsville 

Advisory  Council 

Dr.  L.  H.  Clemmons,  Chairman Cullman 

Dr.  W.  G.  Thuss,  Sr ..  Birmingham 

Dr.  G.  W.  Newburn,  Jr.... Prichard 

Dr.  John  M.  Kimmey Elba 

Dr.  Ira  Patton — - — Oneonta 


23,  1965 


COMMITTEES 

A.  Sponsored  by  the  Woman’s  Auxiliary  to  the 
American  Medical  Association: 

AMA-ERF — Mrs.  William  Anderson,  Tusca- 
loosa 

Bulletin — Mrs.  S.  B.  Chenault,  Decatur 
Civil  Defense — Mrs.  Philip  S.  Bazar,  Mont- 
gomery 

Community  Service — Mrs.  John  Boggess,  Gun- 
tersville 

Health  Careers — Mrs.  Earl  Wert,  Mobile 
International  Health  Activities — Mrs.  J.  C. 
Guin,  Jr.,  Tuscaloosa 

Legislation — Mrs.  James  K.  V.  Willson,  Mobile 
Members-at-Large — Mrs.  Reuben  R.  Harris, 
Birmingham 

Membership — Mrs.  James  F.  Crenshaw,  Bir- 
mingham 

Mental  Health — Mrs.  R.  A.  Dillard,  Birming- 
ham 

Program — Mrs.  E.  J.  Phillips,  Decatur 
Rural  Health — Mrs.  C.  L.  Salter,  Talladega 
Safety — Mrs.  Harry  C.  Shirkey,  Birmingham 
WA-SAMA — Mrs.  Felix  Henley,  Birmingham 

B.  Sponsored  by  Woman’s  Auxiliary  to  the  South- 
ern Medical  Association: 

Southern  Projects — Mrs.  Gilder  Wideman, 
Birmingham 

C.  Sponsored  by  the  Woman’s  Auxiliary,  Medical 
Association  of  the  State  of  Alabama: 

Archives  and  Exhibits — Mrs.  J.  R.  Horn,  Bes- 
semer 

Essay  Contest — Mrs.  William  Rosser,  Birming- 
ham 

Memorial — Mrs.  William  Noble,  Fort  Payne 
Nominating — Mrs.  W.  R.  Sutton,  Blountsville 
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Press  and  Publicity — Mrs.  W.  A.  Cunningham, 
Birmingham;  Co-Chairman — Mrs.  W.  L. 
Smith,  Montgomery 
Revisions — Mrs.  John  M.  Kimmey,  Elba 
Report  Forms — Mrs.  W.  R.  Sutton,  Blounts- 
ville 

WAMASA  NEWS— Editor— Mrs.  Forrest  Lit- 
tle, Jr.,  Montgomery 

Assistant  Editor — Mrs.  Harry  Till,  Montgom- 
ery 

Typist — Mrs.  W.  L.  Smith,  Montgomery 
Circulation  Manager — Mrs.  John  M.  Pickering, 
Montgomery 

Yearbook — Mrs.  J.  C.  Chambliss,  Cullman 

D.  Officers  and  Committee  Chairmen  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion: 

Director — Mrs.  John  M.  Chenault,  Decatur 
Southeast  District  Mental  Health  Chairman — 
Mrs.  W.  R.  Sutton,  Blountsville 

E.  Officers  Wo?nan’s  Auxiliary  to  the  Southern 
Medical  Association: 

President-Elect — Mrs.  William  G.  Thuss,  Sr., 
Birmingham 

F.  Jefferson  County  Committees  for  Convention: 
General  Chairman — Mrs.  Gilder  L.  Wideman 
Co-Chairman — Mrs.  Joseph  Campbell 
Mailing — Mrs.  L.  Clark  Gravlee 

Pages — Mrs.  M.  H.  Powell 
Exhibits — Mrs.  J.  R.  Horn 
Protocol — Mrs.  William  G.  Thuss,  Sr. 
Publicity — Mrs.  William  A.  Cunningham 
Flowers — Mrs.  Wilmot  S.  Littlejohn 
Credentials — Mrs.  Bluitt  Landers 
Hospitality — Mrs.  Kellie  Joseph 
Registration — Mrs.  George  Zenger,  Mrs.  Lamar 
Osment 

Finance — Mrs.  John  Kent 
Transportation — Mrs.  O.  Thomas  Bolding 
Decorations — Mrs.  Samuel  K.  Cohn 


PROGRAM 

Wednesday,  April  21,  1965 

2:00-5:00  P.  M.— Pre-Convention  Registration, 
Sheraton  Motor  Hotel  Lobby  and  Parliament 
House  Lobby — Registration  Fee  $2.00 

3:00  P.  M. — Pre-Convention  Board  Meeting, 
Sheraton  Motor  Hotel,  Hunt  Room 
Reports  of  Chairmen 
Transfer  of  Material  to  new  Chairmen 

Thursday,  April  22,  1965 

8:00  A.  M.-3:00  P.  M. — Registration,  Lobby  of  the 
Sheraton  Motor  Hotel  and  Lobby  of  the  Parlia- 
ment House — Registration  Fee  $2.00 

8:00  A.  M. — Dutch  Breakfast,  Top  of  21,  Sheraton 
Motor  Hotel 

“A  Showing  of  Original  Hats”  by  Mrs.  Theron 
Vick,  Designer 

Hostesses:  Jefferson-Bessemer  Auxiliary 


9:  00  A.  M. — First  General  Session,  Cloud  21,  Shera- 
ton Motor  Hotel 

Call  to  Order — Mrs.  L.  H.  Clemmons 
Invocation — Rev.  Don  Hubbard,  First  Presby- 
terian Church,  Cullman,  Alabama 
Pledge  to  the  Flag 

Auxiliary  Pledge — Mrs.  John  T.  Morris,  Cull- 
man 

“I  pledge  my  loyalty  and  devotion  to  the  Wom- 
an’s Auxiliary  to  the  American  Medical  As- 
sociation. I will  support  its  activities,  protect 
its  reputation,  and  ever  sustain  its  high  ideals.” 
Greetings — Dr.  E.  B.  Glenn,  President,  The 
Medical  Association  of  the  State  of  Alabama 
Welcome — Mrs.  H.  Price  Edwards,  President, 
Jefferson-Birmingham  Auxiliary 
Introduction  of  Guests — Mrs.  Clemmons 
Convention  Rules  of  Order — Mrs.  Wm.  G.  Thuss, 
Sr.,  Parliamentarian 

Report  of  Reading  Committee — Mrs.  R.  K.  Wil- 
son 

First  Report  of  Credentials  Committee — Mrs. 

Bluitt  Landers 
Annual  Report  of  Officers: 

President — Mrs.  L.  H.  Clemmons 
President-Elect — Mrs.  James  F.  Crenshaw 
Northeast  District — Mrs.  Eugene  Bradley 
Blount — Mrs.  C.  V.  Hendrix 
Calhoun — Mrs.  Warren  G.  Sarrell 
Cherokee — Mrs.  W.  J.  Campbell 
DeKalb — Mrs.  William  Noble 
Etowah — Mrs.  Craig  Cantrell 
Jackson — Mrs.  A.  C.  Collins 
Madison — Mrs.  B.  B.  Jordan 
Marshall — Mrs.  L.  F.  Corley,  Jr. 

Talladega — Mrs.  James  Wright 

Southeast  District — Mrs.  E.  F.  Campbell 
Coffee — Mrs.  John  M.  Kimmey 
Covington — Mrs.  A.  B.  Lee 
Elmore-Tallapoosa — Mrs.  John  Bennett 
Geneva — Mrs.  Robert  L.  Martin,  Jr. 

Houston — Mrs.  Ben  Byrd 
Montgomery — Mrs.  Frank  C.  Miles 
Pike — Mrs.  J.  O.  Colley,  Jr. 

Southwest  District — Mrs.  William  P.  Baston 
Baldwin — Mrs.  Hyman  Abrahamer 
Dallas — Mrs.  George  B.  Nicholson 
Mobile — Mrs.  Robert  L.  Brier 

11:00 — First  Report  of  Nominating  Committee — 
Mrs.  W.  R.  Sutton 

Announcements — Mrs.  Gilder  Wideman 
Memorial  Service — Mrs.  William  Noble 
Recess 

12:00 — Busses  Load,  Entrance,  Sheraton  Motor 
Hotel 

12:00 — A Reception  in  the  Parlour  of  the  Birming- 
ham Country  Club,  given  by  Mrs.  William  E. 
Lawrence  honoring  Mrs.  E.  B.  Glenn 

1:00  P.  M. — Dutch  Luncheon  honoring  Mrs.  Jordan 
Kelling,  President,  Woman’s  Auxiliary  to  the 
Southern  Medical  Association,  and  Past  Presi- 
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dents  of  the  Woman’s  Auxiliary  to  the  Medical 
Association  of  the  State  of  Alabama,  Mrs.  L.  H. 
Clemmons,  presiding 
Invocation — Mrs.  Gordon  Daves 
Introduction  of  Guests — Mrs.  Clemmons 
Greetings  from  Southern  Medical — Mrs.  Jordan 
Kelling,  Waverly,  Missouri 
Address — Dr.  S.  Richardson  Hill,  Dean,  Medical 
College  of  Alabama 

AMA-ERF  Awards — Mrs.  William  Anderson 

6:00  P.  M. — Barbecue,  Norwood  Clinic- 

Favors — Compliments  of  General  Surgical  Sup- 
ply Co.,  Birmingham  and  Durr  Surgical  Sup- 
ply Co.,  Birmingham,  Montgomery  and  Hunts- 
ville 

Door  Prizes 

Busses  Load  for  return  to  Sheraton 

Friday,  April  23,  1965 

8:00  A.  M.-12;00  Noon — ^Registration,  Lobby 
Sheraton  Motor  Hotel  and  Lobby,  Parliament 
House — Registration  Fee  $2.00 

9:00  A.  M. — Second  General  Session,  Cloud  21, 
Sheraton  Motor  Hotel 
Call  to  Order — Mrs.  L.  H.  Clemmons 
Invocation — Mrs.  John  Chenault 
Introduction  of  Guests — Mrs.  Clemmons 
Annual  Report  of  Officers,  continued: 

Northwest  District — Mrs.  J.  P.  Brooke 
Colbert — Mrs.  John  F.  Hensleigh 
Cullman — Mrs.  C.  M.  Gross 
Jefferson-Bessemer — Mrs.  J.  S.  Callahan 
Jefferson-Birmingham — Mrs.  H.  Price  Ed- 
wards 

Lauderdale — Mrs.  R.  A.  Brannon 
Lamar — Mrs.  Earl  Glenn 
Limestone — Mrs.  John  Waddell 
Marion — Mrs.  George  Ricketts 
Morgan — Mrs.  Charles  Peter  Beddow 
Pickens — Mrs.  Emerson  W.  Blakney 
Tuscaloosa — Mrs.  Julian  Keller 
Walker — Mrs.  Robert  O.  Yuckman 
Second  Report  of  Credentials  Committee — Mrs. 
Bluitt  Landers 

9:50  A.  M. — New  Business 

Recommendations  from  Executive  Board — Mrs. 
Clemmons 

Revisions — Mrs.  John  M.  Kimmey 
Presentation  of  Budget — Mrs.  H.  Price  Edwards 
Election  of  1965-66 — Nominating  Committee 
Election  of  Delegates  to  National  Convention 
Report  of  Nominating  Committee — Mrs.  W.  R. 
Sutton 

Election  of  Officers 

Installation  of  Officers — Mrs.  William  H.  Evans, 
President,  Woman’s  Auxiliary  to  the  American 
Medical  Association,  Youngstown,  Ohio 
Presentation  of  President’s  Pin — Mrs.  Clemmons 
Address  by  National  Representative — Mrs.  Wil- 
liam H.  Evans 


Presentation  of  Gavel — Mrs.  Clemmons 
Inaugural  Address — Mrs.  James  F.  Crenshaw 
Introduction  of  Committee  Chairmen  for  1965-66 
and  time  and  place  of  Post  Convention  Board 
Meeting — Mrs.  Crenshaw 
Announcements — Mrs.  Gilder  Wideman 
Recess 

12:30 — Busses  Load,  Entrance,  Sheraton  Motor 
Hotel 

1:00  P.  M. — Luncheon  honoring  Mrs.  William  H. 
Evans,  Vestavia  Country  Club,  Mrs.  H.  Price 
Edwards,  presiding 

Invocation — Mrs.  William  G.  Thuss,  Sr. 
Introduction  of  Guests 

Address — Dr.  Aubrey  S.  Miree,  Child  Psychi- 
atrist 

Archives  and  Exhibits  Awards — Mrs.  J.  R.  Horn 
“Fashions — Old  and  New.”  Commentator — Mrs. 
William  A.  Cunningham 

Models — Members  of  Jefferson-Bessemer  and 
Jefferson-Birmingham  Auxiliaries 
Door  Prizes 

Announcements — Mrs.  Crenshaw 
Adjournment — Mrs.  Clemmons 
The  Scroll  and  Key  Club  will  entertain  at  the 
Vestavia  Country  Club 
6:00  P.  M. — Cocktails 
7:00  P.  M. — Dinner 
9:00  P.  M. — Dance 

CONVENTION  RULES  OF  ORDER 

1.  All  persons  appearing  on  the  program  shall  be 
seated  in  a reserved  section  at  the  front  of  the 
room. 

2.  Members  of  the  voting  body  shall  wear  badges 
at  all  sessions  of  the  convention. 

3.  When  addressing  the  chair,  the  member  shall 
rise,  give  her  name  and  name  of  her  county 
auxiliary. 

4.  Unless  notified  to  the  contrary,  each  speaker 
shall  be  limited  to  two  minutes  and  shall  not 
speak  more  than  twice  on  any  question. 

5.  A timekeeper  will  notify  each  speaker  when 
two  minutes  are  up. 

6.  All  motions  shall  be  written,  signed  and  pre- 
sented to  the  Recording  Secretary. 

7.  Reports  shall  be  read  only  by  person  making 
the  report  or  her  appointed  delegate. 

8.  Visitors  are  welcome  to  all  sessions  of  the  con- 
vention but  are  requested  to  register  and  to  sit 
apart  from  the  voting  body. 

HOSPITALITY  AND  EXHIBIT  ROOM, 

SECOND  FLOOR,  SHERATON  MOTOR  HOTEL 

Hours 

Thursday,  9: 00  A.  M.-4:  00  P.  M.  (Closed  for  lunch) 

Friday,  9:00  A.  M.-4:00  P.  M.  (Closed  for  lunch) 
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AMA  Testimony  On  Eldercare  Presented  To  Congressmen 


The  American  Medical  Association  has 
urged  that  Congress  approve  the  Herlong- 
Curtis  Eldercare  bill  (H.  R.  3727)  as  the  best 
answer  to  the  problem  of  providing  medical 
care  to  people  over  65  who  need  help  in  pay- 
ing hospital  and  doctor  bills. 

In  testimony  presented  at  a closed  hear- 
ing of  the  House  Ways  and  Means  Commit- 
tee, representatives  of  the  AMA  also  reaf- 
firmed the  Association’s  opposition  to  the 
King-Anderson  bill,  known  as  Medicare. 

The  Herlong-Curtis  Eldercare  bill,  incor- 
porating recommendations  of  the  AMA,  was 
introduced  by  Rep.  A.  Sydney  Herlong,  Jr., 
(D.-Fla.)  and  Rep.  Thomas  B.  Curtis  (R.- 
Mo.). 

The  AMA  was  represented  before  the 
House  Committee  by  Donovan  F.  Ward,  M.  D., 
Dubuque,  Iowa,  the  Association’s  president; 
F.  J.  L.  Blasingame,  M.  D.,  AMA  executive 
vice  president,  and  Frank  Coleman,  M.  D., 
Des  Moines,  Iowa,  past  chairman  of  the  AMA 
Council  on  Legislative  Activities. 

The  bi-partisan  Herlong-Curtis  bill,  en- 
titled the  Eldercare  Act  of  1965,  would  amend 
the  Kerr-Mills  law  to  authorize  broad  health 
insurance  coverage  for  elderly  persons.  It 
would  authorize  federal  grants  to  the  states 
on  a matching  basis  to  help  persons  65  years 
of  age  and  older  pay  costs  of  the  health  in- 
surance if  they  could  not  afford  it  otherwise. 
The  bill  would  provide  for  utilization  of  Blue 
Shield  and  Blue  Cross  plans  and  private 
health  insurance  companies. 

The  cost  of  such  coverage  would  be  borne 
entirely  by  government  for  those  elderly  in- 
dividuals whose  income  falls  below  limits  set 
by  each  state.  For  individuals  with  incomes 
between  the  minimum  and  a maximum,  gov- 
ernment would  pay  a part  of  the  cost  on  a 
sliding  scale  according  to  income.  Individuals 
with  income  above  the  maximum  would  pay 
the  entire  cost,  but  they  would  have  the  bene- 
fits of  an  income  tax  deduction  for  such  pay- 
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ments,  as  well  as  statewide  bargaining  for 
non-cancellable  health  care  policies. 

Persons  under  65  years  of  age  also  would 
be  given  an  income  tax  deduction  for  the 
amount  of  premiums  paid  on  non-cancellable 
health  insurance  policies  to  become  effective 
upon  retirement. 

States  could  administer  the  program  under 
state  health  departments  if  they  so  chose. 
The  Kerr-Mills  program  now  is  administered 
by  state  welfare  departments. 

Both  Herlong  and  Curtis  are  members  of 
the  Ways  and  Means  Committee  which  made 
health-care-for-the-elderly  legislation  its  first 
business  of  this  session. 

In  a joint  statement  when  they  introduced 
the  bill,  Herlong  and  Curtis  said; 

“Our  legislation  is  designed  to  provide 
elderly  persons  all  the  medical  services  they 
require,  in  contrast  to  the  limited  benefits  in 
the  King-Anderson  social  security  tax  bill. 
Under  our  bill,  workers  would  not  be  taxed 
to  pay  for  hospitalization  of  those  who  are 
financially  able  to  pay  for  it  themselves. 

“This  legislation  would  not  endanger  the 
solvency  of  the  social  security  fund  or  permit 
control  of  local  hospitals  by  a federal  bureau- 
cracy, as  the  King-Anderson  proposal  could. 

“This  bill  goes  to  the  real  problem:  help- 
ing those  who  need  help  in  financing  their 
health  care.  That  problem  would  still  remain 
after  these  individuals  had  used  up  the  lim- 
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ited  benefits  of  the  King-Anderson  bill.  Why 
levy  a new  tax  and  set  up  another  federal 
bureaucracy  when  it  will  not  do  the  full  job?" 

Identical  bills  were  introduced  by  a num- 
ber of  senators  and  other  members  of  the 
House,  including  Rep.  Durward  G.  Hall  (R.- 
Mo.),  who  also  is  a member  of  the  AM  A 
House  of  Delegates. 

The  AMA  representatives  pointed  out  that 
the  Eldercare  bill  was  designed  to  provide  the 
elderly  who  need  financial  assistance  with  a 
wide  range  of  hospital  and  medical  benefits — 
far  more  than  the  limited  benefits  Medicare 
would  provide. 

Under  the  Herlong-Curtis  Eldercare  bill, 
the  amount  of  financial  assistance  given  to 
the  elderly  would  be  determined  by  the 
amount  of  help  required,  the  AMA  noted. 

The  Eldercare  plan  would  expand  and  en- 
large on  the  existing  Kerr-Mills  law,  preserv- 
ing state  control  over  administration  and  re- 
quiring no  new  payroll  taxes  on  wage  earn- 
ers, the  AMA  said. 

They  pointed  out  that  Medicare  benefits 
would  be  restricted  to  limited  hospitalization, 
some  nursing  home  care  in  some  nursing 
homes,  some  hospital-connected  diagnostic 
services,  and  home  nursing  care. 

Dr.  Ward  told  the  Ways  and  Means  Com- 
mittee that  the  AMA  opposes  the  King-An- 
derson medicare  bill  (H.  R.  1)  because  it 
“would  be  unpredictably  expensive.” 

“It  is  unnecessary,”  he  said.  “It  would  rep- 
resent a dangerous  venture  by  the  federal 
government  in  the  field  of  health  care. 

“Enactment  of  this  program  would  impose 
an  unfair  burden  on  the  nation’s  wage-earn- 
ers and  their  employers  to  finance  health  care 
benefits  for  millions  of  older  Americans  who 
are  self-supporting,  even  wealthy,  and  do  not 
need  government  benefits. 

“Further,  government  regulation  and  con- 
trol which  would  be  established  under  this 
bill  is  not  compatible  with  good  medicine. 
The  availability  of  medical  service  to  the  aged 
could  be  contingent  upon  the  availability  of 
tax  money  and  not  upon  the  medical  needs  of 


older  citizens.  With  quantity  thus  restricted, 
quality  would  inevitably  suffer.  . . . 

“We  are  opposed  to  government  under- 
cutting and  disrupting  the  continuing  prog- 
ress of  private  health  insurance  and  prepay- 
ment plans,  on  which  145,000,000  Americans 
of  all  ages  today  depend  for  protection  from 
their  illness  costs. 

“We  are  opposed  to  offering  false  promises 
to  the  unfortunate  who  do  need  help.  This 
bill  would  provide  only  a fraction  of  the  care 
necessary  in  any  serious  illness,  a fact  which 
many  of  our  aged  do  not  realize.  . . . 

“From  the  beginning,  our  involvement  in 
this  issue  has  been  deep  and  unavoidable. 
We  physicians  care  for  the  elderly  and  know 
their  health  needs  better  than  anyone  else.  . . . 

“We  have  pursued  for  years  the  goal  of 
finding  a means  for  filling  the  broad  medical 
needs  of  older  citizens,  who  need  help  in  fi- 
nancing their  health  care,  while  preserving 
for  all  Americans  the  high  standards  and 
high  quality  of  our  present  health  care  sys- 
tem. 

“Out  of  these  efforts  of  the  nation’s  phy- 
sicians— during  which  they  examined  and 
rejected  scores  of  tentative  proposals — has 
come  a series  of  recommendations  which  has 
found  expression  in  H.  R.  3727. 

“I  say  categorically  that  this  bill  could  pro- 
vide more  benefits  for  persons  over  65  who 
need  health  care  and  cannot  pay  for  it,  and  at 
less  cost  to  taxpayers,  than  any  other  meas- 
ure pending  before  Congress.  . . . 

“Utilizing  Blue  Cross  and  Blue  Shield  and 
health  insurance  companies  as  intermediaries, 
state  governments  would  be  authorized  to  of- 
fer the  aged  a broad  spectrum  of  benefits,  in- 
cluding physicians’  care,  surgical  and  drug 
costs,  hospital  and  nursing  home  charges, 
diagnostic  services,  and  X-ray  and  laboratory 
fees.  These  are  the  components  which  go  to 
make  up  an  individual’s  total  bill  for  illness. 

“H.  R.  1 would  cover  only  a small  portion 
of  these  services.  ...  It  would  not  cover 
doctors’  services  or  surgical  charges.  It 
would  not  cover  drugs  outside  the  hospital  or 
nursing  home.  It  would  offer  only  a partial 
answer  to  any  serious  illness.” 
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Donovan  Ward  Featured 


Speaker  At  Meeting 


The  president  of  the  American  Medical 
Association,  Dr.  Donovan  F.  Ward  of  Du- 
buque, Iowa,  will  be  featured  speaker  at  the 
March  29  meeting  of  the  Jefferson  County 
Medical  Society. 

Dr.  Ward  holds  fellowships  in  the  American 
College  of  Surgeons  and  the  International 
College  of  Surgeons.  He  is  a member  of  the 
Professional  Education  Committee  of  the 
Iowa  Division  of  the  American  Cancer  So- 
ciety and,  in  1949,  co-authored  the  Iowa 
Cancer  Manual. 

The  AMA  president  has  practiced  surgery 
in  his  native  city  of  Dubuque  since  1931  with 
I the  exception  of  four  wartime  years  when 
he  was  a Navy  surgeon.  He  was  discharged 
from  the  Navy  with  the  rank  of  commander. 


Army,  past  president  of  the  Dubuque  Shrine 
Club  and  a member  of  the  Iowa  “I”  Club. 

He  also  is  a co-organizer  and  member  of 
the  board  of  directors  of  the  Lite  Investors 
of  Iowa  and  a board  member  for  the  Investors 
Life  Company  of  Iowa. 


Obstetricians,  Gynecologists 
Honor  Four  State  Doctors 

The  American  College  of  Obstetricians  and 
Gynecologists  has  elected  four  Alabama  phy- 
sicians to  its  roll  of  fellows. 

Honored  were  Dr.  William  H.  Brakefield 
of  Birmingham,  Dr.  Robert  J.  Henderson  of 
Selma,  Dr.  Kathleen  Wickman  of  Montgom- 
ery and  Dr.  Gilder  L.  Wideman  of  Birming- 
ham. 


This  outstanding  Iowa  surgeon  received 
his  M.  D.  degree  from  the  University  of  Iowa 
College  of  Medicine  in  1930  and  interned  at 
St.  Mary’s  Hospital  in  Detroit.  He  is  chief 
of  the  surgical  section  of  Dubuque’s  Finley 
Hospital,  senior  surgeon  at  Mercy  Hospital 
and  consulting  surgeon  for  Xavier  Hospital. 

He  has  served  the  AMA  as  president,  presi- 
dent-elect, vice  president  and  as  a delegate 
from  Iowa  since  1946. 

Dr.  Ward  has  long  been  active  in  civic  af- 
fairs in  Dubuque  and  is  past  president  of  the 
Dubuque  Lions  Club,  past  exalted  ruler  and 
trustee  of  the  Dubuque  Elks  Lodge,  past  com- 
mander of  the  Dubuque  VFW,  past  president 
of  the  Iowa  Navy  League,  and  Advisory 
Board  member  for  the  YMCA  and  Salvation 


Dr.  William  E.  Lawrence,  newly  elected  presi- 
dent of  the  Jefferson  County  Medical  Society,  is 
shown  above,  left,  presenting  the  past-president's 
plaque — and  the  society's  gratitude — to  retiring 
president.  Dr.  Benjamin  Carraway. 
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Allen  Named  To  Post 
At  University  Hospitals 

Richard  G.  Allen  has  been  appointed  as 
Assistant  Administrator  and  Director  of  Con- 
tinuing Education  and  Community  Services, 
University  of  Alabama  Hospitals  and  Clinics 
in  Birmingham,  Matthew  F.  McNulty,  Jr., 
General  Director,  announced. 

Allen  comes  to  Birmingham  from  Gunter 
Air  Force  Base,  Montgomery,  where  he  was 
Director,  Education  and  Training,  Medical 
Service  School,  United  States  Air  Force.  His 
contribution  to  the  United  States  Air  Force 
Medical  Service  Education  Program  was  re- 
cently recognized  by  his  being  awarded  the 
First  Oak  Leaf  Cluster  to  the  Air  Force 
Commendation  Medal. 

In  connection  with  the  appointment  of  Al- 
len, McNulty  stressed  the  expanding  educa- 
tional activities  of  the  University  of  Alabama 
Hospitals  and  Clinics  in  the  total  Hospital 
Administration,  Health  Science  and  Health 
Service  educational  fields  on  a statewide 
basis. 

Experience  in  responsible  administrative 
positions  in  Air  Evacuation,  small,  30  bed  in- 
firmary-hospitals and  large,  1000  bed  hos- 
pitals has  given  Allen  a wide  range  of  train- 
ing and  experience. 


Bone  Bank  Center 
Established  At  Houston 

The  establishment  of  three  Regional  Tem- 
poral Bone  Banks  Centers  sponsored  by  The 
Deafness  Research  Foundation  to  coordinate 
the  acquisition  and  distribution  of  bequeathed 
inner  ear  structures  for  a nationwide  network 
of  38  Temporal  Bone  Banks  Laboratories  for 
Ear  Research  has  been  announced  by  Mrs. 
Hobart  C.  Ramsey,  founder  and  president. 

The  new  centers  include  a Southern  Re- 
gional Temporal  Bone  Banks  Center  at  Bay- 
lor University,  Houston,  Texas,  directed  by 
Frederick  R.  Guilford,  M.  D.,  Clinical  Pro- 
fessor of  Otology  at  Baylor  University. 


JEFFCO  SOCIETY  HONORS 
LATE  DR.  ALICE  McNEAL 

The  Jefferson  County  Medical  Society 
has  adopted  a resolution  commemorative 
of  the  death  of  one  of  its  former  members. 
Dr.  Alice  McNeal. 

The  resolution  reads: 

“Resolved,  that  in  the  recent  death  of 
Dr.  Alice  McNeal,  this  Society  has  lost  a 
member  of  eminent  professional  and  aca- 
demic attainments,  who  devoted  countless 
time  and  talents  to  the  service  of  her  fel- 
low man  and  to  the  perpetuation  of  her 
skills, 

“Resolved,  that  in  the  community  of 
which  she  has  been  an  active  member  for 
so  many  years,  her  skill  as  a physician, 
her  high  qualities  as  a person  and  her  un- 
selfish and  beneficent  life  won  for  her  the 
gratitude  and  admiration  of  many,  the  con- 
fidence and  respect  of  all  who  knew  her; 
and  whereas  we  have  been  privileged  to 
share  in  the  work  and  life  of  Dr.  Alice  Mc- 
Neal, 

“Resolved,  that  we  respectfully  tender  to 
her  family  and  friends  in  their  desolation 
and  bereavement  our  most  sincere  and 
earnest  sympathy, 

“Resolved,  that  copies  of  this  resolution 
be  sent  to  the  members  of  her  family,  and 
that  a copy  be  spread  upon  the  minutes 
of  the  Jefferson  County  Medical  Society, 
and  that  a copy  be  sent  to  the  editor  of  the 
Journal  of  the  Medical  Association  of  the 
State  for  publication.” 


Trio  Of  State  Doctors  Named 
Diplomates  By  Pathology  Board 

Three  Alabama  doctors — Dr.  Jerry  N.  Clan- 
ton and  Dr.  John  F.  Nickerson  of  Birming- 
ham, and  Dr.  Edgar  C.  Fonde  of  Mobile — 
have  been  certified  as  Diplomates  by  the 
American  Board  of  Pathology. 
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Scenes  At  Diabetic  Conference 


It  wasn't  all  business  last  month  when  doctors  from  throughout  Alabama  gathered  at  Ann  Jordan 
Lodge  near  Alexander  City  for  a symposium  on  diabetes  mellitus  sponsored  by  the  Alabama  Diabetes 
Association.  The  doctors  and  their  families  are  shown  at  left  enjoying  delicious  food  and  hospitality 
which  was  a highlight  of  the  weekend.  But  it  was  back  to  business  eventually  and  the  center  photo 
shows  Dr.  Buris  R.  Boshell  of  Birmingham  (right)  discussing  diabetic  problems  with  Dr.  S.  J.  Selikoff  of 
Montgomery  during  a break  in  the  program.  The  photo  at  right  shows  Dr.  Killough  Patrick  of  Tusca- 
loosa, president  of  the  association,  addressing  some  of  his  colleagues  who  were  in  attendance. 


Diabetes  Association  Holds 
Symposium  On  Mellitus 

Doctors  from  throughout  the  state  attended 
a symposium  on  diabetes  mellitus  sponsored 
by  the  Alabama  Diabetes  Association  at  Ann 
Jordan  Lodge  Feb.  13. 

Following  the  symposium,  the  board  of  di- 
rectors of  the  association  met. 

Included  on  the  program  were  talks  by  Dr. 
A.  L.  Ennis  of  Fairfield,  Dr.  John  M.  Mc- 
Gehee  of  Mobile,  Dr.  Buris  R.  Boshell  of  Bir- 
mingham, Dr.  Leon  S.  Smelo  of  Birmingham, 
Dr.  James  C.  Barrett  of  Mobile  and  Dr.  Rob- 
ert Kreisberg  of  Birmingham. 


A new  medical  clinic  in  Brewton  current- 
ly is  being  constructed  by  Dr.  Herman  C. 
Wood.  The  building,  which  will  be  completed 
in  April  or  May,  will  house  physician  and 
dental  offices.  Parking  for  43  automobiles 
will  be  provided. 

* -.j:  S! 

Dr.  Charles  Donald,  Birmingham,  thoracic 
surgeon,  was  speaker  at  the  January  meeting 
of  the  Walker  County  Medical  Society.  Dr. 
Donald  spoke  on  the  latest  trends  in  chest 
surgery  and  smoking.  The  society’s  Medical 
Auxiliary  also  met  and  heard  a talk  by  Her- 
bert Black  of  the  Radiological  Department, 
Civil  Defense. 


Four  From  Alabama  Attenci 
Meciical  Education  Meeting 

Four  Alabama  doctors  recently  attended 
a meeting  of  the  Council  On  Medical  Educa- 
tion and  Representatives  of  State  Medical 
Societies  held  at  the  Balmoral  Hotel  in  Mi- 
ami Beach. 

Attending  were  Dr.  E.  B.  Glenn  of  Bir- 
mingham, president  of  the  Medical  Associa- 
tion of  the  State  of  Alabama,  Dr.  M.  Vaun 
Adams  of  Mobile,  Dr.  John  M.  Chenault  of 
Decatur  and  Dr.  William  L.  Smith  of  Mont- 
gomery, editor  of  the  Journal  of  the  State 
Medical  Association  of  Alabama. 

The  group  discussed  the  attitude  of  medi- 
cal students  toward  the  economics  of  practice, 
the  possibility  of  another  medical  school  in 
Mobile  and  the  relationship  of  scholarships 
and  their  influence  on  producing  practitioner.s 
for  rural  areas. 


Dr.  Henry  B.  Gwynn  outlined  problems 
faced  by  the  medical  profession  recently  in 
a speech  before  the  Mobile  Optimist  Club. 
Dr.  Gwynn  defended  the  medical  profession’s 
position  on  medicare  and  told  of  the  many 
advances  being  made  in  the  treatment  and 
cure  of  disease. 
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County  Society  Officers 


Bullock  County 

Dr.  S.  A.  Cohn President 

Union  Springs 

Dr.  H.  S.  Banton,  Jr Vice  President 

Union  Springs 

Dr.  G.  E.  Fisher - ...Secretary-Treasurer 

Union  Springs 

Butler  County 

Dr.  E.  V.  Stabler President 

Greenville 

Dr.  T.  E.  Carter Vice  President 

Greenville 

Dr.  J.  H.  Dunklin Secretary-Treasurer 

Greenville 

Chilton  County 

Dr.  Harold  Dumas....  . President 

Clanton 

Dr.  J.  H.  Johnson Vice  President 

Clanton 

Dr.  Kent  Johns Secretary-Treasurer 

Clanton 

Clay  Covntv 

Dr.  C.  P.  Horn . President 

Ashland 

Dr.  W.  V.  Clark Vice  President 

Lineville 

Dr.  George  L.  Beale  . . Secretary-Treasurer 

Ashland 

Cleburne  County 

Dr.  Richard  T.  Lowe  President 

Heflin 

Dr.  Frank  R.  Wood  ..  Vice  President 

Heflin 

Dr.  Richard  T.  Lowe  Secretary-Treasurer 

Heflin 

Conecuh  County 

Dr.  Cecil  E.  Price  President 

Evergreen 

Dr.  Allen  U.  Hollis  Vice  President 

Evergreen 

Dr.  David  E.  Owensby Secretary-Treasurer 

Evergreen 

Covington  County 

Dr.  Morgan  J.  Moore . . President 

Andalusia 

Dr.  C.  N.  Matthews Vice  President 

Florala 

Dr.  C.  D.  McLeod Secretary-Treasurer 

Andalusia 


Dale  County 

Dr.  R.  J.  McLaughlin  President 

Ozark 

Dr.  N.  W.  Holman Vice  President 

Ozark 

Dr.  G.  R.  Smith Secretary-Treasurer 

Ozark 

Dallas  County 

Dr.  Walter  L.  Greene,  Jr President 

Selma 

Dr.  Jasper  Moore  Vice  President 

Selma 

Dr.  J.  Hartsell  Stewart,  Jr Secretary-Treasurer 

Selma 

Elmore  County 

Dr.  W.  A.  Edwards President 

Wetumpka 

Dr.  H.  C.  Nickson,  Jr... Vice  President 

Eclectic 

Dr.  C.  S.  Cotlin,  Jr Secretary-Treasurer 

Wetumpka 

Escambia  County 

Dr.  J.  B.  Thomas,  Jr.. President 

Atmore 

Dr.  R.  H.  Rose..... Vice  President 

Flomaton 

Dr.  E.  F.  Goldsmith Secretary-Treasurer 

Atmore 

Franklin  County 

Dr.  Blondy  S.  Henry . . President 

Russellville 

Dr.  Robert  T.  L.  Long Vice  President 

Russellville 

Dr.  Wayne  P.  Hyatt Secretary-Treasurer 

Russellville 

Greene  County 

Dr.  J.  P.  Smith  ..  President 

Eutaw 

Dr.  J.  J.  Bethany,  Jr Vice  President 

Eutaw 

Dr.  W.  H.  Frederick  Secretary 

Eutaw 

Dr.  Rucker  L.  Staggers Treasurer 

Eutaw 

Lamar  County 


Dr. 

Earl  Glenn 

Vernon 

President 

Dr. 

W.  C.  Box  

„ 

.....Vice  President 

Sulligent 

Dr. 

W.  H.  Wright 

Winfield 

..  Secretary 

Dr. 

W.  F.  Gaba  ... 

Treasurer 

Winfield 
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Pickens  County 

Dr.  Ronald  Henderson — President 

Gordo 

Dr.  Robert  K.  Wilson  . Vice  President 

Aliceville 

Dr.  James  H.  Gentry  Secretary-Treasurer 

Aliceville 

Winston  County 

Dr.  W.  K.  Wilson  . President 

Haleyville 

Dr.  Hobson  Manasco  . ..  Vice  President 

Haleyville 

Dr.  J.  E.  Wood Secretary-Treasurer 

Haleyville 

Dr.  J.  L.  Church,  who  recently  completed 
a one-year  internship  at  Baptist  Memorial 
Hospital  in  Memphis,  has  opened  offices  in 
Huntsville  for  the  general  practice  of  medi- 
cine. Dr.  Church  is  a graduate  of  the  Uni- 
versity of  Tennessee  College  of  Medicine. 

^ '!< 

Also  opening  offices  in  Huntsville  was  Dr. 
Thomas  H.  Arrington  who  will  practice  in- 
ternal medicine.  He  is  a graduate  of  Harvard 
Medical  School  and  interned  at  the  Universi- 
ty of  Mississippi  Medical  Center. 


James  Hamilton  Tours 
University  Hospitals 

Former  Hospital  Administrator  James  A. 
Hamilton,  Director  and  Professor,  Graduate 
Program  in  Hospital  Administration,  Uni- 
versity of  Minnesota,  visited  Birmingham  re- 
cently in  connection  with  the  Hospital  Ad- 
ministration Graduate  educational  activities 
at  the  University  of  Alabama  Hospitals  and 
Clinics. 

Matthew  F.  McNulty,  Jr.,  General  Director, 
University  of  Alabama  Hospitals  and  Clinics 
and  Professor  of  Hospital  Administration, 
serves  as  Preceptor  for  the  Residency  Pro- 
gram in  Graduate  Education  of  the  Universi- 
ty of  Minnesota. 

Franklin  K.  Parker  of  Jackson,  Tenn.,  is 
the  present  Resident  at  the  University  Hos- 
pital from  the  Minnesota  Program. 


Dr.  Ralph  O.  Underwood  of  Russellville 
recently  moved  into  a new  clinic.  Facilities 
include  private  offices,  consultation.  X-ray, 
examination  and  minor  surgical  rooms. 


Dr.  Ira  Myers,  State  Health  Officer,  journeyed  to  Brewton  last  month  to  address  that  city's  Rotary 
Club  and  explain  the  aims  and  activities  of  the  State  Health  Department.  Dr.  Myers  is  shown  above 
with  one  of  the  charts  used  to  dramatize  his  presentation. 
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The  Southwest  District  of  the  Medical  Association  of  Alabama  met  in  Mobile  last  month  with 
some  160  doctors  and  legislators  from  that  area  in  attendance.  The  photo  above  shows  some  of  the 
crowd  while  Dr.  Everett  Strandell  of  Brewton,  vice  president  of  the  organization,  is  pictured  in  the  inset. 


Hospital  Association  To  Push  Legislative  Program 


The  Board  of  Trustees  of  the  Alabama 
Hospital  Association  has  approved  a legis- 
lative program  which  the  association  will 
endeavor  to  have  enacted  by  the  Alabama 
Legislature  when  it  convenes  in  its  regular 
session  in  May. 

The  Hospital  Association  will  ask  the  law- 
makers for: 

1.  Exemption  of  non-profit  hospitals  from 
the  state  sales  and  use  tax. 

2.  Enactment  of  a photocopy  law  to  per- 
mit the  reproduction  of  hospital  records  and 
their  certification  to  a court  as  true  copies, 
thereby  making  it  unnecessary  for  a ho.spital 
official  or  employe  to  appear  in  court  and 
make  the  certification  in  person. 

3.  Enactment  of  legislation  to  enable  gov- 
ernmental (tax-supported)  hospitals  to  grant 
scholarships  and/or  grants-in-aid  to  students 
in  health  career  studies. 

4.  More  realistic  appropriations  for  the 
State  Health  Department. 

5.  An  appropriation  of  $500,000  for  each  of 


the  next  two  fiscal  years  for  the  Health  De- 
partment’s Hospital  Service  for  the  Indigent 
Program  (HSI). 

6.  Enactment  of  a law  that  would  permit 
patients  confined  to  tuberculosis  hospitals  in 
their  home  counties  to  cast  an  absentee  bal- 
lot in  Alabama  elections.  Under  the  present 
law,  a patient  must  be  outside  his  home 
county  to  be  able  to  vote  an  absentee  ballot. 

7.  To  amend  the  State  Nurse  Practice  Act 
to  permit  the  establishment  of  a two-year 
associate  degree  registered  nurse  training 
program  in  the  state. 


Matthew  F.  McNulty,  Jr.,  general  director, 
University  of  Alabama  Hospitals  and  Clinics, 
has  been  awarded  the  Second  Honorary  Mem- 
bership by  the  Hospital  Management  Systems 
Society.  The  award  is  “bestowed  upon  per- 
sons of  national  stature  who  have  made  out- 
standing contributions  to  the  advancement  of 
hospital  management  systems  by  scientific 
means.” 
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POSTGRADUATE  COURSE  ON 
CARDIOLOGY 

March  15-19,  Auditorium,  Grady  Memorial 
Hospital,  Atlanta,  Ga.,  sponsored  by  The 
American  College  of  Physicians  and  arranged 
by  Emory  University,  registration  requests 
and  application  blanks  to  Edward  C.  Rosenow, 
Jr.,  M.  D.,  executive  director,  American  Col- 
lege of  Physicians,  4200  Pine  Street,  Philadel- 
phia, Pa.,  19104.  Course  divided  into  10  units 
of  four  hours  each,  as  follows:  Three  units  to 
modern  physical  diagnosis  of  the  cardiovascu- 
lar system,  one  unit  to  modern  management 
of  cardiac  arrhythmias,  two  units  to  coronary 
disease,  one  unit  to  hypertension,  one  unit  to 
rheumatic  heart  disease,  one  unit  to  congeni- 
tal heart  disease,  and  one  unit  to  a miscellane- 
ous group  of  cardiac  problems. 

AMERICAN  COLLEGE  OF  PHYSICIANS 
(Golden  Anniversary  Session) 

March  22-26,  Conrad  Hilton  Hotel,  Chicago, 

111.,  information  from  Edward  C.  Rosenow,  Jr., 
M.  D.,  4200  Pine  Street,  Philadelphia,  Pa., 
19104.  (Technical  Exhibit  to  be  held  in  con- 
junction with  convention.) 

NATIONAL  CONFERENCE  ON  RURAL 
HEALTH 

March  26-27,  Americana  Hotel,  Miami 
Beach,  Fla.,  to  discuss  means  of  providing 
full-range  health  services  for  the  nation’s 

60.000. 000  rural  residents,  including  imple- 
mentation of  programs  for  financing  hospital 
and  doctor  costs  among  rural  residents. 

AMERICAN  COLLEGE  OF  PHYSICIANS 
POST  CONVENTION  (MEXICAN)  TOUR 

March  27-April  4 — Mexico  City,  Cuerna- 
vaca, Taxco  and  Acapulco,  Mexico,  to  attend 
the  Mexican  Regional  Meeting  of  the  Ameri- 
can College  of  Physicians. 


JEFFERSON  COUNTY  MEDICAL  SOCIETY 

March  29,  Birmingham,  Dr.  Donovan  C. 
Ward,  president  of  the  American  Medical  As- 
sociation, guest  speaker. 

MEDICAL  COLLEGE  OF  GEORGIA 

CONTINUING  SYMPOSIUM 

March  31-April  2 — Augusta,  Ga.,  continu- 
ing medical  education  symposium  on  gastro- 
enterology. 

ORTHOPEDIC  SYMPOSIUM 

April  2-3,  Texas  Children’s  Hospital  Audi- 
torium, Houston,  Tex.,  sponsored  by  the  De- 
partment of  Orthopedic  Surgery,  St.  Luke’s 
Episcopal  Hospital  and  the  Baylor  University 
College  of  Medicine,  Drs.  Daniel  Riordan, 
Emanuel  B.  Kaplan  and  S.  Benjamin  Fowler, 
guest  lecturers  on  surgery  of  the  adult  hand, 
and  Dr.  J.  Leonard  Goldner  speaking  on  chil- 
dren’s hand  surgery. 

AMERICAN  SOCIETY  FOR  THE  STUDY 
OF  STERILITY 

April  2-4,  Jack  Tar  Hotel,  San  Francisco, 
special  presentations  include  the  Ortho 
Medal,  the  Squibb  Prize  Paper  and  the  Ayerst 
Lecture,  to  be  presented  by  Dr.  A.  S.  Parkes, 
Physiological  Laboratory,  Cambridge,  Eng- 
land. 

AMERICAN  COLLEGE  OF 
OBSTETRICIANS  AND  GYNECOLOGISTS 

April  4-8,  Civic  Auditorium,  San  Francisco, 
annual  clinical  meeting,  scientific  papers, 
round  tables,  panel  discussions,  luncheon  con- 
ferences, forums  on  current  investigations, 
motion  pictures,  closed-circuit  color  television 
programs  and  scientific  and  industrial  ex- 
hibits included  on  the  program. 
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GILL  MEMORIAL  CONGRESS  IN 
OPHTHALMOLOGY 

April  5-8,  Gill  Memorial  Hospital,  Roanoke, 
Va.,  faculty  to  include  Drs.  Irving  S.  Cooper, 
Dan  M.  Gordon,  Robert  W.  Hollenhorst,  L.  B. 
Holt,  Harvey  A.  Lincoff,  A.  D.  Ruedemann, 
Jr.,  and  W.  T.  Thompson. 

NUCLEAR  MEDICINE  FOR  THE 
INTERNIST 

April  5-9,  Hurd  Hall,  Johns  Hopkins  Hos- 
pital, Baltimore,  sponsored  by  the  American 
College  of  Physicians,  course  concerned  with 
the  application  of  radioisotope  methodology 
to  medical  diagnosis. 

NEW  YORK  UNIVERSITY  HOWARD  FOX 
MEMORIAL  LECTURE 

April  6,  Alumni  Hall,  550  First  Ave.,  New 
York,  lecture  to  be  delivered  by  Dr.  O.  Braun- 
Falco,  professor  and  chairman,  department 
of  dermatology.  University  of  Marburg,  West 
Germany,  title,  “The  Pathogenetic  Mechan- 
isms of  Alopecias.” 

MEDICAL  ASSOCIATION  OF  THE  STATE 
OF  ALABAMA 
(Annual  Session) 

April  22-24,  Parliament  House,  Birming- 
ham (Complete  program  listed  on  page  267.) 

CONGRESS  ON  ENVIRONMENTAL 
HEALTH  PROBLEMS 

April  26-27,  Drake  Hotel,  Chicago,  spon- 
sored by  AMA,  subjects  include  the  applica- 
tion of  medicine  to  the  complex  environment 
in  which  we  live  today.  (Congress  accept- 
able for  12  accredited  hours  by  the  American 
Academy  of  General  Practice.) 

HAHNEMANN  MEDICAL  COLLEGE  AND 
HOSPITAL 

(Postgraduate  Education  Course) 

April  26-29,  Sheraton  Hotel,  Philadelphia, 
course  on  Mechanisms  and  Therapy  of  Car- 


diac Arrhythm.ias,  directed  by  Dr.  Leonard 
S.  Dreifus. 

AMERICAN  ACADEMY  OF  PEDIATRICS 

April  26-29,  Americana  Hotel,  Bal  Harbour, 
Fla.,  spring  meeting  of  the  Pan-American 
Association. 

AMERICAN  COLLEGE  OF  SURGEONS 
(Chicago  Committee  on  Trauma) 

April  28-May  1,  John  B.  Murphy  Memorial 
Auditorium,  Chicago,  sponsored  by  American 
College  of  Surgeons  featuring  eight  lectures 
by  Jorg  Bohler,  renowned  orthopaedic  sur- 
geon who  is  professor  of  accident  surgery. 
University  of  Vienna,  program  also  to  in- 
clude lectures  by  American  surgeons  of  re- 
nown, registration  to  Dr.  John  J.  Fahey,  1791 
Howard  St.,  Chicago,  111.,  60626. 

^ ^ ^ 

Dr.  Wheeler  Gunnels  of  Elba  recently  spoke 
to  the  Mothers’  Club  of  Elba  on  the  subject, 
“The  Importance  of  an  Annual  Medical 
Check-Up  for  Mothers.” 


State  Senator  Pete  Mathews,  left,  and  Rep.  Ran- 
kin Fite — two  legislators  who  will  support  the 
Medical  Scholarship  Bills  at  the  Alabama  Legisla- 
ture— are  shown  above  chatting  just  before  the 
opening  of  the  special  session  at  Montgomery  last 
month. 
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3n  iHemoriam 

BRUCE  F.  HOLDING.  SR..  M.  D..  F.  A.  C.  S. 


Bruce  F.  Holding,  Sr.,  was  born  in  Wake 
Forest,  North  Carolina,  July  13,  1893,  and 
he  died  in  Montgomery,  Alabama,  August  19, 
1964. 

His  premedical  education  was  received  at 
Wake  Forest  College  and  the  Medical  College 

of  Virginia  awarded 
him  the  M.  D.  degree 
in  1917.  His  special- 
ty training  was  re- 
ceived at  the  New 
York  Eye  and  Ear  In- 
firmary and  during 
World  War  I he  was 
a Naval  Lieutenant, 
j.g.,  spending  most  of 
the  tour  of  duty  in 
eye,  ear,  nose  and 
throat  work  at  the  U. 
S.  Naval  Hospital  in 
Brest,  France.  Dr.  Holding  was  a life  long 
member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  a Fellow  of 
the  American  College  of  Surgeons,  a member 
of  the  Montgomery  County  Medical  Associa- 
tion, the  Medical  Association  of  the  State  of 
Alabama,  the  Southern  Medical  Association, 
and  the  American  Medical  Association.  For 
many  years  he  served  as  Chief  of  the  Eye, 
Ear,  Nose  and  Throat  Section  of  St.  Mar- 
garet’s Hospital  and  as  a member  of  its  Execu- 
tive Board.  He  was  the  Consultant  for  Eye, 
Ear,  Nose  and  Throat  for  the  Veterans  Hos- 
pital in  Montgomery. 

Each  of  the  thousands  of  patients  that  he 
saw  and  helped  in  the  40  years  he  practiced 
would  immediately  realize  his  sincere  inter- 
est in  their  welfare.  His  gracious  manner 
and  sympathetic  attitude  gave  his  patients 
as  much  inspiration  as  his  science  gave  them 
relief.  His  ready,  explosive  laugh  of  friendli- 
ness was  often  heard  whenever  he  attended 
medical  gatherings.  The  good  that  he  did  en- 
titled him  to  the  respect  and  affection  that 


he  found  wherever  he  went.  He  was  faithful 
to  his  vocation  as  a healer  of  man. 

For  patients  or  friends  with  difficult  medi- 
cal or  personal  problems,  Bruce  took  the  initi- 
ative in  helping;  he  did  not  wait  to  be  called. 
His  memory  will  ever  be  green  among  those 
who  knew  him  well. 

Besides  his  widow,  Mrs.  Bruce  F.  Holding, 
Sr.,  three  daughters  were  left:  Mrs.  John 
Rollow,  Russellville,  Arkansas;  Mrs.  Frances 
H.  Draughon,  Birmingham,  Alabama;  Mrs. 
Mary  H.  Jones,  Atlanta,  Georgia.  Almost  ev- 
ery doctor  wants  to  leave  behind  a physi- 
cian son  who  can  carry  on  and  achieve  even 
more  than  he  could;  Bruce,  Sr.,  was  fortunate 
in  that  he  had  the  gratification  of  seeing 
Bruce,  Jr.,  complete  a superb  training  course 
in  otolaryngology,  enter  the  practice  of  this 
specialty  in  his  native  city,  and  handle  ad- 
vanced cases  which  Bruce,  Sr.,  declared  were 
beyond  him. 

Alston  Callahan,  M.  D. 


Pfizer  Laboratories  Annual 
Medical  Scholarship  Announced 

The  Medical  Department  of  Pfizer  Labora- 
tories, Division  of  Chas.  Pfizer  & Co.,  Inc.,  an- 
nounced recently  that  it  will  make  available 
88  medical  student  scholarships  for  the  1965- 
1966  academic  school  year. 

The  scholarship  program  provides  each  of 
the  88  medical  schools  in  the  United  States 
with  a $1,000.00  scholarship.  These  scholar- 
ships are  administered  solely  by  the  dean  of 
each  medical  school,  or  by  a committee  estab- 
lished by  him. 

Selection  of  the  recipient  of  the  scholarship 
may  be  on  the  basis  of  scholastic  record,  fi- 
nancial need,  or  other  criteria  determined  by 
the  individual  medical  school.  The  scholar- 
ships are  designed  primarily  to  apply  toward 
academic  and  subsistence  expenses  of  one 
student  in  each  of  the  medical  schools  in  the 
United  States. 
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Alabama  Department 

of 

Public  Health 


The  State  Board  of  Health  has  been  desig- 
nated the  State  Mental  Retardation  Construc- 
tion Authority  by  executive  order  of  Gover- 
nor George  C.  Wallace.  “Sole  power  to  adopt, 
administer,  and  supervise  the  State  Plan  for 
mental  retardation”  was  assigned  to  “a  single 
State  agency,”  the  State  Board  of  Health,  so 
that  Alabama  might  qualify  for  center  con- 
struction funds. 

This  designation  of  authority  by  the  Gov- 
ernor follows  an  earlier  opinion  of  the  At- 
torney General  that  the  State  Board  of  Health 
is  the  Mental  Health  Construction  Authority 


Murfreesboro — V acancies 

STAFF  PHYSICIAN  for  1275  bed  Neu- 
ropsychiatric Hospital,  including  350 
general  medical  and  geriatric.  Mod- 
ern facilities  for  diagnosis  and  treat- 
ment of  mental  illness.  Salary  $12,075 
to  $21,590  depending  on  qualifications; 
fringe  benefits;  cost  of  moving  to  Mur- 
freesboro will  be  paid  by  Veterans 
Administration;  visit  here  for  evalua- 
tion can  be  arranged  at  our  expense. 
Excellent  educational  opportunities  for 
students  in  this  area.  Contact  Director, 
Veterans  Administration  Hospital,  Mur- 
freesboro, Tennessee. 


under  the  same  laws  that  make  us  the  Hill- 
Burton  Construction  Authority. 

In  complying  with  other  regulations  of  the 
Mental  Retardation  Facilities  Construction 
Act  (Public  Law  88-164,  Title  I),  Governor 
Wallace  gave  the  State  Board  of  Health  power 
to  do  whatever  necessary  to  meet  the  re- 
quirements of  this  legislation.  He  further 
ordered  other  State  agencies  and  employees 
to  confer,  plan  and  cooperate  with  the  State 
Board  of  Health  in  meeting  these  require- 
ments. 

The  Governor  assigned  to  the  State  Board 
of  Health  the  additional  duty  and  power  of 
appointing  a State  Advisory  Council  as  re- 
quired by  the  Mental  Retardation  Facilities 
Construction  Act.  The  power  to  make  “reason- 
able rules  and  regulations  for  the  adminis- 
tration of  the  State  Plan  for  mental  retarda- 
tion” is  also  vested  in  this  body. 

Under  Title  I of  Public  Law  88-164,  $26 
million  is  authorized  for  the  construction  of 
research  centers,  $32.5  million  for  the  con- 
struction of  university-associated  facilities, 
and  $67.5  million  for  grants  to  the  States  for 
construction  of  facilities  for  the  care  and 
treatment  of  the  mentally  retarded.  In  order 
to  receive  its  share  of  the  construction  grants, 
each  State  must  present  a construction  pro- 
gram based  on  a Statewide  inventory  of  exist- 
ing facilities  and  survey  of  need.  It  must  also 
indicate  the  priority  of  projects. 

Governor  Wallace  said,  “I  do  specifically 
find  that  the  problems  of  mental  retardation 
are  serious  problems  for  the  citizens  of  Ala- 
bama. Research  is  needed  in  order  to  solve 
these  problems,  and  facilities  are  needed  for 
treatment,  care,  and  education  of  those  people 
of  Alabama  that  are  mentally  retarded.” 
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DEPARTMENT  OF  HEALTH 


County  Health  Officers  from  throughout  Alabama  met  in  Montgomery  last  month  in  a conference 
presided  over  by  Dr.  Ira  Myers,  State  Health  Officer.  Dr.  W.  J.  Donald,  director  of  county  health  serv- 
ices, is  shown  above  addressing  part  of  the  group.  Others  in  the  photo  (left  to  right)  are  Dr.  Myers,  Dr. 
J.  Banks  Robertson  (Fayette,  Lamar  and  Marion),  Dr.  J.  S.  Herring  (Lauderdale),  Dr.  J.  D.  Rayfield 
(Clay,  Shelby  and  Talladega),  Dr.  C.  D.  McLeod  (Covington,  Geneva,  Coffee  and  Pike),  and  Dr.  E.  F. 
Goldsmith  (Baldwin,  Conecuh,  Escambia  and  Monroe).  Lending  an  attentive  ear  in  the  boxed  picture 
above  are  Dr.  T.  N.  Page  (Bullock,  Tallapoosa,  Chambers  and  Barbour),  Dr.  Cyril  F.  Floyd  (Lee,  Macon 
and  Russell)  and  Dr.  C.  S.  Cotlin,  Jr.  (Elmore  and  Coosa). 

Other  conference  views  below  show,  in  the  left  photo,  Mrs.  Virginia  Kendrick,  personnel  officer  for 
the  department.  Dr.  Otis  F.  Gay  (Madison),  Dr.  J.  G.  Baxter  (Calhoun,  Cleburne,  Randolph  and  St. 
Clair),  Dr.  J.  C.  Chambers  (Jefferson),  Dr.  Virginia  Webb  (Cherokee  and  Etowah),  and  Dr.  W.  C.  Baty, 
Jr.  (Tuscaloosa).  At  right  below  are  Dr.  Webb,  Dr.  Sidney  J.  Williams  (Greene,  Pickens  and  Sumter), 
Dr,  Baty,  Dr.  Otto  L.  Burton  (Montgomery),  and  Drs.  Gay,  Baxter  and  Chambers. 
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DEPARTMENT  OF  HEALTH 


bJREAU  OF  LABORATORIES 

Thomas  S.  Hosty,  Ph.D.,  Director 
January  1965 


Examinations  for  intestinal  parasites 1,090 

Typhoid  cultures  (blood,  feces, 

urine  and  other) 263 

Examinations  for  gonococci 1,877 

Serologic  tests  for  syphilis  (blood 

and  spinal  fluid).... 23,568 

Darkfield  examinations 1 

Agglutination  tests 8 

Examinations  for  diphtheria  bacilli 

and  Vincent’s.. 21 

Complement  fixation  tests 79 


Examinations  for  Negri  bodies  (smears 


and  animal  inoculations) 198 

Water  examinations — 2,103 

Milk  and  dairy  products  examinations 3,753 

Examinations  for  tubercle  bacilli 3,641 

Miscellaneous  examinations. 6,143 


42,745 


j*  ^ 


BUREAU  OF  PREVENTABLE  DISEASES 


W.  H.  Y.  Smith.  M.  D.,  Director 


CURRENT  MORBIDITY  STATISTICS 


1965 


Tuberculosis  — — 

Syphilis  - — 

Gonorrhea  — 

Chancroid  

Typhoid  fever 

Undulant  fever 

Amebic  dysentery  — 

Scarlet  fever  and  strep,  throat 

Diphtheria  

Whooping  cough — 

Meningitis  

Tularemia  — 

Tetanus  

Poliomyelitis  

Encephalitis  

Smallpox  

Measles  — 

Chickenpox  

Mumps  

Infectious  hepatitis — 

Typhus  fever... — 

Malaria  

Cancer  

Pellagra  — 

Rheumatic  fever 

Rheumatic  heart 

Influenza  — 

Pneumonia  

Rabies — Human  cases.. 

Pos.  animal  heads 


Dec. 

Jan. 

•E.  E. 
Jan. 

52 

Ill 

109 

..  147 

197 

115 

..  268 

349 

323 

_...  I 

3 

3 

......  1 

2 

1 

. 0 

0 

0 

0 

2 

2 

297 

310 

124 

2 

0 

5 

..  40 

5 

7 

10 

5 

8 

0 

1 

2 

0 

0 

2 

._...  1 

0 

0 

0 

0 

1 

0 

0 

0 

91 

358 

126 

....  90 

156 

155 

17 

24 

127 

25 

34 

35 

0 

0 

0 

0 

0 

0 

468 

479 

550 

0 

0 

0 

6 

25 

16 

13 

27 

39 

_...  39 

94 

198 

177 

277 

312 

0 

0 

0 

3 

8 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

•E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 


Acetophenazine  Cited 
In  Schizophrenic  Study 

Following  a 24-week  psychiatric  study  of 
276  geriatric  patients  in  13  Veterans  Admin- 
istration Hospitals,  acetophenazine  “seemed 
superior  in  reducing  excitement  and  irrita- 
bility and  inducing  improvement  in  personal 
neatness,”  according  to  an  account  in  the 
January  issue  of  the  Journal  of  the  American 
Geriatrics  Society. 

In  an  article  entitled  “Behavioral  Improve- 
ment in  the  Older  Schizophrenic  Patient; 
Drug  and  Social  Therapies,”  Gilbert  Honig- 
field,  Ph.  D.,  and  associates  from  the  Central 
Neuropsychiatric  Research  Laboratory,  V.  A. 
Hospital,  Perry  Point,  Md.,  reported  that 
three  drugs  as  well  as  a placebo  were  used  in 
the  study;  Acetophenazine,  trifluoperazine 
and  imipramine. 

The  major  research  questions  concerned  the 
effects  of  the  three  forms  of  chemotherapy 
and  of  attendance  at  special  group  meetings 
of  the  patients,  who  ranged  in  age  from  54 
to  74  years.  “In  terms  of  reducing  the  ir- 
ritability of  the  patients  as  seen  on  the  wards 
by  members  of  the  nursing  staff,”  the  authors 
pointed  out,  “acetophenazine  clearly  produced 
the  greatest  amount  of  improvement,  differ- 
ing significantly  from  each  of  the  other  drugs 
in  this  respect.  Consistent  with  this  finding 
are  the  data  demonstrating  that  the  patients 
treated  with  acetophenazine  were  the  only 
ones  who  showed  an  average  improvement 
in  personal  neatness.” 


VISITOR 

Gordon  McLachlan,  Secretary  of  the  Nuf- 
field Provencial  Hospitals  Trust  of  London, 
England,  visited  University  of  Alabama  Hos- 
pitals and  Clinics  recently  in  connection  with 
part  of  his  six-month  sabbatical  leave  as  con- 
sultant to  the  American  Hospital  Association 
and  the  American  Hospital  Association  Re- 
search and  Education  Trust.  Mr.  McLachlan 
is  in  the  United  States  for  the  purpose  of  re- 
viewing the  health  and  research  here. 
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The  Doctor's  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 


In  Diverticulosis  and  Diverticulitis . . . 


METAMUCIC 


brand  of 

psyllium  hydrophilic  mucilloid 


“Diverticulosis  ...a  low-roughage  diet  is  advisable. ...  Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated^  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . .” 


Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 


SEARLE 


1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W,  B,  Saunders  Company,  196i, 
pp.  224-225. 


Research  in  the  Service  of  Medicine 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscraslas  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  tor  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 


AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 


Brief. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

• UVIUB  OlVlalON 
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t for  all  my  hypertensives. 


iSition:  Each  tablet  contains  chlorthalidone, 
I and  reserpine,  0.25  mg. 

Undications:  History  of  mental  depression, 
iensitivity,  and  most  cases  of  severe  renal 
tatic  diseases. 

i'g.'  Discontinue  2 weeks  before  general 
esia,  1 week  before  electroshock  therapy, 
depression  or  peptic  ulcer  occurs. 
utions:  Reduce  dosage  of  concomitant  anti- 
;ensive  agents  by  one-half.  Discontinue  if 
'IN  rises  or  liver  dysfunction  is  aggravated, 
lolyte  imbalance  and  potassium  depletion 
,ccur;  take  particular  care  in  cirrhosis  or 


Does  Regroton  always  work  this  well? 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Ettects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details. see  the  complete  prescribing 
information. 


Not  always.  But  the  exception  proves 
the  rule. 

Availability:  Bottles  of  100  and  1000  tablets. 
Average  Dosage:  One  tablet  daily  with  breakfast. 

‘Chupkovich,  V.:  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plus 
reserpine  in  moderately  severe  and  severe  hyper- 
tension: A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montreal, 
June  14-19,  1964, 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  RE-3270 


Mrs.  Jones? 


y LI  a cup  of  coffee? 


Fine!  This  last  patient... 


Right.  When  we  started,  she  was 
195/120. 


Is  that  Regroton  again? 


i 

I,  ir.  She’s  down  to  140/85. 


_ j|_  outperformed  other 

antihypertensives 

I I in  95%  of  patients* 


Geigy 


too  young 
to  be 

so  tired... 


revive  interest... 
restore  activity 
promptly  with 


Alertonic 


Calcium  glycerophosphate (2%  MDR  for  calcium  and  phosphorus)  100  mg. 


the  need  tor  a tonic 

knows  no  age  Anyone  can  feel  tired  and 


“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 
to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrochloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only.  For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  ipinutes  before  meals.  Contraindicated  in  agitated 
pre-psychotic  patients,  paranoia,  or  other  patients  in 
whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 


Three  tablespoon fuls  (45  cc.)  contain: 

Pipradrol  hydrochloride 

Vitamin  Bi  (thiamine  hydrochloride)  .... 

Vitamin  Bo  (riboflavin)  

Vitamin  Be,  (pyridoxine  hydrochloride) 

Nicotinamide  

Cholinet  

Inositolt  


- 2 mg. 

(10  MDR*)  10  mg. 


(4  MDR*)  5 mg. 

1 mg. 

(5  MDR*)  50  mg. 


100  mg. 
100  mg. 


Cobalt  (as  chloride)  

Manganese  (as  sulfate)  

Magnesium  (as  acetate)  

Zinc  (as  acetate)  

Molybdenum  (as  ammonium  molybdate) 


1 mg. 
1 mg. 
1 mg. 
1 mg. 
1 mg. 


Alcohol  15% 


^Multiple  of  adult  Minimum  Daily  Requirement  supplied 
tRequirement  in  human  nutrition  not  yet  established 


Brochure  with  full  product  information  available  on  request. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio /Weston,  Ontario 


MILLBROOK  REXAU  D{^ 


DOCTORSVQl 

750  Washington  Street 


PROFESSIONAL  CENTER  PHARMACY 

221  Church  Street  Phone  263-7S46 

Free  Delivery  Service 


DRUG  CO. 


HALLETT'S  COLISEUM  PHARMACY 
1359  Federal  Drfv«  Phone  3 

7:30  A.  M.-9  P.  M. 


Phone  263*5507 


Road  Phone  264*6414 

;^alth  Is  Our  First  Thought 


iilonie'’'* 


McGEHEE  BROS.  DRUGS 
Ave.  Phone  262-3521 

Radio  Dispatched  Delivery 


rTro^TUMPKA  ■ 
AND  GUNTER  A ^ 
Confer  Air  B 

t^Jr' 


Ala.  Agricuiti 
Coirseom 


\0HTG0MiR 
Amig-'M/iii^omery' 
In  Providing  Jneyin 


lUGGISTS 


Service! 


EASTBROOK  ^ 
SHOPPING  CENi^' 


CAPITOL  PARKWAY'  ’ I 
SHOPPING  CENTER  | '■ 


PRICE  DRUG  COMPANY 


14?  Montgomery  Street 


^ FOREST  ■ 
j HILLS 
, SHOPPING 
ji  CENTER  . 


MADISON  AVE. 


bell  ST 


maxwell 


COLONIAL  DRUGS 


431  Cloverdale  Road 


FA/RWEWAJ' 


ALABAMA  DRUGS 
rview  Ave.  Phoi 

6 A.  M.-9  P.  M.— 7 Days 
Free  Pick  Up  and  Delivery 


Doctors ! 

Jiefer'5^^  patients 
to  a pharmacist 
near  their  hfui«r'^ 


SNOPPIng  CE-N 


BY-PASS 


SOUTHSIDE  DRU55 


'‘^OVJROALE  PHARMACY 
Ph, 

DeliY»TY 


CLOVERLAND  WALGREEN  DRUGS 

Cloverland  Shopping  Center  Phone  264*22! 

7 A M *9  P.  M.  Daily — Fast  All  Day  Deliw^y 


South  Blvd.  at  Court 


801  Adams  Ave. 


337t  Norman  Bridge  Road  Pht 

Free  Pick  Up  and  Delivery 


Cuowisui 


rr 

r/:-  . 

■1.  ,,;L— X 

f\  iS 

5 * f > .I, 
"t'*  . 

/ §/ 

/.  Y ^ 

// 

By 

J 

\ 

1 tA,dJS  drug*  • 

CAPITOL  HEIGHTS  DRUG  CO. 

I86S  Mt.  Meigs  Road  Phone  262-0569 


ADAMS  STREET  DRUGS 

934  Adams  Street  Phone  264*3496 

City  Wide  Free  Pickup  and  Delivery 


GREENRIDGE  REXALL  DRUG  CO. 

3243  Harrison  Road  Phone  272^580 


OAK  PARK  DRUGS 

701  Forest  Ave.  Phone  262*3525 

Your  Neighborhood  Drug  Store  As  Close  Ai 
Your  Phone 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


an  eftecti\/e 

GERIATRIC 

antiarthritic 

with 

REASSURING 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  tp  sodium  retention .. .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution;  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


Pabalate-SF 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20.  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


) 


YOUR  HEADQUARTERS  HOTEL 
WELCOMES  YOU  FOR  '65 


420  20th  Street  South 
Birmingham,  Ala. 


Telephone  323-721  I 
Area  Code  205 


TWX  205-328-0632 
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In  anxiety  and  tension  states... 


tranquilization 
muscle  relaxation 
unsurpassed  safety 
=a  tranquilaxant 


Rx 


BRAND  OF 


Trancopal  ‘‘is  effective  in  symptomatic  treatm  t 
of  anxiety."*  A powerful  tranquilaxant,  it  also  i- 
lieves  muscle  spasm  so  often  accompanying  aii- 
ety  and  tension.  Other  indications  include:  ul  r 
syndrome,  spastic  colon,  alcoholism,  premi- 
strual  tension,  and  bronchial  asthma.  Side  effe  s 
such  as  occasional  drowsiness,  dizziness,  flut- 
ing, nausea,  depression,  weakness  and  drug  r h 
have  been  observed  in  less  than  3 per  cent  if 
patients.  If  severe,  medication  should  be  disci- 
tinued.  In  most  patients,  side  effects  are  mi  ir 
and  do  not  necessitate  interruption  of  treatm«  I 
There  are  no  known  contraindications.  The  usil 
adult  dosage  is  one  Caplet®  (200  mg.)  three  ir 
four  times  daily:  in  some  patients  100  mg.  th  e 
or  four  times  daily  suffice.  Dosage  for  child  n 
(5  to  12  years)  is  usually  from  50  to  100  mg.  th  e 
or  four  times  daily.  Trancopal  is  available  in  tti 
mg.  Caplets  (green  colored,  scored)  and  100  i J. 
Caplets  (peach  colored,  scored). 

•A.M.A.  Council  on  Drugs:  J.A.M. A. 183:469  (Feb.  9)  1963. 


I 

I 


Tension  complicated  by  pain  ? 

...you  want  a 
dependable  tranquilaxant 
plus  the  analgesic  effect 
of  aspirin 

Rx 


mUCIHIESK 

GHLORMEZIUIOIIEmiiiUIIRIN 

100  mg.  300  mg. 


TRANCO-GESIC...for  the  more  comprehensive 
control  of  pain,  especially  in  tension  headache, 
sciatica,  lumbago  and  musculoskeletal  pain  asso- 
ciated with  strains  or  sprains... acts  dependably 
and  with  unsurpassed  tolerance.  Contraindicated 
in  persons  known  or  suspected  to  have  an  idio- 
syncrasy to  aspirin.  Side  effects  such  as  gastric 
distress,  occasional  weakness,  sedation  or  dizzi- 
ness may  be  noted  occasionally.  Ordinarily,  these 
may  be  reversed  by  a reduction  in  dosage  or  tem- 
porary withdrawal  of  the  drug.  The  usual  adult 
dosage  is  2 tablets  three  or  four  times  daily.  The 
suggested  dosage  for  children  from  5 to  12  years 
is  1 tablet  three  or  four  times  daily.  ’Trademark 


Winthrop  Laboratories,  New  York,  N.  Y. 


W/ijfhrop 


Qrest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F.A.P.A. 
James  K.  Ward,  M.D.,  F.A.P.A. 


Location:  7000  5th  Avenue  South 

Box  2894,  Woodlawn  Station 

BIRMINGHAM,  ALABAMA  35212 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  192  5 for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 


HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
American  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 


for  psychiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  □ We  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE,  N.  E.  TELEPHONE  873-5681  ATLANTA  9,  GEORGIA 
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The  Woman’s  Auxiliary 

Dear  Doctors; 

I’m  so  full  of  our  new  safety  campaign 
that  I’ve  just  got  to  tell  you  about  it.  Acci- 
I dents  in  the  home  and  on  the  highway  are 
f the  leading  causes  of  death  in  age  group  1-34 
I in  Alabama.  Accidents  are  killing  more  Ala- 
I i bama  residents  in  this  age  group  than  all  dis- 
I eases  combined. 

Are  there  any  dangerous  situations  in  your 
home  that  may  cause  someone  to  die?  This 
I check  list  will  help  you  to  see.  The  Woman’s 
fc  Auxiliary  of  the  Medical  Association  of  the 
I State  of  Alabama  and  the  Alabama  Depart- 
I ment  of  Public  Health  made  up  this  check 
i list  for  school  children  to  help  make  the  home 
I a safer  place  for  the  family.  Want  to  take 
1 the  children’s  test? 

I 

1 ANSWER  WITH  YES  OR  NO,  OR  FILL 

IN  THE  BLANKS: 

1.  Do  you  have  an  organized  fire  evacua- 
tion plan  for  your  house?  Yes 

No At  least  two  exits  from  each 

bedroom  that  you  could  get  out  of 
quickly? 

2.  Is  all  gasoline  and  kerosene  stored  out- 

side your  house  in  a metal  container, 
contents  clearly  marked,  and  out  of 
reach  of  children?  Yes.  _ No 

3.  Are  children  always  under  the  super- 
vision of  adults  at  home?  Yes 

No 

4.  Are  medicines  stored  only  in  the  medi- 

cine chest,  never  on  tables  or  kitchen 
shelves?  Yes No 

5.  Are  detergents,  fly  spray,  floor  wax, 

and  other  cleaning  items  stored  in 
spaces  that  cannot  be  reached  by  chil- 
dren under  the  age  of  six?  Yes 

No 

6.  You  should . 

immediately  after  someone  eats  deter- 
gent, aspirin,  or  drinks  kerosene. 

7.  Do  you  have  any  kerosene  stored  in 

soft  drink  bottles?  Yes No 

8.  You  should 

if  your  cloth- 
ing catches  on  fire. 


9.  Is  there  a loaded  gun  inside  your  house 
or  any  house  that  you  often  visit?  Yes 
No 

10.  Do  you  keep  ammunition  stored  in  a 

space  that  cannot  be  reached  by  young 
children?  Yes No 

11.  All  fireplaces  must  have  a 

to  prevent  someone  from 

falling  into  the  fire. 

12.  All  pot  handles  must  be  turned  to  the 

side  to  prevent  someone  from 

accidentally  knocking  the  container  off 
or  having  a younger  child  pull  it  off 
on  him. 

13.  You  should  ride  your  bicycle  on  the 
side  of  the  street. 

14.  You  must  walk  on  the side  of 

the  street. 

15.  Do  you  have  seat  belts  in  your  family 

car?  Yes No 

16.  If  question  15  is  yes,  are  the  seat  belts 

fastened  every  time  the  car  is  in  mo- 
tion? Yes No 

17.  Does  your  car  have  good  brakes?  Yes 

No 

18.  Are  the  windshield  wipers  working 

properly?  Yes No 

19.  bed  is  one  of  the 

major  causes  of  burn  injuries  and  fires. 

20.  mats  or  nonskid  strips 

should  be  used  in  all  bath  tubs. 

❖ ❖ 

How  did  you  score?  This  is  the  question- 
naire that  is  being  used  in  our  new  safety 
campaign  working  with  elementary  school 
children.  The  pilot  program  is  being  done  in 
Cullman  County.  It  is  going  so  well,  it  seems 
like  it  is  too  good  to  be  true.  In  fact,  the 
superintendent  of  schools  is  doing  the  work 
for  us.  The  Public  Health  Department  would 
like  for  us  to  make  this  a statewide  cam- 
paign. Cullman  County’s  results  should  be  in 
by  the  time  I write  you  next.  Mr.  Alec  C. 
Nations,  Coordinator  for  the  Accident  Pre- 
vention Program  of  the  Alabama  Department 
of  Public  Health,  will  be  glad  to  help  you 
prepare  such  a program  for  your  county. 

How  did  you  score?  85  per  cent  is  passing. 

Hope  I get  a chance  to  tell  you  and  your 
wife  “howdy”  at  the  convention  in  April. 

Sincerely, 

Frances  Clemmons 
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APPALACHIAN  HALL 

established  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  coma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr„  M.  D. 


THE 

SILVER  HILL 
FOUNDATION 

NEW  CANAAN 
CONNECTICUT 


A Psychotherapeutic  Unit 
for  the  Study  and  Treatment 
of  the  Psychoneuroses 


Announces 
THREE  YEAR 
RESIDENCY 
TRAINING 
PROGRAM 


IN  PSYCHIATRY 

Approved  by  the  American  Medical  Association  and  the  American  Board  of  Psychiatry  and  Neu- 
rology. Affiliated  with  Departments  of  Psychiatry  and  Neurology  of  the  College  of  Physicians  and 
Surgeons,  Columbia-Presbyterian  Medical  School,  New  York  City. 

First  year  spent  at  Medical  Center,  New  York,  N.  Y„  second  and  third  years  at  Silver  Hill,  New 
Canaan,  Connecticut.  Applicants  also  considered  who  have  completed  one  year  or  more  of  train- 
ing elsewhere  for  the  second  and  third  year  program. 

Emphasis  placed  on  training  of  physicians  for  private  practice  of  psychiatry,  under  experienced 
preceptors,  Board  Diplomates,  with  teaching  background.  Generous  compensation,  opportunities  for 
permanent  staff  appointment.  Only  outstanding  applicants  accepted. 

For  further  information  and  application  form,  write:  William  B.  Terhune,  M.  D.,  Medical  Direc- 

tor, The  Silver  Hill  Foundation,  Box  1177,  New  Canaan,  Connecticut. 
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Bacterial  Discomfort  of 
U.R.I.  U.R.I. 


Bring  the  treatment  together 
in  a sinqie  prescription 


Each  tablet  contains:  Caffeine 30  mg. 

ACHROMYCIN®Tetracycline  HCI  . . . 125  mg.  Salicylamide 150  mg. 

Acetophenetidin  (Phenacetin) 120  mg.  Chlorothen  Citrate 25  mg. 


Effective  in  controlling  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic  relief 
in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  are  drowsiness  (so  one 
should  not  drive  while  on  drug),  slight  gastric  distress,  overgrowth  of  nonsusceptibie  organisms. 
Tooth  discoloration  may  occur  if  given  during  tooth  formation  (late  pregnancy,  the  neonatal 
period,  early  childhood).  Reduce  dosage  in  impaired  renal  function.  Increased  intracranial  pres- 
sure is  a possible  complication  in  infants.  Average  adult  dosage:  2 tablets  four  times  daiiy,  given 
at  least  1 hour  before  or  2 hours  after  meals. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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CHECK 

Your  Advantages 
In  Trading  With  Us 


□ CONFIDENCE — Backing  our  products  and  customers 

always 

□ PROMPT  DELIVERIES  — City  wide 

Q EMERGENCY  DELIVERIES  — Instantaneous 

□ QUALITY  MERCHANDISE  — Nation's,  leading 

manufacturers 

Q COMPLETE  STOCKS  — 9,000  items,  minimum 
backorders 

□ FRESH  STOCKS  — "On  the  ball"  buying  system 

Q CLEAN  STOCKS  — Modern,  air-conditioned  warehouse 

□ PROFESSIONAL  PERSONNEL  — With  years  of  experience 

□ ACCURATE  BILLING  — Neat  invoices,  within  24  hours 

□ LIBERAL  TERMS  — Lowest  rates  in  the  industry 

□ LOWEST  PRICES  — Through  efficient  management 

□ EASY  SHOPPING  — Central  location,  plenty  of  free 

parking 

□ MODERN  DISPLAYS  — Clean  and  air-conditioned 

□ REPAIR  SERVICE  — Competent  men  and  complete  shop 

□ LOANERS  FOR  EMERGENCIES  — When  your  equipment 

is  down 

□ MAINTENANCE  SERVICE — To  prolong  your  equipment's 

life 

□ RENTAL  SERVICE  — Most  complete  line 

□ CITIZENSHIP  — Faithfully  supporting  City,  State  and 

Institutions  since  1870. 

SETTING  THE  PACE  - AND  LEADING  THE 
FIELD  - FOR  SERVICE 


■1 


I 
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IT'S  NICE  TO  HAVE  YOU  IN  BIRMINGHAM 


FOR  THE  ANNUAL  SESSION  OF 
HE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


Birmingham  Hotei  Association 
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These  Members  Welcome  You 


ANCHOR  MOTEL 
MOTEL  BIRMINGHAM 
HOTEL  DINKLER-TUTWILER 
HOTEL  EMPIRE 

THE  GUEST  HOUSE  MOTOR  INN 

HOLIDAY  INN  of  BIRMINGHAM  WEST  (B  essemer) 

HOTEL  MOLTON 

PARLIAMENT  HOUSE  MOTOR  HOTEL 
HOTEL  PICK-BANKHEAD 
HOTEL  REDMONT 
HOTEL  THOMAS  JEFFERSON 
TOWN  HOUSE  MOTOR  HOTEL 
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DOCTOR!  A MINUTE,  PLEASE! 


We  know  you're  beseiged  by  insurance 
men  but  . . . The  Alabama  Medical  Asso- 
ciation has  a Special  Plan  tor  you. 


Your  Insurance  Committee  has  Approved  It  And  Given  Us 
an  Exclusive  Endorsement. 


They  want  you  to  see  . . . 

THE  PLAN  THAT  PROTECTS  YOUR  INCOME! 

LOW  COST  TERM  LIFE  INSURANCE  ALSO  AVAILABLE! 


Administered  by: 

W.  T.  HALLIDAY 


AGENCY 

213  North  21st  Street 
Birmingham,  Alabama 


Life  Insurance  Affiliate: 

““united  of  OMAHA 
UNITED  BENEFIT  LIFE  INSURANCE 
COMPANY 

Home  Offices;  Omaha,  Nebraska 
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THE  POWER 
OF  NEGATIVE 
THINKING 


No  doubt  you  have  attached  diagnostic  importance  to  negative  findings  for 
years.  When  you  apply  your  stethoscope,  all  is  usually  normal.  When  you  test 
for  reflexes  you  generally  find  them  normal,  too.  In  your  routine  urine  checks 
with  dip-and-read  HEMA-COMBISTIX'"'  Reagent  Strips,  you  generally  discover 
that  urinary  blood,  protein,  and  glucose  are  absent,  and  pH  normal. 

But  when  you  discover  an  abnormal  finding  you  may,  within  60  sec- 
onds, have  detected  pathology  well  in  advance  of  the  appearance  of 
related  symptoms.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  ea,*.  aivies 


I 

r 


for  The  Age  of  Anxiety 


LIBRIUM 

(chlopdiazepoxide  HGI) 
5 mg,  10  mg,  25  mg  capsules 


Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  N.J.  07110 


In  prescribing:  Dosage-Aduits:  Mild  to  moderate  anxiety  and  tension, 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Ger 
patients:  5 mg  b.i.d.  to  q.i.d. 

Side  Effects;  Side  effects,  often  dose-related,  are  drowsiness,  ataxia,  r 
skin  rashes,  menstrual  irregularities,  nausea  and  constipation.  When  i 
ment  is  protracted,  blood  counts  and  liver  function  tests  are  advis 
Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients, 
vidual  maintenance  dosages  should  be  determined. 

Precautions;  Advise  patients  against  possibly  hazardous  procedures 
maintenance  dosage  Is  established.  Though  compatible  with  most  di 
use  care  in  combining  with  other  psychotropics,  particularly  MAO  Inhit 
or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alci 
Observe  usual  precautions  in  impaired  renal  or  hepatic  function,  ar 
long-term  treatment.  Exercise  caution  in  administering  drug  to  addic 
prone  patients  or  those  who  might  increase  dosage:  withdrawal  sympt 
similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur 
abrupt  cessation  after  prolonged  overdosage.  Caution  should  be  exer< 
in  prescribing  any  therapeutic  agent  for  pregnant  patients. 

Supplied:  Cc  'sules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 
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SOmHING  FOR 

THE  LADIES 
See  Page  33/ 


Iron  deficiency 
is  effectively  treated 
with  Zentinic® 


Zentinic  is  an  oral  multifactor  hematinic 
in  Pulvule®  form.  ■ It  offers  efficient 
treatment  of  iron  deficiency  in  patients 
with  menorrhagia,  pregnant  patients  with 
depleted  iron  stores,  and  adolescent  pa- 
tients with  erratic  eating  habits  compli- 
cated by  the  onset  of  menstruation  and 


rapid  growth.  ■ The  Zentinic  formula 
contains  100  mg.  of  elemental  iron  as 
ferrous  fumarate  and  200  mg.  of  vitamin 
C to  aid  absorption  of  the  iron  by  helping 
to  maintain  it  in  the  ferrous  state.  ■ In 
addition,  the  B complex  vitamins  are  in- 
cluded for  general  nutritional  support. 


Zentinic 

Multifactor  Hematinic  with  Vitamins 


^i£eo 


APRIL  1965 


/ '■ 


epilepsy  can  undermine  self-reliance 


“A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation... improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nystagmus  in  com- 
bination with  diplopia  and  ataxia  indicates  dosage 
should  be  reduced.  Side  Effects:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever,  skin  eruptions, 
and  acute  generalized  morbilliform  eruptions  with 
or  without  fever.  Upon  discontinuation  of  therapy 
eruptions  usually  subside.  Rarely,  dermatitis  goes 


on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Though  mild  and  rarely  an  indi- 
cation for  stopping  dosage,  gingival  hypertrophy, 
hirsutism,  and  excessive  motor  activity  are 
occasionally  encountered,  especially  in  children, 
adolescents,  and  young  adults.  During  initial  treat- 
ment, minor  side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  nervousness, 
sleeplessness,  and  a feeling  of  unsteadiness.  All 
usually  subside  with  continued  use.  Hematologic 
disorders  including  megaloblastic  anemia,  leuko- 
penia, granulocytopenia,  pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 

‘Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  I960,  vol. 

2,  p.  865.  432RC5  nulK£.OAVtSiCOmW/V.Oat'^.it<A^W37 


PARKE-DAVIS 


Dilantin 


(diphenylhydantoin) 

PARKE-DAVIS 


helps  to  restore  confidence 


!■ 


h 


On«  7.5  ml.  Siz* 


^ULRHAI.EIN'^  DISROSABLE  UNIT 

D.  BRAND  OF  SULFOBROMOPHTHAIEIN  SODIUM  INJECTION,  U.S.P. 


fzeo  esp  DISPOSABLE  SYRINGE  — ONE  20  GAUGE  1 ' SHORT  BEVEL  NEEDLE 

^ ONE  7 S ML  SIZE  BSP(I>  AMPULE  (SO  m«  per  ml  ) 

feRiLE  S%  AQUEOUS  SOLUTION  — FOR  (NT  RAVE  NOUS  IN  iECT  ION  ONLY 

JlC  R«»eeot  For  Prof.BO.onal  Oso  Only  — Ooect.ons  For  Uao  Enclo.orf  Lot  No.  2 I 

'i  HYNSON,  WESTCOn  k DUNNING.  INC-,  Balumoie,  MarYijnU  21201 

i 


Bromsulphalein  (BSP),  one  of  the  most  sensitive  diagnostic  agents 
for  evaluating  liver  function,  is  now  available  in  a new  Disposable  Unit. 

Each  “unit”  contains:  A sterile  BSP  syringe  calibrated  in  milliliters  and 
pounds  (utilizing  the  5 mg./kg.  BSP  dosage  schedule),  a sterile 
disposable  needle,  alcohol  swab  and  a 7.5  or  10  ml.  size  ampule  of  BSP. 

The  precalibrated  dosage  schedule  imprinted  on  the  syringe  barrel 
makes  weight  calculations  unnecessary— saving  time  and  assuring  proper 
administration  of  the  dye,  regardless  of  patient-weight. 

Literature  on  indications  and  dosage  available  on  request. 

The  NEW  BSP  DISPOSABLE  UNIT  is  supplied  in  7.5  and  10  ml.  sizes 
in  boxes  of  lO’s  and  25’s. 


BSP®  DISPOSABLE  UNIT 

H.W.&D.  BRAND  OF  SULFOBROMOPHTHAIEIN  SODIUM  INJECTION,  U.S.P. 

(50  mg.  per  ml.) 


HYNSON.  WESTCOTT 


& DUNNING.  INC. 

BALTIMORE,  MARYLAND  21201 
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disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a “wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROL*  brand  of  STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.i.d.;  children  (pre-school  age),  % tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  700. 

Winthrop  Laboratories,  New  York,  N.  Y. 


2061  W.  Fairview,  Montgomery,  Ala. 


NOW 

DURR  ANNOUNCES  A NEW 
STORE  IN  HUNTSVILLE  TO 
SERVE  THE  MEDICAL  PROFES- 
SION IN  NORTH  ALABAMA 


10005  S.  Memorial  Pkwy.,  Huntsville,  Ala. 


Durr  Surgical  Supply  Company  is  happy  to  announce  the  opening  of  its  Huntsville  store,  giving  us  I 
modern  new  facilities  to  better  serve  Alabama's  medical  profession.  At  each  you  will  find  attracth 
play  areas  staffed  by  trained  men  for  personal  service  for  you  and  your  equipment. 

Ample  free  parking  is  a feature  of  each  location  and  there's  plenty  of  air-conditioned  warehouse  sp«{ 
assure  a complete  stock  of  supplies  at  all  times. 

If  you  haven't  dropped  by  already,  pay  us  a visit.  We'll  be  happy  to  see  you! 

I 

Su^u2>ioal  Qo4np.a*ui 

Three  Stores  To  Serve  You  Better 

Montgomery  Birmingham  Hunli^il 
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in  maintenance  therapy... 

ia  working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains; 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

— rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 


two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 

sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.' 

ARTH  RALGEN®-PR  (Arthralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.^ 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICHMOND,  VIRGINIA 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  foranalgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS;  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 

As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 
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New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity"" 


no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 

V / 


PENBRITIN  ('ampicillin')  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinai'y  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics.^  ’® 
And  highly  important ; PENBRITIN  ('ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage:  Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children—  (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg. /Kg. /day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606— Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Brit.  M.  J.  u:223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  ti:191  (July 
22)  1961.  3.  Stewart,  G.  T.  et  al.:  Brit.  M.  J.  u:200  (July  22) 
1961.  4.  Brown,  D.  M..  and  Acred,  P:  Brit.  M.  J.  ii;197 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  i.V./:257. 
1959.  6.  Knudsen,  E.  T,  et  aL:  Brit.  M.  J.  ii':198  (July  22) 
1961.  7.  Doyle.  E P,  et  al:  Nature  i9i:109'l  (Sept.  9)  1961. 
8.  Acred,  R,  et  al:  Brit.  J.  Pharmacol.  J5:356,  1962.  9.  Har- 
rison, P M..  and  Stewart,  G.  T:  Brit.  J.  Pharmacol.  i7;420, 
1961.  10.  Editorial.  Lancet  it:723  (Oct.  5)  1963. 


KILLS  BACTERIA. . . DOES  NOT  JUST  SUPPRESS  THEM 


PENBRITIN* 


Bra,.d  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 
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DR.  C.  P.  HAYES 


OBITUARIES 


DR.  HENRY  W.  CHENEY 

Dr.  Henry  W.  Cheney,  95,  died  Feb.  13  at 
his  home  in  Florence.  Dr.  Cheney  was  a 
former  director  of  t h e Lauderdale  County 
Health  Department,  past  secretary  of  t h e 
Lauderdale  County  Medical  Society  a n d a 
former  professor  at  Northwestern  University. 
Survivors  include  his  widow,  Mrs.  Elinor 
Hubbard  Cheney;  two  daughters,  Mrs.  Kath- 
ryn Merriam  of  Santa  Cruz,  Calif.,  and  Mrs. 
Robert  Swett  of  Smoke  Rise,  N.  J.;  and  two 
sons.  Wilder  Hubbard  Cheney  of  Florence 
and  Henry  W.  Cheney,  Jr.,  of  Charlotte,  N.  C. 


DR.  B.  F.  CAFFEY.  SR. 

Dr.  B.  F.  Caffey,  Sr.,  78,  died  Feb.  15  at  his 
office  in  Oxford.  Dr.  Caffey  had  practiced 
medicine  in  the  Calhoun  County  area  for 
more  than  50  years  and  was  widely  known  for 
his  civic  activities  in  the  community.  He  is 
survived  by  his  widow,  Mrs.  Pearl  Caffey, 
and  by  one  son.  Dr.  B.  F.  Caffey,  Jr.,  of  Ox- 
ford, with  whom  he  shared  his  practice  for 
several  years. 


^ ^ >!' 


DR.  B.  F.  CAFFEY.  JR. 

Dr.  B.  F.  Caffey,  Jr.,  46,  died  March  1 in  the 
doctors’  lounge  at  Anniston  Memorial  Hos- 
pital, exactly  two  weeks  after  his  father  suc- 
cumbed. A graduate  of  the  University  of 
Alabama  School  of  Medicine,  Dr.  Caffey  had 
a joint  practice  with  his  father  for  15  years. 
Survivors  include  his  widow,  Mrs.  Margaret 
T.  Caffey,  and  five  daughters. 


Dr.  C.  P.  Hayes,  Sr.,  81,  who  had  practiced 
medicine  in  Elba  for  more  than  50  years,  died 
March  9.  A native  of  Longstreet,  he  was  ac- 
tive in  civic  and  church  affairs  and  had  many 
honors  bestowed  upon  him.  Survivors  in- 
clude a son,  C.  P.  Hayes,  Jr.,  of  Elba,  and  a 
sister,  Mrs.  Nora  Clark  of  Ozark. 


^ ^ ^ 


DR.  A.  C.  JACKSON 

Dr.  Albert  C.  Jackson,  Walker  County  sur- 
geon, died  March  10.  He  was  a native  of 
Notasulga  and  a graduate  of  the  University  of 
Alabama  and  Tulane  Medical  College.  Dr. 
Jackson  was  a longtime  fellow  of  the  Ameri- 
can College  of  Surgeons,  a member  of  the 
Southeastern  Surgical  Congress  and  a Life 
Counsellor  of  MASA.  He  was  the  founder 
of  the  Walker  County  Hospital  which  he  do- 
nated to  the  city  of  Jasper  in  1956.  Survivors 
include  the  widow,  one  son,  Albert  C.  Jack- 
son,  Jr.,  of  Jasper,  and  two  daughters,  Mrs. 
James  Beech  of  Jasper  and  Mrs.  James  Snipes 
of  Montgomery. 


❖ ❖ ❖ 


DR.  WILLIAM  H.  ABERNETHY 

Dr.  William  H.  Abernethy  of  Troy  died 
March  14.  Dr.  Abernethy  had  served  the 
Pike  County  Medical  Society  for  many  years 
as  Secretary-Treasurer.  Survivors  include 
the  widow,  and  two  sons,  William  H.  Aber- 
nethy, Jr.,  of  Nashville,  Tenn.,  and  Thomas  B. 
Abernethy  of  Troy. 
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too  young 
to  be 

so  tired... 


revive  interest... 
restore  activity 
promptly  with 


Alertonic 


Calcium  glycerophosphate (2%  MDR  for  calcium  and  phosphorus)  100  mg. 


the  need  tor  a tonic 

knows  no  age  Anyone  can  feel  tired  and 


“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 
to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin^ 


Note: 

Condition 

No.  of 

No.  Responded 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved" 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 

Patients 

To  Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemyciri 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 
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1965  Crucial  Year  For  Medicine 


By  DONOVAN  F.  WARD,  M.  D. 
President,  American  Medical  Association 


The  year  1965  is  a crucial  year  for  Ameri- 
can medicine.  It  is  a year  in  which  important 
and  far-reaching  events  are  transpiring  that 
may  have  a long-lasting  impact  on  how  we 
practice  medicine  in  America. 

An  outstanding  highlight  in  medicine  in 
1965  will  be  the  114th  annual  convention  of 
the  American  Medical  Association  June  20- 
24  in  New  York  City.  It  is  our  conservative 
estimate  that  more  than  10  per  cent  of  all 
American  physicians,  and  perhaps  as  many 
as  15  per  cent  of  those  in  private  practice, 
will  register  for  the  New  York  convention. 

Nowhere  else  in  the  entire  world  do  phy- 
sicians gather  in  such  numbers  to  continue 
their  medical  education  in  an  intensive  short 
course  that,  literally,  has  something  for  ev- 
eryone. Hundreds  of  scientific  papers  will  be 
presented  by  the  top  medical  scientists  of  our 
time,  from  foreign  lands  as  well  as  our  own 
country.  Newest  teaching  films  will  be 


shown.  Hundreds  of  scientists  will  offer  ex- 
hibits in  which  the  entire  spectrum  of  medi- 
cal progress  in  1965  will  be  on  view. 

American  physicians  do  not  attend  the 
AM  A annual  convention  just  to  take  a trip 
to  New  York,  although  that  is  an  interesting 
sidelight.  They  attend  because  they  have 
learned  through  the  years  that  nowhere  else 
can  they  find  out  so  much  about  new  develop- 
ments in  medical  practice;  where  they  can 
learn  many  things  that  will  be  of  inestimable 
value  to  them  in  their  own  practices. 

The  Council  on  Postgraduate  Programs  of 
the  AMA  has  done  an  outstanding  job  in  pre- 
paring the  scientific  programs  for  the  114th 
annual  convention.  This  is  the  single  most 
important  medical  scientific  meeting  in  the 
world  this  year. 

On  behalf  of  your  professional  society,  the 
American  Medical  Association,  I urge  person- 
ally that  every  physician  in  America  attend 
the  June  convention. 


The  ‘Future’  of  Medicare 

(From  The  Huntsville  Times) 


The  administration  appears  to  be  sure  of 
enough  House  and  Senate  votes  to  enact  the 
Medicare  principle — that  is  medical  care  fi- 
nanced out  of  the  Social  Security  System 
through  payroll  taxes.  And  proponents  prob- 
ably will  be  satisfied  with  any  plan  that  ties 
into  Social  Security. 


There  now  has  been  a month  of  executive 
hearings  by  the  House  Ways  and  Means  Com- 
mittee. There  still  are  a lot  of  unresolved 
questions  concerning  details. 

Yesterday  the  committee  began  drafting  a 
bill  expected  to  be  ready  for  House  floor  ac- 
tion about  March  22.  But  one  is  entitled  to 
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Butazolidin^ 

brand  of 
phenylbutazone 


in  rheumatoid 
arthritis 


Geigy 


Therapeutic  effects 

A number  of  workers  have  reported  ma- 
jor improvement  in  50-75%  of  cases,  with 
some  successful  cases  going  into  com- 
plete remission. 

In  responsive  cases,  improvement  is  gen- 
erally seen  within  a week,  so  that  trial 
therapy  need  seldom  be  continued  be- 
yond this  period.  Alleviation  of  pain  is  fol- 
lowed quickly  by  improvement  of  function 
and  resolution  of  effusion  or  other  signs 
of  active  inflammation.  Relief  of  arthritic 
symptoms  is  quite  frequently  accompa- 
nied by  increased  appetite,  gain  in  weight 
and  an  improved  sense  of  well-being. 

The  initial  response  is  usually  maintained 
without  dosage  increases;  indeed,  ini- 
tial dosage  is  often  reduced  for  mainte- 
nance purposes. 

Salicylate  or  steroid  therapy  can  usually 
be  diminished  or,  in  some  instances, 
eliminated. 

Psoriatic  arthritis  responds  in  the  same 
way  as  rheumatoid  arthritis  but  the  skin 
lesions  are  usually  not  affected  either  fa- 
vorably or  adversely  by  treatment. 


Precautions 

Before  prescribing,  the  physician  should 
obtain  a complete  history  and  perform  a 
complete  physical  and  laboratory  exami- 
nation, including  a blood  count. 

The  patient  should  be  kept  under  close 
supervision  and  should  be  warned  to  re- 
port immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dys- 
crasia):  sudden  weight  gain  (water  reten- 
tion): skin  reactions;  black  or  tarry  stools. 

If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time. 

Side  effects 

The  most  common  side  effects  are  nau- 
sea, edema  and  drug  rash.  Infrequently, 
agranulocytosis,  generalized  allergic  re- 
action, stomatitis,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid  re- 
actions have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug. 

Contraindications 

These  include;  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  his- 


tory or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of 
drug  allergy:  history  of  blood  dyscrasia. 
The  drug  should  not  be  given  when 
other  potent  chemotherapeutic  agents 
are  given  concurrently  because  of  the 
increased  possibility  of  toxic  reactions; 
when  the  patient  cannot  be  seen  regu- 
larly; when  the  patient  is  senile. 

Note:  The  physician  should  be  fully  aware 
of  dosage,  precautions,  side  effects 
and  contraindications  as  contained  in 
the  complete  prescribing  information. 
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100  mg. 
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hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine 

methylbromide 

1.25  mg. 

Butazolidin®  brand  of  phenylbutazone 

Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3479 


EDITORIALS 


ask  why  this  year’s  hearings,  covering  much 
the  same  ground  as  have  open  hearings  in  the 
past,  have  been  surrounded  by  unusual  se- 
crecy. 

* * * 

We  recall  a St.  Louis  Globe  Democrat  story 
of  Feb.  1 which  reported  that  an  unpublished 
government  study  showed  the  administra- 
tion’s Medicare  proposal  would  cost  $3.8  bil- 
lion a year  by  1975  and  that  the  proposed 
special  health-care  fund  financed  by  Social 
Security  taxes  would  be  just  about  broke  by 
then. 

This  stirred  the  temper  of  some  commit- 
tee members  when  quoted  by  Dr.  Donovan 
F.  Ward,  president  of  the  American  Medical 
Association.  But  we  feel  that — regardless  of 
whether  there  is  basic  wisdom  in  the  Medi- 
care notion — that  the  information  in  the  St. 
Louis  Globe  Democrat  story  now  has  been 
authenticated  before  a hearing — a closed  ses- 
sion— of  the  Ways  and  Means  Committee. 

It  is  especially  relevant,  we  feel,  that  the 
Social  Security  Administration’s  top  actuary, 
Robert  J.  Myers,  now  has  conceded  to  the 
House  committee  that  the  administration’s 
plan  for  the  elderly  ailing  cannot  be  financed 
on  a permanent  basis  as  the  measure  now 
shapes  up.  And  Mr.  Myers  is  an  authority 
held  in  high  esteem  both  by  supporters  and 
opponents  of  Medicare. 


He  reports  that  payroll  taxes  to  pay  for 
Medicare  will  have  to  be  higher  or  the  wage 
base  larger  than  the  $5600  in  the  bill.  Mr. 
Myers  concedes  that  previously  published 
figures  had  extended  only  through  1972  and 
had  not  covered  1975.  It  would  be  during 
those  three  years  that  the  health  care  fund 
would  apparently  undergo  drastic  deterior- 
ation— from  a 1972  balance  of  $1.6  billion  to 
only  $258  million  at  the  end  of  1975. 

Mr.  Myers  agreed  that  it  would  be  obvious 
that  the  fund  would  be  exhausted  at  some 
time  after  1972  unless  the  fund’s  income  were 
increased  through  higher  payroll  taxes. 

^ ^ ^ 

It  is  elementary  then  (and  Mr.  Myers 
would  agree  with  this)  that  the  program 
can  be  regarded  as  on  a sound  basis  only  if 
it  is  assumed  that  the  wage  deduction  base 
be  kept  up  to  date  by  periodic  increases. 

Now  it’s  true  that  the  administration,  the 
Congress  and  the  public  can  adopt  the  ob- 
vious current  “out” — that  they  can  always 
decide  later  how  the  fund  is  to  be  kept  out 
of  bankruptcy. 

But  the  full  Congress  and  the  public  are 
entitled  to  go  into  this  program  with  no 
blindfold.  This  isn’t  the  kind  of  information 
that  they  should  have  to  depend  on  being 
“leaked”  from  a committee’s  closed  session. 


Health  Department  Needs  Help 

(From  The  Birmingham  Post-Herald) 


Alabama’s  troubles  as  far  as  the  State 
Health  Department  is  concerned  are  becom- 
ing intensified. 

Dr.  L.  R.  Murphree,  health  officer  serving 
Limestone,  Morgan  and  Lawrence  counties 
has  just  retired  on  reaching  the  mandatory 
retirement  age  of  70.  This  leaves  the  three 
counties  without  a health  officer. 

Some  nine  other  counties,  including  Mar- 
shall, Blount  and  Cullman,  have  no  fulltime 
health  officers. 

Warnings  were  given  about  this  situation 
some  time  ago.  Alabama’s  health  officers 


are  growing  old  and  few  are  coming  along 
to  replace  them. 

Money  is  the  chief  reason. 

Dr.  Murphree,  on  retirement,  was  drawing 
the  maximum  allowed  by  the  state — $12,000 
a year,  said  you  can  get  few  doctors  to  take 
such  a job  when  they  can  expect  to  earn 
much  more  in  private  practice. 

Legislators  will  have  this  problem  before 
them  when  they  meet  in  May.  They  should 
realize  that  schools  are  not  the  only  import- 
ant thing  for  Alabama.  Money  is  needed  for 
other  branches  of  government,  including  the 
state  health  department. 
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“We’re  puzzled”*... 


• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
• . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

• . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency — 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I 1 

I Gentlemen;  Please  send  my  first  bottle  of  100  Armour  Thyroid  I 
j tablets  offered  on  your  new  continuous  Physicians  Personal  1 
1 Use  Program.  | 


RELATED  ARMOUR  PRODUCTS: 


M.D. 


Thyrar^  (Beef  Thyroid)  Thytropar®  |Thyroiropin) 


ADDRESS 


ARMOUR  PHARMACEUTICAL 
COMPANY  . KANKAKEE,  ILLINOIS 


j CITY  STATE  ZIP  CODE 

I % gr.  'A  gr.  1 gr.  2 gr.  3 gr.  5 gr.  I 

Please  circle  potency  requested.  ^ 
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The  Bronchodilator  ivith  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  'Fhe  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephcdrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming).  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

miMncmeGG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

miIdJicuie.GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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AMA  Supports  Vaccination  Act  Extension 


The  American  Medical  Association  supports 
a five-year  extension  of  the  Vaccination  As- 
sistance Act. 

Dr.  James  Z.  Appel,  Lancaster,  Pa.,  presi- 
dent-elect of  the  AMA,  and  Dr.  Robert  C. 
Long,  Louisville,  Ky.,  a member  of  the  AMA 
board  of  trustees,  presented  the  AMA’s  po- 
sition on  the  vaccination  program  and  three 
other  health  care  bills  at  a hearing  of  the 
house  commerce  committee. 

“Medicine,  on  the  national,  state,  county, 
and  community  levels,  has  consistently 
worked  to  bring  to  its  patients  the  benefit  of 
advances  in  medical  research  and  develop- 
ment,” Dr.  Appel  said.  The  physicians  of 
America  and  the  Public  Health  Service  have 
long  been  partners  in  the  fight  against  dis- 
ease and  in  the  campaign  to  eradicate  con- 
tagious disease  wherever  it  is  found. 

“The  Vaccination  Assistance  Act  of  1962 
was  enacted  (with  AMA  support)  in  recog- 
nition of  the  fact  that  there  existed  all  over 
the  country  pockets  of  people,  particularly 
children,  who  were  not  utilizing,  or  who  did 
not  have  available  to  them,  vaccines  for  the 
prevention  of  poliomyelitis,  diphtheria, 
whooping  cough,  and  tetanus.  The  Act  au- 
thorizes grants  to  the  states  to  enable  them 
to  engage  in  a concentrated  campaign  to  pro- 
vide immunization  to  people  in  these  pockets. 
We  believe  that  substantial  progress  has  been 
made,  and  we  recommended  the  program’s 
continuation.  . . . 

“Medical  research  has  since  (1962)  pro- 
vided an  effective  vaccine  against  measles. 
An  intensive  vaccination  program  directed 
at  preschool  age  children  can  dramatically 
lessen  the  incidence  of  the  disease  and  reduce 
or  eliminate  the  serious  residual  effects  which 
are  sometimes  attendant  with  the  disease. 
We  therefore  believe  that  it  is  most  fitting 
that  in  extending  the  Vaccination  Act,  H.  R. 


2986  include  measles  in  the  authorized  vacci- 
nation programs.” 

The  AMA  also  supported  a five-year  ex- 
tension of  the  federal  grant  program  for  fami- 
ly health  services  for  migratory  workers. 

The  AMA  opposed  legislation  that  would 
authorize  the  Public  Health  Service  to  con- 
struct and  operate  regional  or  national  re- 
search facilities.  Dr.  Appel  said: 

“We  fail  to  see  how  research  can  be  classi- 
fied as  ‘regional’  or  ‘national’  or  ‘local’.  Re- 
search in  cancer  which  may  be  carried  on  in 
a medical  school  research  facility  in  a mid- 
western  city  is  as  ‘national’  in  character  as  if 
it  were  carried  on  in  a city  on  the  west  coast. 
Research  in  heart  disease,  or  in  any  of  the 
many  areas  of  interest  to  medical  science,  has 
no  geographic  bounds  . . . 

“We  believe  that  the  country  will  best  be 
served  through  the  utilization  of  the  experi- 
ence and  knowledge  of  institutions  which  are 
currently  engaged  in  medical  research.  Their 
record  is  a good  one.  We  see  no  reason  for 
beginning  a new  program  which  would  re- 
quire many  months  or  years  and  large  sums 
of  money,  and  which  would  compete  for 
scarce  skilled  research  manpower.  ...” 

Dr.  Long  outlined  the  AMA’s  opposition  to 
use  of  federal  matching  funds  for  initial 
staffing  of  community  health  centers. 
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“We  believ^e  that  once  the  center  has  been 
constructed,  the  community  should  assume 
the  remaining  responsibility,”  Dr.  Long  said. 

“The  providing  of  medical  care  is  essential- 
ly a community  affair.  The  federal  govern- 
ment’s participation  in  a matching  grant  pro- 
gram stimulates  the  start  of  the  local  pro- 
gram and  helps  the  state  or  community  over- 
come the  initial  heavy  financial  burden.  Most 
often,  the  problem  initially  facing  a com- 
munity is  the  one-time  large  construction- 
cost  expenditure.  Assistance  here,  by  way 
of  federal  matching  grants,  is,  in  our  opinion, 
appropriate.  The  funds  for  staffing,  however, 
should  remain  the  sole  responsibility  of  the 
local  community.  There  does  not  appear  to 
be  any  justification  for  federal  participation 
in  financing  this  type  of  expense,  nor  is  it 
likely  to  phase  out,  as  stated  in  the  bill,  once 
the  federal  government  has  assumed  this  re- 
sponsibility. If  the  community  cannot,  or 
will  not,  support  the  program  from  its  be- 
ginning years,  it  is  not  likely  to  do  so  later.” 

As  for  legislation  that  would  authorize  fed- 
eral mortgage  insurance  and  loans  to  help  fi- 
nance the  cost  of  constructing  and  equipping 
facilities  for  the  group  practice  of  medicine 
and  dentistry,  the  AMA  said: 

“We  do  not  believe  that  this  proposal  for 
federal  subsidy  can  be  justified.  Special  pref- 
erence to  physicians  who  will  be  eligible  for 
the  loan  or  mortgage  insurance  under  this 
measure  can  only  be  supported  on  the  basis 
that  adequate  sources  of  financing  do  not 
exist  through  banks,  insurance  companies, 
and  other  agencies.  We  know  of  no  such  evi- 
dence. It  has  not  been  demonstrated  that  this 
legislation  is  required  to  expand  currently 
available  public  or  private  funds  to  finance 
or  insure  the  construction  and  equipping  of 
medical  or  dental  groups.  . . . 

“The  bill  specifies  that  the  surgeon  general 
shall  give  preference  to,  in  effect,  closed  panel 
prepaid  group  health  plans.  This  priority  dis- 
criminates against  other  physicians  in  private 
practice  either  as  solo  practitioners  or  in  part- 
nerships or  groups.” 

^ ^ ^ 

The  AMA  also  has  emphasized  to  Congress 


that  the  Johnson  Administration’s  plan  for  a 
network  of  regional  medical  complexes  could 
have  “significant  impact”  upon  the  practice 
of  medicine  in  the  United  States. 

Dr.  F.  J.  L.  Blasingame,  executive  vice 
president  of  the  AMA,  advised  Sen.  Lister 
Hill  (D.,  Ala.),  chairman  of  the  senate  labor 
and  public  welfare  committee,  that  the  AMA 
could  not  testify  on  short  notice  on  S.  596,  the 
“Heart  Disease,  Cancer  and  Stroke  Amend- 
ments of  1965.” 

Despite  the  far-reaching  potentialities  of 
the  legislation.  Hill  unexpectedly  called  two 
days  of  hearings  on  short  notice  in  February. 

Blasingame  said  in  a letter  to  Hill: 

“We  regret  that  we  found  it  necessary  to 
inform  you  that  we  could  not  present  the  As- 
sociation’s views  at  that  time.  Because  of  the 
short  notice  given  of  the  hearings,  it  was  not 
possible  to  accord  this  important  legislation 
the  proper  measure  of  consideration  which  it 
warrants. 

“We  are  sure  that  this  committee  must  ap- 
preciate the  tremendous  significance  of  the 
legislation  before  it.  The  purposes  of  it, 
namely  to  assist  in  combating  heart  disease, 
cancer  and  stroke,  and  other  major  diseases, 
are  most  laudatory.  The  eradication  or  con- 
trol of  such  diseases,  as  well  as  of  all  other 
medical  afflictions  of  man,  has  been,  and  con- 
tinues to  be,  an  active  concern  and  goal  of 
medicine. 


(The  New  Physician) 
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“We  deem  it  imperative  that  S.  596  be  given 
consideration  commensurate  with  the  signifi- 
cant impact  which  it  could  have  upon  the 
course  of  medicine  and  upon  the  health  needs 
of  our  citizens. 

“The  Association  has  initiated  steps  within 
its  organization  to  give  to  S.  596  a most  care- 
ful analysis  of  its  intent  and  the  manner  in 
which  it  is  sought  to  be  implemented  and 
achieved.  We  cannot  urge  too  strongly  to  this 
committee  that  this  legislation  raises  consid- 
erations with  far-reaching  ramifications  and 
with  a potential  of  far-reaching  effects  upon 
the  nation’s  health  needs.  The  course  to  be 
charted  must  represent  the  most  judicious 
employment  of  the  nation’s  medical  re- 
sources.” 

The  bill  would  amend  the  Public  Health 
Service  Act  by  adding  a new  title  which 
would  authorize  the  appropriation  of  $50  mil- 
lion for  fiscal  1966,  and  such  sums  as  may  be 
necessary  for  the  next  four  years,  to  be  used 
as  grants  to  assist  public  or  private  nonprofit 


universities,  medical  schools,  research  institu- 
tions, and  other  public  or  nonprofit  institu- 
tions and  agencies  in  the  planning,  establish- 
ing, and  operating  of  regional  medical  com- 
plexes for  research  and  training  and  for 
demonstrations  of  patient  care  in  the  fields 
of  heart  disease,  cancer,  stroke,  and  other  ma- 
jor diseases. 

The  Administration  has  refused  to  give 
Congress  the  total  amount  of  planned  ex- 
penditures on  the  program,  if  it  is  approved 
by  Congress,  over  the  five-year  period.  But 
Administration  sources  estimated  $1.2  billion 

when  the  legislation  was  introduced. 

^ ^ ^ 

President  Johnson  has  named  Dr.  Luther 
L.  Terry  for  another  four-year  term  as  sur- 
geon general  of  the  Public  Health  Service. 

A 53-year-old  native  of  Alabama,  Terry  has 
been  with  the  PHS  since  1942  when  he  be- 
came assistant  director  of  the  National  Heart 
Institute.  The  late  President  Kennedy  ap- 
pointed him  surgeon  general  in  1960. 


DOCTOR!  A MINUTE,  PLEASE! 


We  know  you're  beseiged  by  insurance 
men  but  . . . The  Alabama  Medical  Asso- 
ciation has  a Special  Plan  tor  you. 


Your  I nsurance  Committee  has  Approved  It  And  Given  Us 
an  Exclusive  Endorsement. 


They  want  you  to  see  . . . 

THE  PLAN  THAT  PROTECTS  YOUR  INCOME! 

LOW  COST  TERM  LIFE  INSURANCE  ALSO  AVAILABLE! 


Administered  by: 


W.  T.  HALLIDAY 


AGENCY 

213  North  21st  Street 
Birmingham,  Alabama 


Mutual 

OF  OMAHA 


Life  Insurance  Affiliate: 

UNITED  OF  OMAHA 
UNITED  BENEFIT  LIFE  INSURANCE 
COMPANY 

Home  Offices:  Omaha,  Nebraska 
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Q PULVULES 

IIOSONE 

ERYTHROMYCIN  ESTOIATE 
CAPSUUS,  U S P 

250  mg. 

CAXmON— (V.S  A { Ivw  tmhit'H 
'wttbowt  p<^»a>pMeR 
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io  meet  an . 

extra 

challenge 


Test-tube  activity  of  a drug  is  only  one  indication  of  its  effectiveness.  More  im- 
portant is  the  amount  of  antibacterial  activity  at  the  site  of  infection. 

Ilosone®  produces  peak  levels  of  antibacterial  activity  two  to  Jour  times  those  of 
other  erythromycin  preparations.  Furthermore,  it  attains  them  earlier  and  main- 
tains them  longer. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 
There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local 
stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  un- 
common with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds — 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds — 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds — 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 


Ilosone® 

Erythromycin  Estolate 


Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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Fatal  Heart  Attacks  In  Male 
American  Physicians  In  1954  And  1964 

J.  H.  ROGERS.  M.  D. 

Gadsden,  Alabama 


During  the  past  ten  years  a number  of 
measures  have  been  proposed  as  means  of 
avoiding  heart  attacks — by  all  odds  the  lead- 
ing cause  of  death  in  men.  These  include 
fat  changes  in  the  diet,  obesity  control,  ef- 
forts to  lessen  emotional  and  nervous  stress 
and  strain,  physical  exercise,  avoidance  of 
cigarette  smoking,  blood  pressure  reducers, 
blood  cholesterol  reducers,  estrogens,  thyroid 
extract,  oral  diabetic  agents,  long  acting 
coronary  dilators,  anticoagulants  and  no 
doubt  others.  In  the  treatment  of  the  es- 
tablished attack,  anticoagulants  and  drugs 
for  the  control  of  shock  have  become  popular. 
Furthermore,  methods  of  identifying  those 
prone  to  heart  attacks  have  been  suggested 
(measurement  of  serum  cholesterol  is  prob- 
ably the  most  common  one)  in  addition  to 
the  well  recognized  ones  of  heredity,  diabetes, 
high  blood  pressure,  cerebral  ischemia,  pe- 
ripheral arterial  disease,  angina  pectoris,  and 
the  surest  of  all,  previous  nonfatal  attacks. 
It  is  natural  to  assume  that  physicians,  being 
aware  of  this  body  of  information,  would 
first  avail  themselves  of  it.  This  study  there- 
fore is  an  attempt  to  compare  the  current 
relative  incidence  of  fatal  heart  attacks  in 
this  group  with  that  of  ten  years  ago,  and 
perhaps  to  achieve  some  idea  of  the  effective- 
ness of  the  suggested  preventive  measures 
and  treatment.  Special  mention  should  be 
made  of  widely  publicized  reports  in  the  early 
1950’s,  indicting  cigarette  smoking  as  a cause 
of  lung  cancer.  These  reports  undoubtedly 
promptly  led  to  a marked  reduction  in  cig- 
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arette  smoking  among  American  physicians. 
More  recently  cigarette  smoking  has  been 
causally  “linked”  to  coronary  heart  disease. 

Material  for  the  study  was  obtained  from 
the  obituary  columns  of  the  Journal  of  the 
American  Medical  Association.  The  cause 
of  death  in  these  notices  is  usually  given  and 
in  some  detail.  The  age  is  always  given  and 
the  sex  may  be  determined  from  the  name. 
The  great  majority  are  presumably  white. 

Simple  numerical  ratios  exist  among  the 
numbers  of  the  common  causes  of  death  and 
this  fact  allows  meaningful  comparisons  to 
be  made.  Total  deaths  from  all  cancer  in 
men  remain  depressingly  constant  and  there- 
fore cancer  deaths  have  been  used  as  the 
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MALE  AMERICAN  PHYSICIANS  DEATHS  BY  CAUSE— 1954  AND  1964- 
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TABLE  I 

ALL  AGES 

1954 

125 

14 

8 

264 

138 

114  30 

4 

36 

6 

91 

808 

1964 

125 

17 

3 

293 

160 

85  54 

2 

29 

10 

89 

847 

TABLE  II 

UNDER  AGE 

70 

1954 

65 

8 

3 

142 

37 

41  10 

3 

22 

3 

44 

367 

1964 

63 

8 

1 

164 

38 

18  20 

1 

22 

5 

42 

373 

TABLE  III 

UNDER  AGE  70 

(ADJUSTED  TO  65  TOTAL  CANCER  CASES) 

1954 

65 

8 

3 

142 

37 

41  10 

3 

22 

3 

44 

367 

1964 

65 

9 

1 

178 

38 

19  22 

1 

23 

5 

42 

393 

yardstick  in  this  study.  Cancer  of  the  stom- 
ach is  said  to  be  declining  and  special  atten- 
tion attaches  to  cancer  of  the  lung,  particu- 
larly since  the  Surgeon  General’s  report  con- 
cerning tobacco  and  health  and  the  unques- 
tionable decline  in  cigarette  smoking  in  phy- 
sicians during  the  past  ten  years.  Therefore, 
special  columns  for  these  malignancies  have 
been  kept  in  the  following  tables  although 
they  are  also  included  in  the  ALL  CANCER 
Column.  While  the  type  of  cancer  in  the 
obituary  notice  is  usually  given,  a few  are 
simply  reported  as  “cancer,”  or  the  original 
site  of  the  tumor  is  not  clearly  identified. 
This  fact  should  be  borne  in  mind  in  con- 
sidering the  numbers  of  stomach  and  lung 
cancer  given  in  the  tables.  HEART  AT- 
TACKS include  cases  reported  as  such  or  as 
myocardial  infarction,  coronary  thrombosis, 
coronary  disease  or  other  designation  which 
might  reasonably  be  assumed  to  fall  under 
this  general  classification. 

The  1954  cases  were  obtained  from  Volume 
156  September — December  Journal  of  the 
American  Medical  Association.  The  1964 
cases  were  obtained  from  recent  issues  of 
the  Journal  beginning  in  June  and  working 
backwards  into  February.  Issues  were  not 
necessarily  consecutive  as  some  were  not 
available. 


There  were  125  cancer  cases  in  the  1954 
series  and  this  number  was  used  as  the  yard- 
stick in  measuring  the  1964  cases.  When 
this  number  was  reached  in  this  year  (1964), 
the  recording  was  stopped;  Table  I.  Table  II 
gives  the  cases  under  age  70  (The  Biblical 
allotted  time  of  man)  which  are  extracted 
from  the  original  table.  In  this  table  there 
are  two  less  cancer  cases  in  the  1964  series 
as  in  the  1954  series  (63  to  65).  This  figure 
is  evened  out  by  randomly  adding  the  neces- 
sary cases  from  an  additional  1964  issue; 
Table  III. 


COMMENT  AND  CONCLUSION 

By  the  method  employed,  no  improvement 
in  mortality  from  heart  attacks  among  male 
American  physicians  is  demonstrated  during 
the  past  decade  (1954-1964) — a period  which 
has  seen  many  proposals  for  their  prevention 
and  treatment.  Furthermore,  these  data  are 
in  conflict  with  the  hypothesis  that  cigarette 
smoking  is  causally  related  to  coronary  heart 
disease  since  there  undoubtedly  has  been  a 
sharp  decline  in  cigarette  smoking  among 
physicians  during  the  past  ten  years.  How- 
ever, a considerable  decline  in  stroke  deaths 


0 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAh  i 


FATAL  HEART  ATTACKS  IN  PHYSICIANS 


seems  to  have  occurred,  particularly  under 
age  70.  In  this  study  no  change  in  lung 
cancer  deaths  is  noted  in  the  small  number 
of  cases  recorded. 

The  dwindling  importance  of  stomach 
cancer  as  a major  cause  of  death  is  document- 
ed and  is  astonishing  and  unexplained.  Some 
20  odd  years  ago  gastric  carcinoma  accounted 
for  about  18  per  cent  of  the  total  deaths  from 
cancer  in  the  United  States  and  was  the  com- 
monest form  of  lethal  cancer.  (Cecil’s  Text- 
book of  Medicine,  6th  Ed.,  1943). 

ADDENDUM 

Since  this  paper  was  submitted  for  pub- 
lication, eight  issues  of  The  JAMA  have  ap- 
peared in  1965.  An  abbreviated  tabulation 


from  the  obituary  columns  gives  the  follow- 
ing results  which  remain  in  harmony  with 
the  COMMENT  AND  CONCLUSION. 


All 

Cancer 

Lung 

Cancer 

stomach  Heart 

Cancer  Attacks 

Strokes 

ALL  AGES 

78 

16 

2 201 

57 

UNDER  AGE  70 

40  11  0 122  21 

From:  The  Holy  Name  of  Jesus  Hospital,  Gads- 
den, Alabama. 
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LETTER  TO  THE  EDITOR 


Dear  Sir: 

Re:  Letterhead  for  each  Medical  Staff 

Does  the  Medical  Staff  of  any  hospital  in 
Alabama  have  its  own  letterhead?  Do  phy- 
sicians writing  on  behalf  of  official  medical 
organizations,  particularly  those  writing  at 
the  “grass  roots”  levels  for  committees,  use 
a letterhead  of  that  organization,  even  if 
typed?  I have  not  known  of  a “Medical 
Staff”  letterhead  in  any  of  the  places  I’ve 
studied  and  practiced  in,  including  New  Eng- 
land, Michigan,  New  Jersey,  Georgia  and 
California. 

A particular  occasion  for  a proper  letter- 
head is  when  “grass  roots”  workers  are  writ- 
ing about  business  of  a medical  organization. 
In  many  instances,  these  communications  are 
on  hospital  letterheads  and  appear  to  be  com- 
ing from  an  administrator’s  office,  yet  the 
contents  of  the  letters  are  very  foreign  to 
the  letterhead. 

Today  I asked  the  administrator  of  a local 
hospital  for  his  views  regarding  a “Medical 
Staff”  letterhead.  He  replied  that  the  trus- 
tees of  the  hospital  have  their  letterhead,  he 


has  his  letterhead  and  he  felt  that  it  was  only 
right  that  the  Medical  Staff  have  its  letter- 
head. Others  with  whom  I have  discussed 
this  topic  all  feel  that  this  identification 
would  do  much  to  help  establish  the  position 
of  the  Medical  Staff  and  help  the  public  un- 
derstand the  position  of  the  physician  in  re- 
lation to  organized  medicine  and  organized 
health  services. 

Recently  I brought  this  up  at  the  Coweta 
General  Medical  Society  meeting  and  we  will 
be  initiating  a resolution  to  carry  this  princi- 
ple of  identification  by  letterhead  through 
the  State  and  AMA  channels,  with  particular 
reference  and  application  to  Medical  Staffs 
of  hospitals.  Some  Medical  Staffs  may  want 
to  initiate  this  identification  before  such  a 
resolution  advances  through  the  various 
channels. 

I wonder  what  the  effect  would  be  if  gov- 
ernment and  other  planners  each  received  a 
letter  from  the  Medical  Staff  of  each  hospital 
in  Alabama.  I do  not  believe  this  avenue  has 
been  explored. 

Sincerely  yours, 

Robert  M.  Webster,  M.  D. 
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Adenomammectomy  For  Marked  Cystic  Disease  Of  The 
Breast  With  Insertion  Of  Prosfhesis 

GRAY  C.  BUCK,  M.  D..  F.  A.  C.  S. 

Birmingham,  Alabama 


Dr.  Buck  is  Assistant  Professor  of  Surgery  at 
the  Medical  College  of  Alabama. 

Presented  at  the  13th  Annual  Scientific  Meeting 
of  the  Alabama  Chapter,  American  College  of  Sur- 
geons at  the  Grand  Hotel,  Point  Clear,  Alabama 
on  February  6,  1965. 

This  is  another  use  for  plastic  in  the  human 
body.  It  joins  the  many  other  spare  parts 
that  are  now  being  surgically  installed.  The 
title  of  my  paper  is  “Adenomammectomy  for 
Marked  Cystic  Disease  of  the  Breast  with  In- 
sertion of  a Prosthesis.”  Adenomammectomy 
is  the  excision  of  the  glandular  portion  of  the 
breast  with  preservation  of  the  skin,  areola 
and  nipple.  This  is  not  a new  procedure. 
Surgeons  have  been  performing  this  opera- 
tion for  over  ten  years  but  their  results  in 
the  past  have  not  been  satisfactory  because  a 
good  breast  prosthesis  was  not  available. 

Marked  cystic  disease  of  the  breast  has 
been  a difficult  disease  process  to  treat.  Hor- 
mone therapy,  aspiration,  and  simple  biopsy 
have  been  the  generally  accepted  conserva- 
tive methods  of  treatment.  When  these  have 
failed,  quadrant  resection  and  eventually  sim- 
ple mastectomy  have  been  necessary.  Cystic 
disease  of  the  breast  varies  from  a few  simple, 
isolated  cysts  (usually  in  the  upper  outer 
quadrant)  to  generalized  shotty  breasts  to 
diffuse  cystic  disease.  Nipple  discharge  is 
frequent  and  is  usually  dirty  gray  or  green- 
ish in  color.  A bloody  discharge  from  the 
nipple  usually  denotes  intraductal  papilloma 
or  carcinoma  and  in  these  cases  biopsy  is 
mandatory. 

I do  not  intend  to  pursue  the  disease  process 
itself  other  than  to  say  the  exact  etiological 
causes  of  cystic  disease  of  the  breasts  are  un- 
certain. Most  have  been  lumped  under  that 
category  of  hormone  imbalance. 

A patient  with  advanced  cystic  disease  of 
the  breast  soon  becomes  discouraged  with 
frequent  biopsies  and  unending  trips  to  the 
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doctor’s  office  for  evaluation  and  aspiration. 
The  doctor  himself  hesitates  to  resort  to  the 
radical  but  curative  therapy  of  mastectomy. 
Both  the  doctor  and  the  patient  are  very  con- 
scious of  the  possibility  of  carcinoma.  When 
mastectomy  finally  became  necessary  to  re- 
lieve the  patient’s  plight,  an  adenomammec- 
tomy with  an  insertion  of  a breast  prosthesis 
should  be  considered.  If  the  patient  is  at  all 
interested,  the  pitfalls  and  complications  of 
such  a procedure  should  be  carefully  ex- 
plained to  her.  These  are  principally: 

1.  Loss  of  the  prosthesis  due  to  infection. 

2.  Necrosis  of  the  skin  or  nipple. 

3.  Final  results  cannot  hope  to  be  exactly 
like  normal  breasts. 

On  the  other  hand,  she  can  be  told  that  the 
post-operative  appearance  and  consistency  is 
quite  normal  and  she  can  be  reassured  to 
know  that  she  would  be  rid  of  the  diseased 
tissue  and  that  she  would  never  have  car- 
cinoma of  the  breast.  Also,  if  complications 
should  occur,  the  results  would  be  no  worse 
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than  if  she  had  had  simple  mastectomy  ini- 
tially. 

Before  presenting  the  case  and  the  opera- 
tive technique,  1 would  like  to  show  you  the 
prostheses  available  and  tell  you  something 
about  them.  These  prostheses  are  made  of  an 
inert  plastic  material.  The  Dow  Corning 
Corporation  of  Midland,  Michigan  makes  a 
thin-walled  silicone  prosthesis  which  envel- 
ops a mass  of  semifluid  silicone  gel.  This 
prosthesis  is  backed  with  Dacron  net  to  per- 
mit tissue  fixation  and  assure  firm  chest  wall 
attachment.  Fibroblasts  will  not  invade  this 
prosthesis.  This  one  is  designed  to  approxi- 
mate the  softness,  the  contour  and  the  fluid- 
like mobility  of  the  normal  breast.  This 
prosthesis  at  first  impression  seems  heavy 
but  the  specific  gravity  of  the  semifluid  sili- 
cone gel  being  0.98  is  only  slightly  greater 
than  that  of  body  fat  of  0.90.  The  second  type 
of  prosthesis  developed  by  Dr.  John  Pangman 
is  made  by  the  Polyplastic  Silicone  Products 
Company  of  Santa  Barbara,  California.  It  is 
made  of  a premolded  inner  form  of  polyure- 
thane, covered  by  a thin  layer  of  silicone  rub- 
ber and  this  in  turn  covered  by  a thin  sheath 
of  polyurethane.  Fibrous  tissue  penetrates 
this  outer  foam  covering  and  allows  firm  at- 
tachment to  the  fascia  and  skin  but  does  not 
invade  the  silicone  layer.  Each  of  these  can 
be  ordered  in  various  sizes  and  shapes  to  suit 
the  desires  and  physical  characteristics  of  the 
patient. 

I elected  to  use  the  Pangman  for  replace- 
ment after  adenomammectomy  since  it  has 
the  porous  shell  that  becomes  adherent  quick- 
ly to  the  surrounding  tissue  and  is  much 
lighter.  Plastic  surgeons  have  also  been  using 


plastic  forms  for  about  ten  years  to  increase 
the  size  of  the  breast.  These  newer  forms 
have  replaced  the  polyvinyl  sponge  and  the 
dermafat-fascial  transplants.  When  used  for 
cosmetic  purposes,  the  prosthesis  is  inserted 
beneath  the  breast  in  a pocket  (the  retro- 
mammary bursa)  made  between  the  breast 
and  the  pectoralis  major  muscle  through  an 
inferior  curved  incision.  This  is  a much 
simpler  procedure  than  performing  an 
adenomammectomy  and  does  not  destroy  the 
blood  supply  or  sensation  to  the  breast.  The 
consistency  of  the  breast  is  not  changed  ap- 
preciably since  there  is  normal  breast  tissue 
above  the  prosthesis. 

The  patient  in  this  case  is  a forty-year  old, 
married  woman,  the  mother  of  an  eleven  year 
old  child.  She  was  first  found  to  have  cystic 
disease  of  the  breast  in  1953  when  a biopsy  of 
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the  left  breast  was  done.  The  pathological 
report  was  benign  fibrocystic  disease  of  the 
breast.  In  1961  cysts  appeared  in  the  right 
breast  and  two  biopsies  were  done.  The 
pathological  report  was  again  benign  cystic 
disease  of  the  breast.  Her  doctor  continued 
to  follow  her  for  two  years  and  tried  hormone 
therapy  and  several  aspirations.  During  this 
time  her  menstrual  cycle  remained  normal. 
In  1963  he  finally  advised  mastectomy.  There 
is  a familial  history  of  carcinoma  in  her  fam- 
ily. Her  mother  died  of  carcinoma  of  the 
breast  and  her  aunt  of  carcinoma  of  the  uter- 
us. I saw  this  patient  for  the  first  time  on 
March  2, 1963,  and  followed  her  for  16  months 
during  which  time  three  aspirations  of  cysts 
were  done.  Both  of  her  breasts  contained 
multiple  cysts,  the  largest  being  on  the  left 
and  measured  about  two  and  one-half  centi- 
meters in  diameter.  The  aspirant  was  a yel- 
low, slightly  cloudy  fluid.  There  was  no 
nipple  discharge  in  this  case.  A mammogram 
was  done  and  the  radiologist  reported  no 
areas  suspicious  of  carcinoma  but  made  a 
diagnosis  of  diffuse  cystic  disease  of  both 
breasts.  Transillumination  was  of  no  help. 

After  discussing  the  problem  with  the  pa- 
tient she  decided  she  would  like  to  try  the 
prosthesis.  On  July  21,  1964,  she  was  taken 
to  the  operating  room  and  the  skin  of  the 
whole  anterior  chest  wall  was  prepped  and 
draped  with  vidrape  so  that  we  would  not 
have  to  touch  the  exposed  skin  during  the  dis- 
section. The  skin  had  been  prepped  the  day 
before  with  surgical  soap.  An  elliptical  in- 
cision was  made  beneath  the  right  breast  and 
with  careful  dissection  the  glandular  portion 
of  the  breast  was  removed.  Special  care  was 
taken  to  make  the  skin  flap  as  thick  as  pos- 
sible and  to  remove  only  breast  tissue. 
Bleeding  was  meticulously  controlled  with 
5-0  black  silk.  Electrocoagulation  and  catgut 
were  purposely  not  used  because  of  possible 
excessive  tissue  damage  and  tissue  reaction. 
While  we  were  drying  up  the  wound  as  care- 
fully as  possible,  the  specimen  was  being  sec- 
tioned at  multiple  areas  for  frozen  section 


diagnosis  by  the  pathologist.  Until  carcino- 
ma was  ruled  out,  dissection  on  the  opposite 
side  could  not  begin.  After  clearance  from 
the  pathologist,  an  identical  procedure  was 
carried  out  on  the  left  side.  A large  Pangman 
prosthesis  was  then  positioned  beneath  the 
skin  flaps  using  the  apex  of  the  prosthesis 
and  the  nipple  and  the  midline  of  the  clavicle 
as  landmarks.  Because  of  the  oozing  that 
occurs  following  an  adenomammectomy, 
plastic  Bardic  catheters  were  placed  in  each 
lateral  pectoral  sulcus  and  brought  out 
through  a stab  wound  below  the  incision. 
These  catheters  were  attached  to  a Gumco  e- 
lectric  suction  and  were  removed  48  hours 
later.  Any  accumulation  of  fluid  after  this 
could  be  aspirated  with  a needle  but  in  this 
case  aspiration  was  not  necessary.  The  skin 
was  closed  with  interrupted  5-0  silk  sutures 
after  using  4-0  black  silk  in  the  subcutaneous 
layer.  Pressure  dressings  were  not  applied 
because  of  fear  of  cutting  off  the  circulation 
to  the  skin  flaps.  A supporting  brassiere  type 
of  dressing  was  placed  over  the  incisions  and 
the  skin  and  nipple  could  be  observed  for  dis- 
coloration and  ischemia.  Prophylactic  peni- 
cillin and  streptomycin  were  given  parenter- 
ally.  The  patient  was  instructed  not  to  press 
on  the  breasts  and  to  lie  principally  on  her 
back  so  the  prostheses  would  not  slip  out  of 
alignment  until  they  had  become  adherent  to 
the  skin  and  pectoral  fascia.  The  skin  su- 
tures were  removed  in  seven  days. 

This  was  a one-stage  procedure  but  perhaps 
a two-stage  procedure  might  be  less  subject 
to  necrosis  and  infection — the  first  stage  be- 
ing a bilateral  adenomammectomy,  the  sec- 
ond the  insertion  of  the  prostheses. 

In  conclusion,  insertion  of  a breast  prosthe- 
sis should  be  considered  in  a patient  that 
needs  mastectomy  because  of  marked  cystic 
disease  of  the  breast.  This  should  be  used 
only  in  selected  cases,  depending  primarily 
upon  the  personality  and  wishes  of  the  pa- 
tient and  finally,  this  procedure  can  spare 
many  a woman  the  severe  psychic  trauma  of 
the  loss  of  her  breasts. 
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Recent  Advances  In  The  Study  Of 
Rheumatoid  Arthritis- 

I The  Patient  On  Corticosteroids* 

FRANK  LEHN.  M.  D.** 


I 

The  “steroid  era”  began  in  September,  1948, 
when  Dr.  Philip  Hench  administered  the  first 
I injection  of  cortisone  to  a patient  with  rheu- 
matoid arthritis. 1 In  the  ensuing  years  virtu- 
ally  every  disease  that  afflicts  man  has  been 
I given  a trial  of  therapy  with  corticosteroids 
or  their  synthetic  analogues.  This  addition 
of  corticosteroids  to  the  physician’s  therapeu- 
I tic  armamentarium  has  brought  about  the 
suppression  of  many  disease  entities  not 
amenable  to  other  types  of  therapy. 

With  the  advent  of  corticosteroid  therapy, 
however,  a host  of  less  desirable  effects  be- 
came apparent.  These  “side  effects”  includ- 
ed peptic  ulcer,  osteoporosis,  hirsutism,  psy- 
chotic disorders,  hypertension,  nitrogen  im- 
balance, diabetes  mellitus,  abnormal  sub- 
cutaneous fat  deposition,  acne  vulgaris,  skin 
ecchymoses,  increased  susceptibility  to  infec- 
tion and  neurogenic  derangement  of  weight- 
bearing joints.  Other  effects  that  probably 
result  from  excessive  corticosteroid  adminis- 
tration are  vasculitis,  myopathy  and  even 
worsening  of  the  disease  process,  particularly 
that  of  rheumatoid  arthritis. 

Often,  though,  the  desired  effect  is  suffi- 
ciently pronounced  so  that  continued  usage 
is  warranted  in  the  majority  of  patients 
placed  on  corticosteroid  therapy.  Patients 
with  ulcerative  colitis,  bronchial  asthma,  con- 
nective tissue  disease  and  a host  of  other 
disease  entities  have  been  satisfactorily  man- 
aged on  long-term  corticosteroid  therapy. 

The  patient  on  long-term  corticosteroid 
therapy  presents  a special  problem  to  the 


*This  investigation  was  supported  by  Public 
Health  Service  Grants  T1  AM  5000  and  AM  03555 
from  the  National  Institute  of  Arthritis  and  Meta- 
bolic Diseases  and  Merck  Sharp  and  Dohme,  West 
Point,  Pennsylvania. 

**From  the  Division  of  Rheumatic  Diseases,  De- 
partment of  Medicine,  University  of  Alabama 
Medical  Center,  Birmingham,  Alabama. 


practicing  physician  when  the  patient  is  sub- 
jected to  a sudden  stress,  either  foreseen  or 
unforeseen,  for  acute  adrenal  insufficiency 
secondary  to  pituitary-adrenal  suppression 
may  occur  in  such  conditions.  Such  an  emer- 
gency was  first  noted  four  years  after  the 
introduction  of  corticosteroid  therapy.  A 
case  of  fatal  postoperative  shock  was  report- 
ed in  a patient  on  maintenance  cortisone  dos- 
age who  had  discontinued  therapy  two  days 
prior  to  a surgical  operation.-  This  first  re- 
port has  been  followed  by  others  incriminat- 
ing both  ACTH  and  corticosteriod  therapy  as 
being  capable  of  producing  a decreased  re- 
sponse to  stress  by  the  pituitary-adrenal 
mechanism.  Even  while  the  patient  is  re- 
ceiving corticosteroids,  the  superimposition 
of  a state  of  stress  may  lead  to  acute  adrenal 
insufficiency  since  the  resiliency  which  char- 
acterizes normal  pituitary-adrenal  function  is 
replaced  by  a fixed  exogenous  amount  of 
corticosteroid.  Indeed,  one  may  see  the  pic- 
ture of  Cushing’s  syndrome  in  a patient  with 
acute  adrenal  insufficiency,  a paradox  of 
iatrogenic  origin. 

No  general  statement  can  be  made  with 
certainty  as  to  which  patients  will  show 
adrenal  atrophy  and  diminished  responsive- 
ness to  stress.  Two  groups^-^  observed  that 
therapy  with  hydrocortisone  or  synthetic  an- 
alogues for  as  little  as  five  days  would  de- 
press adrenocortical  function  although  there 
was  noted  to  be  marked  individual  variation 
in  that  one  of  the  patients  studied  showed  no 
suppression  even  after  two  years  of  therapy. 

Danowski  and  his  group''  recently  pub- 
lished their  observations  that  small  doses  (20 
mgm  hydrocortisone  or  equivalent)  of  corti- 
costeroids may  be  administered  continuously 
for  years  without  pituitary-adrenal  suppres- 
sion, large  doses  (300  mgm  hydrocortisone  or 
equivalent)  could  be  administered  for  a 
month  or  more  without  ill  effect  and  that  in- 
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termittent  schedules  could  be  safely  utilized 
for  long-term  administration  of  large  dosages. 
These  studies  were  done  with  relatively 
healthy  subjects  and  would  be  difficult  to  ap- 
ply to  patients  with  a debilitating  disorder 
such  as  rheumatoid  arthritis  in  which 
hypoadrenocorticism  or  hypopituitarism  may 
be  a feature  of  the  disease  process  itself. 

It  then  becomes  incumbent  upon  the  prac- 
ticing physician  to  possess  a rational  scheme 
for  dealing  with  the  exigency  posed  by  the 
patient  on  corticosteroid  therapy  and  sub- 
jected to  stress. 

No  completely  reliable  screening  test  for 
evaluation  of  pituitary-adrenal  response  to 
stress  has  been  worked  out  at  the  time  of  this 
writing.  The  procedures  that  can  be  utilized 
for  evaluation  rely  upon  normal  physiological 
mechanisms. 

The  anterior  pituitary  secretes  ACTH 
(corticotropin)  which  in  turn  stimulates 
secretion  of  hydrocortisone  and  other  steroid 
compounds  by  the  adrenal  cortex.  Hydro- 
cortisone is  the  only  compound  secreted  by 
the  adrenal  cortex  that  blocks  release  of 
ACTH  by  the  pituitary  and  thus  serves  as  a 
“negative  feedback”  in  that  the  more  hydro- 
cortisone present,  the  less  ACTH  secreted 
and  vice  versa.  This  action  of  hydrocortisone 
may  take  place  at  the  level  of  the  hypothala- 
mus, for  substances  liberated  here  do  control 
ACTH  release,  it  may  act  at  the  pituitary 
level,  or  at  both  sites. 

The  “negative  feedback”  mechanism  can 
be  tested  by  the  use  of  methopyrapone  (SU 
4885),  a compound  that  blocks  the  11-beta 
hydroxylation  of  hydrocortisone  precursors. 
The  anterior  pituitary,  thus  released  from  the 
inhibiting  influence  of  hydrocortisone,  in- 
creased the  production  of  ACTH,  as  measured 
by  a resultant  increase  in  urinary  17-hydrox- 
ysteroids. 

This  test  is  only  a measure  of  the  “nega- 
tive feedback”  control  of  ACTH  secretion. 
Under  conditions  of  stress,  mechanisms  other 
than  this  are  probably  responsible  for  in- 
creased ACTH  secretion.*"’  Reproducible 
quantitated  stresses  such  as  hypoglycemia 
and  bacterial  pyrogens  have  been  utilized  to 


evaluate  response  to  stress.  Jenkins  and 
Elkington"  found  that  the  pyrogen  test  would 
elicit  normal  responses  (as  measured  by  plas- 
ma 17-hydroxycorticosteroid  increases)  in 
partially  hypophysectomized  patients  who 
had  shown  no  response  to  methopyrapone, 
indicating  that  the  pyrogen  test  may  be  of 
more  significance  in  evaluating  ability  to  re- 
spond to  stress  in  patients  with  suspected 
pituitary-adrenal  suppression. 

Response  to  ACTH  may  be  even  more  valu- 
able. Meador**  has  described  a characteristic 
adrenocortical  “blunted  response”  in  patients 
with  pituitary-adrenal  suppression  secondary 
to  long-term  corticosteroid  therapy.  Hydro- 
cortisone secretion  by  the  suppressed  adrenal 
cortex  shows  prolonged  diminution  of  re- 
sponse to  ACTH  when  graphically  plotted. 

Sampson'-’  has  utilized  the  six-hour  plasma 
hydrocortisone  response  to  intravenous 
ACTH  in  a group  of  patients  with  ulcerative 
colitis  who  had  been  on  prolonged  corticoster- 
oid therapy  (three  weeks  or  longer  in  all  but 
one  patient)  and  all  had  received  corticoster- 
oids within  a year  of  operation.  Those  who 
responded  satisfactorily  were  not  given  sup- 
plemental corticosteroids  and  suffered  no  ill 
effects  when  surgery  was  performed.  Those 
who  did  not  respond  satisfactorily  did  require 
supplemental  corticosteroid  therapy.  With 
larger  series  of  patients,  this  approach  may 
ultimately  prove  to  be  the  procedure  of 
choice.  Its  advantages  include  the  relative 
speed  and  simplicity  of  the  procedure  as  well 
as  its  possible  reliability.  Its  main  disadvan- 
tage is  that  it  does  not  assess  pituitary  func- 
tion. 

In  the  emergent  situation,  of  course,  no 
evaluation  techniques  are  available  at  pres- 
ent. 

The  lack  of  adequate  facilities  and  the  ex- 
pense of  investigation  of  each  patient  indi- 
vidually may  be  relatively  prohibitive.  The 
physician  may  then  decide  to  give  supple- 
mental corticosteroids  to  the  patient  that  he 
suspects  of  pituitary-adrenal  suppression  but 
cannot  evaluate  because  of  the  time  required, 
the  expense  involved,  or  the  lack  of  facilities 
(although  relatively  modest  facilities  are  re- 
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EMPIRICAL  REGIMEN  FOR  PATIENTS  ON  LONG-TERM 
CORTICOSTEROID  THERAPY  AT  TIME  OF  OPERATION 


MAYO  CLINIC' 

(1)  Cortisone  Acetate,  200  mgm 
I.M.  48.  24  and  1 hour  before 
anesthesia. 

(2)  Hydrocortisone  Hemisucci- 
nate  kept  ready  for  I.V.  use 
if  needed. 

(3)  Withdraw  abruptly  on  first 
or  seeond  postoperative  day 
or  taper  gradually,  depend- 
ing on  eondition  of  patient 
and  desirability  of  treating 
underlying  disease. 

(1)  Cortisone  Acetate,  200  mgm 
I.M.  as  soon  as  possible. 

(2)  Hydrocortisone  Phosphate. 
100  mgm  I.M.  1 hour  before 
anesthesia  and  every  8 hours 
thereafter. 

(3)  Hydrocortisone  Hemisucci- 

nate  kept  ready  for  I.V.  use 
if  needed. 

(1)  Cortisone  Acetate,  50  to  100 
mgm  preoperative  1-2  hours 
before  anesthesia. 

(2)  Cortisone  Acetate.  50  mgm 
when  patient  recovers  con- 
sciousness. 

(3)  Hydrocortisone  Hemisucci- 

nate  kept  ready  for  I.V.  use 
if  needed. 


LAHEY  CLINIC''’ 

(1)  Cortisone  Acetate,  200  mgm 
I.M.  12  & 2 hours  before 
anesthesia. 

(2)  Cortisone  Acetate,  100  mgm 
I.M.  12  hours  after;  50  mgm 
at  24  hours  and  36  hours:  25 
mgm  at  48  hours. 

(3)  Hydrocortisone  Hemisucci- 
nate  kept  ready  for  I.V.  use. 


(1)  Cortisone  Acetate,  200  mgm 
I.M.  2 hours  before  anes- 
thesia. 

(2)  Hydrocortisone  Hemisucci- 
nate,  100  mgm  in  500  cc  of 
distilled  water  I.V.  during 
operation. 

(3)  Postoperative  dose  as  above. 

(1)  Same  as  Mayo. 


UNIVERSITY  OF  ALABAMA  V‘ 

(1)  100  mgm  Hydroeortisone 
Hemisuccinate  or  phosphate 
I.M.  or  I.V.  q4th  on  day  of 
operation. 

(2)  50  mgm  q4h.  next  24  hours. 

(3)  50  mgm  q6h.  next  24  hours. 

(4)  50  mgm  q8h.  next  24  hours. 

(5)  30  mgm  q6h.  next  24  hours  p.o. 

(6)  20  mgm  q6h.  next  24  hours  p.o. 

(7)  20  mgm  q8h.  next  24  hours  p.o. 

(8)  10  mgm  q6h.  next  24  hours  p.o. 

(9)  10  mgm  q8h.  next  24  hours  p.o. 


(1)  As  above. 


(1)  100  mgm  Hydrocortisone 
Hemisuccinate  I.M.  prior  to 
surgery. 


quired  for  the  six-hour  intravenous  ACTH 
test) . 

A prudent  approach  would  seem  to  be  to 
suspect  any  patient  of  pituitary-adrenal  sup- 
pression who  has  received  20  mgm  of  hydro- 
cortisone or  equivalent  (or  unknown  dosage) 
for  two  weeks  or  more  within  the  year  prior 
to  surgery.  This  would  be  particularly  ap- 
plicable in  the  patient  with  debilitating 
disease  such  as  rheumatoid  arthritis,  myxe- 
dema, tuberculosis  or  others. 

In  the  accompanying  table  are  listed  the 
empirical  regimens  of  the  Mayo  Clinic,  the 
Lahey  Clinic  and  the  University  of  Alabama 
Medical  Center.  These  dosage  schedules  can 
be  amended  for  any  type  of  stress  as  well  as 
guidance  for  “steroid  prep”  for  the  surgical 
patient. 
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AMERICAN  COLLEGE  OF  GASTROENTEROLOGY 
ANNOUNCES  ANNUAL  RORER  AWARDS 


The  American  College  of  Gastroenterolo- 
gy, in  co-operation  with  William  H.  Rorer, 
Inc.,  of  Fort  Washington,  Pa.,  has  an- 
nounced the  1965  Rorer  Awards  Contest 
for  the  best  papers  in  Gastroenterology. 

There  will  be  two  classes  of  awards.  One 
class  is  for  the  best  unpublished  papers 
in  gastroenterology  or  an  allied  subject. 
This  category  is  open  to  interns,  residents, 
or  fellows.  First  Prize — $500.00  and  a 
three-year  subscription  to  The  American 
Journal  of  Gastroenterology,  official  pub- 
lication of  the  American  College  of  Gastro- 
enterology; Second  Prize — $300.00  and  a 
two-year  subscription;  Third  Prize  — 
$200.00  and  a one-year  subscription. 

All  papers  submitted  must  represent 
original  work  in  gastroenterology,  or  an 
allied  subject,  and  must  not  have  been  pre- 
viously presented  at  meetings  of  any  Na- 
tional Society. 

The  contents  of  the  papers  may  be  clini- 
cal or  basic  science.  Clinical  papers  must 
not  be  case  records,  but  controlled  clini- 
cal work. 

The  length  of  a paper  is  no  criterion  for 
originality  or  value. 

All  entries  must  be  typewritten  in  Eng- 
lish, double-spaced  on  one  side  of  the  pa- 
per, and  submitted  in  six  copies. 

The  winning  entry  will  be  selected  by 
the  Research  and  Scientific  Investigation 
Committee  of  the  American  College  of  Gas- 
troenterology and  the  awards  will  be  made 
at  the  Annual  Convention  Banquet  of  the 
College,  to  be  held  in  Bal  Harbour,  Florida 
in  October  1965. 

All  papers  selected  for  awards  become 
the  property  of  the  American  College  of 
Gastroenterology,  and  the  decision  of  the 
judges  will  be  final. 

Should  none  of  the  papers  submitted 
meet  the  standards  set  by  the  Committee, 
the  Committee  reserves  the  right  to  with- 
hold the  making  of  any  award. 


The  recipients  of  the  first  two  prizes  will 
be  given  the  opportunity  of  presenting 
their  papers  in  person  at  the  Annual  Meet- 
ing of  the  College  in  October  of  1965. 

All  entries  must  be  received  no  later 
than  June  30,  1965  and  should  be  addressed 
to  the  Research  and  Scientific  Investiga- 
tion Committee,  American  College  of  Gas- 
troenterology, 33  West  60th  Street,  New 
York,  N.  Y.  10023. 

A second  award  will  be  given  for  the 
best  paper  published  in  the  American 
Journal  of  Gastroenterology.  First  Prize — • 
$500.00  a n d a three-year  subscription  to 
The  American  Journal  of  Gastroenterolo- 
gy; Second  Prize — $300.00  and  a two-year 
subscription;  Third  Prize — $200.00  and  a 
one-year  subscription. 

These  prizes  are  to  be  awarded  for  the 
best  papers  published  in  The  American 
Journal  of  Gastroenterology  during  the  12 
months  ending  June  30,  1965,  for  which 
no  previous  prize  has  been  awarded. 


Senate  Passes  Health  Bill 

The  U.  S.  Senate  has  passed  the  Communi- 
ty Health  Services  Extension  Bill  which  ex- 
tends federal  grants-in-aid  to  states  to  help 
provide  essential  health  services.  The  bill 
was  authored  by  Senator  Lister  Hill 
(D-Ala.). 

The  proposal  extends  four  existing  grant- 
in-aid  programs  presently  authorized  under 
the  Public  Health  Service  Act,  including  the 
immunization  programs  against  polio,  diph- 
theria, whooping  cough  and  tetanus;  pro- 
grams of  matching  grants  in  the  fields  of 
mental  health,  dental  health,  radiological 
health,  chronic  illness  and  general  assistance 
to  State  Health  Departments;  programs  of 
health  services  for  migratory  workers  and 
their  families;  and  grants  to  the  twelve 
schools  of  Public  Health  throughout  the 
country. 
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CHECK 

Your  Advantages 
In  Trading  With  Us 


□ CONFIDENCE — Backing  our  products  and  customers 

always 

□ PROMPT  DELIVERIES  — City  wide 

□ EMERGENCY  DELIVERIES  — Instantaneous 

□ QUALITY  MERCHANDISE  — Nation's,  leading 

manufacturers 

□ COMPLETE  STOCKS  — 9,000  items,  minimum 

backorders 

Q FRESH  STOCKS  — "On  the  ball"  buying  system 
[[]  CLEAN  STOCKS  — Modern,  air-conditioned  warehouse 

□ PROFESSIONAL  PERSONNEL  — With  years  of  experience 

□ ACCURATE  BILLING  — Neat  invoices,  within  24  hours 
Q LIBERAL  TERMS  — Lowest  rates  in  the  industry 

□ LOWEST  PRICES  — Through  efficient  management 

□ EASY  SHOPPING  — Central  location,  plenty  of  free 

parking 

Q MODERN  DISPLAYS  — Clean  and  air-conditioned 
Q REPAIR  SERVICE  — Competent  men  and  complete  shop 

□ LOANERS  FOR  EMERGENCIES  — When  your  equipment 

is  down 

Q MAINTENANCE  SERVICE — To  prolong  your  equipment's 
life 

Q RENTAL  SERVICE  — Most  complete  line 

□ CITIZENSHIP  — Faithfully  supporting  City,  State  and 

Institutions  since  1870. 

SETTING  THE  PACE  - AND  LEADING  THE 
FIELD  - FOR  SERVICE 
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1965  Annual  Session  Shapes  Up  As  Great! 


One  of  the  biggest  and  best  ever! 

That’s  the  preview  of  the  104th  annual  ses- 
sion of  the  Medical  Association  of  the  State 
of  Alabama  to  be  held  in  Birmingham’s  Par- 
liament House  April  22-24,  1965. 

For  the  ladies,  there’s  the  Woman’s  Auxili- 
ary annual  meeting,  set  for  the  Sheraton 
(Colony)  Motor  Hotel,  April  22-23.  Both 
programs  are  full  of  interesting  speakers  and 
events. 

More  than  4,000  doctors  and  their  wives  are 
expected  for  the  three-day  session  which  also 
will  attract  various  social  events  and  class 
reunions. 

All  business  sessions  will  be  held  at  the 
Parliament  House,  while  scientific  sessions 
will  be  held  at  the  Guest  House  Motor  Inn 
and  the  Liberty  National  Building  Auditori- 
um as  well  as  the  Parliament  House. 

Registration  desks  will  be  set  up  at  all  three 
locations.  Counsellors  and  delegates,  how- 
ever, must  register  at  the  Parliament  House. 

It  is  requested  that  you  register  immedi- 
ately upon  arrival  and  pick  up  your  official 
badge  and  program.  No  one  will  be  admitted 
to  exhibit  rooms  and  meeting  halls  without 
official  badges. 

Pre-convention  activities  begin  Wednesday, 
April  21.  Scheduled  are  meetings  of  the 
Alabama  Orthopaedic  Society,  the  Alabama 


Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, and  the  University  of  Alabama  Alumni. 
A cocktail  party  for  exhibitors  also  is  set 
for  Wednesday. 

The  official  program  begins  Thursday  at 
9 a.m.  and  includes  welcoming  addresses  by 
Birmingham  Mayor  Albert  Boutwell  and  Dr. 
William  E.  Lawrence,  president  of  the  Jeffer- 
son County  Medical  Society. 

These  will  be  followed  by  an  orientation 
program  with  Dr.  James  G.  Donald,  presi- 
dent-elect, presiding.  Reports  will  be  made 
by  Dr.  J.  O.  Morgan,  Sr.,  of  Gadsden,  on  the 
Organizational  Structure  of  MASA;  by  Drs. 
S.  J.  Campbell  of  Birmingham  and  E.  L. 
Strandell  of  Brewton  on  county  medical  so- 
ciety organizations  and  activities;  by  Dr.  J.  O. 
Finney  of  Gadsden  on  activities  of  the  State 
Board  of  Censors,  and  by  Dr.  Ira  L.  Myers, 
State  Health  Officer,  on  activities  of  the 
State  Board  of  Health  and  County  Health  De- 
partment activities. 

Following  a break  to  inspect  exhibits,  the 
program  continues  with  reports  by  Dr.  Ar- 
thur I.  Chenoweth  of  Birmingham  (Ethical 
Problems),  Mr.  William  Mandy  of  Birming- 
ham (Blue  Cross-Blue  Shield),  Dr.  J.  J. 
Kirschenfeld  of  Montgomery  (The  Kerr-Mills 
Program  in  Alabama),  Dr.  Harold  Klinger 
of  Montgomery  (Maternal  and  Child  Health), 
Mrs.  L.  H.  Clemmons  of  Cullman  (Woman’s 
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DR.  E.  B.  GLENN 


Auxiliary),  Dr.  R.  K.  Oliver  of  Tuscaloosa 
(Smoking  and  Health),  Dr.  S.  Richardson 
Hill,  Jr.,  of  Birmingham  (Medical  College  of 
Alabama)  and  Dr.  Donald  E.  Wood  of  Indian- 
apolis (AMPAC). 

The  Thursday  morning  session  will  con- 


DR.  W.  STERLING  EDWARDS 


elude  with  the  President’s  Message  by  Dr. 
E.  B.  Glenn  of  Birmingham,  the  outgoing 
president. 

Thursday  afternoon’s  program  is  divided 
into  three  sections — Surgical,  Medical,  and 
Obstetrical  and  Gynecological. 


7-SEAS  LOUNGE 


Known  from  coast  to  coost  for  Seofood,  Moine 
Lobsters  and  Choice  Meats.  French  end  Orientol 
Cuisine  — all  served  in  beoutiful  atmosphere  in 
Downtown  Birmingham. 

For  your  fovorite  beverage  and  a Barrel  of  Fun 
visit  lovely  JOI  serving  you  at  the  SEVEN  SEAS 
LOUNGE. 

Your  Host  and  Owner  Charles  MeVea 
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DR.  GERHARD  F.  FUEGER 


The  Surgical  Session,  to  be  held  at  the  Par- 
liament House,  will  be  presided  over  by  Dr. 
S.  J.  Campbell.  Papers  will  be  read  by  Dr.  W. 
Sterling  Edwards,  III,  professor  of  surgery, 
at  the  Medical  College  of  Alabama  (Throm- 
bophlebitis and  Its  Sequelae),  by  Dr.  Ger- 
hard F.  Fueger  of  Johns  Hopkins’  Division  of 
Nuclear  Medicine  (The  Diagnosis  of  Pulmon- 
ary Embolism  by  Radioisotope  Scanning) , by 
Dr.  Frank  C.  Wilson,  Jr.,  of  Birmingham 
(Plication  of  the  Vena  Cava)  and  by  Dr.  Wil- 


liam L.  Glenn,  professor  of  surgery  and  chief 
of  the  Cardiovascular  Section,  Yale  Universi- 
ty School  of  Medicine. 

The  Medical  Section  will  be  held  at  the 
Liberty  National  Building  Auditorium  with 
Dr.  W.  B.  Frommeyer,  Jr.,  presiding. 

Speakers  will  include  Dr.  Jon  V.  Straum- 
fjord,  Jr.,  director  of  clinical  laboratories  and 
Schools  of  Laboratory  Sciences  at  Hillman 
Clinic  and  University  Hospital  (Diagnostic 


DR.  WILLIAM  L.  GLENN 


DR.  JON  V.  STRAUMFJORD,  JR. 


APRIL  1965— VOL.  34,  NO.  10 


323 


In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  84  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults.  1 capsule 

daily,  for  the  treatment  of  v 

tamin  de* 

ficiencies.  Supplied  in  decorative  “re- 
. minder"  jars  of  30  and  100;  bottles  of  500. 

^LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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DR.  ANTHONY  P.  FLETCHER 

Utility  of  Lactic  Dehydrogenase  (LDH) 
Isoenzymes  for  Myocardial  Infarctions),  by 
Dr.  Anthony  P.  Fletcher,  associate  professor 
of  medicine  at  t h e Washington  University 
School  of  Medicine,  St.  Louis  (Enzymes  in 
Treatment  of  Occlusive  Vascular  Disease), 
by  Dr.  E.  E.  Eddleman,  Jr.,  professor  of  medi- 
cine at  the  Medical  College  of  Alabama  and 
associate  chief  of  staff  for  research  at  the 
Birmingham  VA  Hospital  (The  Present 
Status  of  Anticoagulant  Therapy  in  Ischemic 
Heart  Disease)  and  by  Dr.  T.  Joseph  Reeves, 
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DR.  E.  E.  EDDLEMAN,  JR. 

professor  of  medicine  at  the  Medical  College 
of  Alabama  (Iatrogenic  Occlusive  Vascular 
Disease:  A Threat  in  the  Treatment  of  Con- 
gestive Heart  Failure). 

At  3:30  p.m.  Thursday,  the  Surgical  and 
Medical  Sections  will  hold  a joint  panel  dis- 
cussion at  the  Parliament  House  on  Medical 
and  Surgical  Aspects  of  Occlusive  Vascular 
Disease,  moderated  by  Dr.  Reeves.  Panelists 
will  include  Drs.  Glenn,  Straumfjord,  Fueger, 
Wilson,  Edwards,  Eddleman  and  Fletcher. 


DR.  T.  JOSEPH  REEVES  DR.  JAMES  P.  MARR 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use-Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


I Squibb  Quality-the  Priceless  Ingredient 
.o,,..  Olin 
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DR.  O.  M.  OTTS,  JR. 


Doctors  attending  the  Obstetrical  and 
Gynecological  Section  will  convene  at  the 
Guest  House  Motor  Inn  Thursday  afternoon 
for  lunch  at  12:30  p.m.  at  which  time  Dr. 
James  P.  Marr  of  New  York’s  Woman’s  Hos- 
pital will  speak  on  the  subject,  “James  Ma- 
rion Sims  Accepted  the  Challenge.”  Dr.  S. 
Buford  Word  will  preside. 

The  program  will  continue  after  lunch  with 
talks  by  Dr.  John  C.  Hope,  Jr.,  and  Dr.  O.  M. 
Otts,  Jr.,  of  Mobile  (Genital  Fistulae  from  Ob- 
stetrical Causes),  by  Dr.  W.  N.  Jones,  pro- 
fessor, obstetrics  and  gynecology  at  the  Medi- 
cal College  of  Alabama  (The  Etiology  of 
Genital  Tract  Fistulae  in  the  Gynecological 
Patient),  by  Dr.  David  L.  Barclay,  assistant 
professor,  obstetrics  and  gynecology,  Tulane 
University  (The  Repair  of  Genital  Tract 
Fistulae),  by  Dr.  Julian  P.  Hardy  of  Birming- 
ham (Restoration  of  Function  in  Treatment 
of  Cyst  and  Abscess  of  Bartholin’s  Gland), 
by  Dr.  Robert  V.  Barnett  of  Birmingham 
(Amenorrhea  and  Birth  Control  Pills),  by 
Dr.  Donal  E.  Barlow  of  Sylacauga  (The  Ac- 
tions and  Side  Reactions  of  the  New  Pro- 
gestins) , and  by  Dr.  John  D.  Thompson,  pro- 
fessor and  chairman  of  the  Department  of 
Gynecology  and  Obstetrics  at  Emory  Uni- 


DR. DONAL  E.  BARLOW 


versity  School  of  Medicine,  Atlanta  (Manage- 
ment of  the  Adnexal  Mass) . 

Friday’s  program  finds  all  sections  meeting 
at  the  Parliament  House  at  9:00  a.m.  for  a 
program  which  will  include  addresses  by  Dr. 
Bruce  Holding  of  Montgomery  (Injuries  of 
Face  and  Jaw),  by  Dr.  Leroy  D.  Vandam, 
chief  anesthesiologist,  Peter  Bent  Brigham 
Hospital,  Boston,  Mass.  (Lessons  Learned  in 
the  Care  of  the  Patient  with  Pulmonary  In- 
sufficiency), by  Dr.  Benjamin  Felson,  direc- 

(Continued  on  Page  331) 


DR.  JOHN  D.  THOMPSON 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  'Miltown* 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


Wall  ace  Laboratories  / Cranbury,  N.J. 


CM-4634 


What  Do  Soft  Drinks  Have  in  Common 
with  Cucumbers  and  Cabbage? 

Research  conducted  at  Eastman  Dental  Dispensary  ranked 
soft  drinks  in  the  same  category  as  cabbage,  cucumbers,  zwieback 
and  egg  noodles — foods  having  negligible  cariogenic  potential  (0, 
This  study  also  indicated  that  the  amount  of  carbohydrate 
in  food  is  not  as  important  as  the  length  of  time  it  is  retained  in  the 
mouth.  Sparkling  soft  drinks  pass  through  the  mouth  quickly, 
leaving  only  pure,  flavorful  thirst-quenching  refreshment. 

(')  Bibby,  Basil  G.  D.M.D.,  BH.l).,  el  al  “Evaluulion  of  Caries- Broducina  Butentialilies 
of  Various  Foodstuffs"  JL  of  Am  Dent  Assn;  vol  42,  May  '51,  pps  491-509 

For  further  information  and  free  literature  write  to: 

Alabama  Bottlers  Association  P.  0.  Box  4206,  Montgomery,  Ala.  36104 
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DR.  LEROY  D.  VANDAM 


tor  of  the  Departments  of  Radiology  at  Cin- 
cinnati General  Hospital,  Holmes,  Drake, 
Children’s  and  Dunham  Hospitals  (Some 
Fundamentals  of  Chest  Roentgenology),  by 
Dr.  William  L.  Glenn,  professor  of  surgery 
and  chief  of  the  Cardiovascular  Section,  Yale 
University  (Alexis  Carrell — His  Contribution 
to  Tissue  Transplantation  and  Blood  Vessel 
Surgery),  by  Dr.  James  P.  Marr,  Woman’s 
Hospital,  New  York  (Alabama’s  Greatest 
General  Practitioner — J.  Marion  Sims). 


Also  scheduled  Friday  morning  is  the  Je- 
rome Cochran  Lecture.  It  will  be  given  by 
Dr.  W.  M.  Christopherson,  professor  and 
chairman  of  the  Department  of  Pathology  at 
the  University  of  Louisville  School  of  Medi- 
cine. “Early  Diagnosis  of  Cancer”  is  the  topic 
and  Dr.  Christopherson  will  be  introduced  by 
Dr.  J.  A.  Cunningham  of  Birmingham. 

Other  activities  Friday  morning  include  the 
recognition  of  the  Fifty  Year  Club,  presenta- 
tion of  the  William  Crawford  Gorgas  Award 


DR.  BENJAMIN  FELSON 


DR.  WILLIAM  A.  CHRISTOPHERSON 
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when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran< 
quilizer  — Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num- 
ber of  circumstances  can  unleash  it.  Keep  Atarax  in 
mind  for  all  your  emotionally  distressed  patients  — from 
under  6 to  over  60. 


for  any  age— for  any  stage  of  anxiety 


Rx' 


ITTIRTIX® 


(hydroxyzine  HCI) 


tablets 

syrup 

parenteral 


. . . In  any  condition  where  tissue  depletion  of  the  water- : 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 
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and  the  Douglas  L.  Cannon  Medical  Reporter 
Award,  and  recognition  of  fraternal  dele- 
gates. 

Friday  afternoon  finds  the  session  divided 
into  the  three  sections  again,  all  meeting  in 
the  same  locations  as  Thursday  afternoon. 

The  Surgical  Section  will  be  presided  over 
by  Dr.  F.  C.  Wilson,  Sr.,  and  will  hear  talks 
by  Dr.  David  M.  Witten,  consultant  at  the 
Section  of  Diagnostic  Roentgenology  at  Mayo 
Clinic  and  instructor  in  radiology  at  the  Mayo 
Graduate  School  of  Medicine  (Mammography 


Side  effects  and  precautions;  The  transitory 
drowsiness  which  may  occur  with  hydroxyzine 
HCI  usually  disappears  spontaneously  in  a few 
days  with  continued  therapy,  or  is  correctable 
by  dosage  reduction.  Dryness  of  the  mouth  may 
be  seen  with  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  hospitalized 
patients  on  higher  than  recommended  doses. 
Hydroxyzine  HCI  may  potentiate  CNS  depres- 
sants, narcotics  such  as  meperidine,  barbitu- 
rates, and  anticoagulants.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased. 
Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operat- 
ing dangerous  machinery.  Parenteral  Solution 
Precautions  and  contraindications;  This  dosage 
form  is  intended  only  for  I.M.  or  I.V.  adminis- 
tration and  should  not,  under  any  circum- 
stances, be  injected  subcutaneously  or  intra- 
arterially. When  the  usual  precautions  for  I.M. 
injection  have  been  followed,  reports  of  soft 
tissue  reactions  have  been  rare.  I.V.  adminis- 
tration should  be  slow,  no  faster  than  25  mg. 
per  minute,  and  should  not  exceed  100  mg.  in 
any  single  dose.  Particular  care  should  be  used 
to  insure  injection  only  into  intact  veins;  a few 
instances  of  digital  gangrene  occurring  distal 
to  the  injection  site  have  been  attributed  to 
inadvertent  intraarterial  injection  or  periarte- 
rial extravasation,  both  of  which  should  be 
avoided.  More  detailed  professional  informa* 
tion  available  on  request. 
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DR.  WILLIAM  H.  HARTMANN 


THE  ASSOCIATION  FORUM 


DR.  WILLIAM  J.  PITTS 


in  the  Study  of  Breast  Diseases),  by  Dr.  Wil- 
liam H.  Hartmann,  surgical  pathologist  at 
Johns  Hopkins  Hospital  and  assistant  profes- 
sor of  pathology  at  Johns  Hopkins  School  of 
Medicine  (Lobular  Carcinoma  “in  Situ”  of 
the  Breast),  by  Dr.  William  J.  Pitts,  clinical 
instructor  of  surgery  at  the  Medical  College 
of  Alabama  (The  Pernicious  Pigmented 
Mole)  and  by  Dr.  A.  Earl  Walker,  chairman 
of  the  Department  of  Neurosurgery  at  Johns 
Hopkins  Hospital  (Metastases  from  Primary 
Cerebral  Tumors) . 


4 

DR.  A.  EARL  WALKER 

Friday’s  Medical  Section  program  will  be 
presided  over  by  Dr.  W.  B.  Frommeyer,  Jr. 
It  will  include  speeches  by  Dr.  Benjamin  M. 
Felson  of  Cincinnati  (Some  Fundamentals  of 
Chest  Roentgenology  in  Regard  to  Malignan- 
cies), and  by  Dr.  Charles  M.  Huguley,  Jr., 
associate  professor  of  medicine  at  Emory  Uni- 
versity School  of  Medicine  (Newer  Concepts 
of  Chemotherapy  in  Leukemia) . 

The  Obstetrical  and  Gynecological  Section 
Friday  will  find  Dr.  Word  again  presiding. 
The  luncheon  speaker  will  be  Dr.  David  L. 


DR.  OTTO  C.  PHILLIPS 


DR.  CHARLES  M.  HUGULEY.  JR. 
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Dr.  Herbert  Longenecker,  president  of  Tulane  University,  is  surrounded  by  a group  of  "old  grads" 
from  the  New  Orleans  University  at  a recent  meeting  of  the  Tulane  Alumni  group  in  Montgomery. 
Standing,  left  to  right,  are  Dr.  Harry  Glazer,  Dr.  Francis  Thigpen,  Dr.  David  Monsky,  Dr,  Forrest  Little, 
Dr.  Phillip  Burwell  and  Dr.  James  Hicks.  Seated  are  Dr.  Farris  Martin,  Dr.  Roger  Nodine,  Dr.  Longe- 
necker and  Dr.  Harris  Dawson.  Dr.  Hicks  is  from  Birmingham,  the  remainder  of  the  physicians  from 
Montgomery. 

Barclay  of  Tulane  University  (Obstetrical  1 
Emergencies) . I 

Afternoon  speakers  include  Dr.  Otto  | 

Charles  Phillips,  McGee  Hospital  for  Women  j 
at  Pittsburgh,  Pa.,  and  the  University  of  Pitts-  | 
burgh  (Resuscitation  of  the  Newborn),  and 
by  Dr.  John  D.  Thompson  of  Emory  Uni- 
versity. 

Friday  afternoon  at  3:30  p.m.  all  sections 
will  meet  at  the  Parliament  House  for  a 
panel  discussion  on  “New  Concepts  in  Diag- 
nosis and  Treatment  of  Malignancies.”  Dr. 

Champ  Lyons  of  the  Medical  College  of  Ala- 
bama will  preside  and  panelists  will  include 
Drs.  Christopherson,  Roth,  Huguley,  Hart- 
mann, Witten,  Pitts,  Walker,  and  Barclay. 

Saturday  finds  the  Association  meeting  at 
the  Parliament  House  to  sit  as  the  Board  of 
Health  of  the  State  of  Alabama. 

It  will  hear  a report  from  the  Board  of 
Censors,  will  tackle  revision  of  the  rolls  of 
county  societies,  counsellors  and  correspond- 
ents, will  elect  and  install  new  officers,  and 
present  the  past-president’s  plaque. 


Serving  Birmingham's 
Best  Food  FOR  OVER 

46  YEARS 


CAFETERIA 


Family  Dining 
At  Its  BesF 


11 


CONVENIENT 

LOCATIONS 
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WELCOME.  LADIES! 

Slte^to4i>  MotM,  9*tn 

INVITES  YOU  TO  VISIT 

Quo-'HO^i.  R,eitau^ftt 

and 

"Top  of  21" 

The  "Food  and  a View"  that  even  the  most  sophisticated  will 
always  remember.  This  beautiful  roof-top  restaurant  is  exquisitely 
appointed  and  expertly  staffed. 

"CM  21" 

Enjoy  cocktails  mixed  with  that  little  extra  care,  with  dancing 
and  entertainment  nightly. 


DRIFTWOOD  LOUNGE 
And  RIB  ROOM 

LOCATED  AT  5th  AVENUE  AND  19th  STREET  NORTH 

OFFERS  THE  VERY  BEST  IN  CHARCOAL  BROILED 
STEAKS  AND  FRIENDLY  SERVICE 

• • • 

HUBERT  HARE  AND  JUUAN  LINER  YOUR  HOSTS 
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Ladies  To  Have  Their  Convention,  Too 


It  will  be  Ladies  Day  at  the  Sheraton  Mo- 
tor Hotel  April  22-23  when  the  Women’s 
Auxiliary  of  the  Medical  Association  of  the 
State  of  Alabama  holds  its  annual  meeting. 

In  addition  to  such  normal  business  pro- 
cedures as  the  election  and  installation  of  of- 
ficers, the  reading  of  committee  reports  and 
the  adoption  of  the  budget,  the  ladies  will 
be  treated  to  two  fashion  shows  as  well  as  a 
lively  sprinkling  of  other  social  activities. 

Mrs.  L.  H.  Clemmons,  the  outgoing  presi- 
dent of  the  auxiliary,  will  preside. 

Among  the  speakers  for  the  program  are 
Dr.  E.  B.  Glenn,  president  of  MASA;  Mrs. 
H.  Price  Edwards,  president  of  the  Jefferson- 
Birmingham  Auxiliary;  Mrs.  Jordan  Kelling 
of  Waverly,  Mo.,  president  of  the  Woman’s 
Auxiliary  of  the  Southern  Medical  Associa- 
tion; Dr.  S.  Richardson  Hill,  dean  of  the  Medi- 
cal College  of  Alabama;  Mrs.  William  H. 
Evans,  president  of  the  Woman’s  Auxiliary 
of  the  American  Medical  Association,  and  Dr. 
Aubrey  S.  Miree  who  will  give  a talk  on  child 
psychiatry. 

Sandwiched  between  these  activities,  the 
2,000  doctors’  wives  expected  to  attend  the 
annual  session  are  invited  by  Birmingham 
stores  and  restaurants  to  make  themselves 
right  at  home  and  enjoy  the  many  hospitality 
activities  which  abound  in  the  Magic  City. 

Pre-convention  activities  will  begin 
Wednesday,  April  21,  when  the  organization 
holds  a Board  meeting  at  the  Sheraton’s  Hunt 
Room  beginning  at  3 p.m. 


MRS.  WILLIAM  H.  EVANS 


Registration  also  will  begin  Wednesday  at 
3 p.m.  at  the  Sheraton  and  also  at  the  lobby 
of  the  Parliament  House,  headquarters  for 
the  MASA  annual  session. 

Among  the  varied  social  events  scheduled 
for  the  ladies  is  entertainment  by  the  Scroll 
and  Key  Club  Friday  evening  at  the  Vestavia 
Country  Club.  Cocktails  will  be  served  at 
6 p.m.,  dinner  at  7 p.m.  and  a dance  at  9 p.m. 

Mrs.  Gilder  L.  Wideman  is  general  chair- 
man of  the  Jefferson  County  Committees  for 
the  convention  with  Mrs.  Joseph  Campbell 
serving  as  co-chairman. 

Included  in  the  Woman’s  Auxiliary  pro- 
gram will  be  committee  reports  by  Mrs.  R.  K. 
Wilson  and  Mrs.  Bluitt  Landers  and  the  an- 
nual report  by  officers. 

Making  their  annual  reports  will  be  Mrs. 
L.  H.  Clemmons,  president;  Mrs.  James  F. 
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■MEN'S  H 
SHOP  ^ 


GIRLS' AND 
BOYS'  WEAR 


FURNITURE 

AND 

APPLIANCES 


SPORTING 

GOODS 


DRUGS 


think  for  yourself! 


No,  not  of  materia  medica  at  the  moment,  but  the  materia  basic  of  everyday  living. 
Think  of  getting  the  most  for  your  shopping  dollar!  Think  of  famous  brands!  Think 
of  customer  satisfaction  and  service!  Think  of  24  hour  'round  the  clock  telephone 
service!  Think  of  convenient  credit  plans  tailored  to  any  budget!  Think  of  over 
100  departments  in  4 conveniently  placed  department  stores!  Think  of  low  prices, 
every  day  in  the  year — not  just  at  end-of-season 
clearances!  Think  of  convenient  parking!  You'll 
agree — at  the  end  of  all  the  thought  processes — 
they  all  add  up  to  the  store  with  a "spark  in  its 
bloodstream" — think 

• Birmingham  • Bessemer  • Roebuck  • Huntsville 


Crenshaw,  president-elect;  Mrs.  Eugene  Brad- 
ley, Northeast  District;  Mrs.  C.  V.  Hendrix, 
Blount  County;  Mrs.  Warren  G.  Sarrell,  Cal- 
houn; Mrs.  W.  J.  Campbell,  Cherokee;  Mrs. 
William  Noble,  DeKalb;  Mrs.  A.  C.  Collins, 
Jackson;  Mrs.  B.  B.  Jordan,  Madison;  Mrs. 
L.  F.  Corley,  Jr.,  Marshall,  and  Mrs.  James 
Wright,  Talladega. 

Mrs.  E.  F.  Campbell  will  report  for  the 
Southeast  District  along  with  Mrs.  John  M. 
Kimmey,  Coffee;  Mrs.  A.  B.  Lee,  Covington; 
Mrs.  John  Bennett,  Elmore-Tallapoosa;  Mrs. 
Robert  Martin,  Jr.,  Geneva;  Mrs.  Ben  Byrd, 
Houston;  Mrs.  Frank  C.  Miles,  Montgomery, 
and  Mrs.  J.  O.  Colley,  Jr.,  Pike. 

Mrs.  William  P.  Batson  will  report  for  the 
Southwest  District  along  with  Mrs.  Hyman 
Abrahamer,  Baldwin;  Mrs.  George  B.  Nichol- 
son, Dallas,  and  Mrs.  Robert  L.  Brier,  Mobile. 


• • 


Your  hosts:  Michael  C.  Matsos  and  Connie  P.  Kanakis 
Across  from  The  Parliament  House  Motel 

Open  11  a.m.-12  p.m. — Luncheon  and  Dinner 
431  S.  20th  St.  322-0419 




Alabama  Auction  Room 

Directly  across  from  Redmont  Hotel  I 

2112  Sth  Ave.,  No.  252-4073  I 

ANTIQUES  AND  IMPORTS  | 

• 

Alabama's  Largest  and  Most  Beautiful  t 

Antique  Shop  T 

§ § i 

Within  walking  distance  t 

In  the  heart  of  Hotel  section  t 

Free  Customer  Parking  in  Rear  of  Store  i 

....♦ 


Best  wishes  for  a most  successful 


STATE  OF  ALABAMA  CONVENTION 


] IVJ:  AilNT’S 


• BIRMINGHAM 

• BESSEMER 

• MONTGOMERY 
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Come  on,  I’ll  walk  you  in 


That  a smug  gleam  in  your  eye? 


No,  plain  stubborn.  Moderately 
severe.  Grade  II. 


Use  anything  special? 


Just  Regroton.  One  tablet  daily. 


Regroton?  Haven’t  tried  it  yet, 


You’re  missing  something 


Regroton* 


Geigy 


Composition:  Each  tablet  contains  chlorthalidone, 
50  mg.,  and  reserpine,  0.25  mg. 

Contraindications:  History  of  mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal 
or  hepatic  diseases. 

Warning:  Discontinue  2 w/eeks  before  general 
anesthesia,  1 week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs. 
Precautions:  Reduce  dosage  of  concomitant  anti- 
hypertensive  agents  by  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  potassium  depletion 
■nay  occur;  take  particular  care  in  cirrhosis  or 


Superior  to  other  antihypertensives 
in  76  of  80  patients  in  a 2-year  study* 

severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Effects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Average  Dosage:  One  tablet  daily  with  breakfa 
Availability:  Bottles  of  100  and  1000  tablets. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  plu 
reserpine  in  moderately  severe  and  severe  hyp 
tension:  A two  year  study.  Presented  at  the  7th 
Inter-American  Congress  of  Cardiology,  Montrr 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  RE-3454 


' Dr.  Donald  To  Serve  As  Next  President  Of  Association 


This  time  next  month  James  Glenn  Donald, 
M.  D.,  F.  A.  C.  S.,  of  Mobile,  will  be  the  new 
president  of  the  Medical  Association  of  the 
State  of  Alabama.  Dr.  Donald,  who  was 
named  president-elect  of  the  Association  last 
year,  will  be  installed  as  president  during 
the  annual  session  in  Birmingham,  April  22- 
24. 

Born  in  Pine  Apple,  Ala.,  on  November  20, 
1916,  his  father  and  both  grandfathers  were 
doctors.  Three  paternal  uncles  and  many 
cousins  have  practiced  medicine  in  Alabama. 

After  graduation  from  high  school.  Dr. 
Donald  entered  the  University  of  Alabama 
where  he  obtained  his  A.  B.  degree  in  1936. 
His  M.  D.  degree  was  obtained  from  the 
School  of  Medicine,  University  of  Pennsyl- 
vania, in  1940.  Following  this,  he  was  an 
intern  at  the  Hospital  of  the  University  of 
Pennsylvania  from  1940-42;  served  as  a Sur- 
gical Officer,  United  States  Army,  20th  Gen- 
eral Hospital  (affiliate  of  the  University  of 
Pennsylvania),  serving  in  Assam,  India,  from 
1942  to  1945.  His  residency  in  surgery  was 
at  the  Hospital  of  the  University  of  Pennsyl- 
vania under  Dr.  I.  S.  Ravdin  from  1946 
through  1948. 

He  began  his  surgical  practice  in  Mobile, 
Alabama,  in  1948,  and  has  continued  until  the 
present  time.  He  is  associated  in  practice 
with  his  brother.  Dr.  John  W.  Donald. 

Dr.  Donald  is  a member  of  the  active  staff 
of  Mobile  Infirmary,  Mobile  General  Hos- 
pital, Providence  Hospital,  all  in  Mobile,  Ala- 
bama. 

He  is  a member  of  the  Mobile  County 
Medical  Society,  American  Medical  Associa- 
tion, and  Southern  Medical  Association.  He 
was  certified  by  the  American  Board  of  Sur- 
gery in  1949,  and  became  a Fellow  of  t h e 
American  College  of  Surgeons  in  1949.  He 
was  elected  to  Fellowship  in  the  Southern 
Surgical  Association  in  1953,  and  he  served 
as  President,  Alabama  Chapter,  American 
College  of  Surgeons  in  1964. 


DR.  JAMES  GLENN  DONALD 


Your  new  president  served  as  chief  of  the 
Surgical  Service  and  chairman  of  the  Depart- 
ment of  Surgery  at  Mobile  General  Hospital 
from  1958-1963.  During  this  time  he  was  in 
charge  of  the  surgical  residency  training  pro- 
gram at  Mobile  General  Hospital. 

He  served  as  a member  of  the  Blue  Cross- 
Blue  Shield  Committee  of  the  Medical  Asso- 
ciation of  the  State  of  Alabama  from  1958- 
1961  and  was  chairman  of  this  committee  in 
1961.  He  also  served  on  the  Committee  on 
Medical  Education  and  Hospitals  and  the 
Committee  on  Public  Relations  of  the  Medi- 
cal Association  and  has  been  a Counsellor  of 
this  Association  since  1959. 

Dr.  Donald  is  married  to  the  former  Gretch- 
en  Brooks  of  Drexel  Hill,  Pennsylvania.  They 
have  three  sons:  James,  Jr.,  age  18;  Brooks, 
age  15;  and  Thomas  Curry,  age  12.  The  fami- 
ly resides  at  17  Kingsway,  Mobile. 

Dr.  Donald  is  a member  of  the  Board  of 
Deacons,  First  Baptist  Church,  Mobile,  and 
the  Board  of  Directors,  Mobile  Opera  Guild. 
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This  is  the  last  President’s  Page  for  the 
writer.  It  has  been  a pleasant  task  and  it 
has  provided  a means  to  keep  the  member- 
ship informed  of  what  has  been  felt  to  be 
significant. 

The  major  problem  that  has  faced  the 
Association  and  all  of  organized  medicine 
this  year  has  been  opposition  to  the  King- 
Anderson  Bill  in  the  88th  Congress,  and 
later,  the  battle  against  the  second  King- 
Anderson  Bill,  or  HR-1  and  S-1,  in  the  89th 
Congress. 

The  AMA’s  Eldercare  program  gave  us  a 
tool  with  which  to  oppose  “medicare.”  If 
the  profession  had  felt  it  had  been  necessary 
to  push  such  a program  for  the  past  several 
years  “Medicare”  probably  would  never 
have  gotten  such  a hold  in  the  minds  of  the 
public.  Misjudgment  as  to  the  extent  of 
the  landslide  with  which  Lyndon  Johnson 
entered  office  this  year  led  to  a “hurry-up” 
method  of  opposing  the  Aministration’s  “foot- 
in-the  door”  plan  for  the  beginning  of  the 
socialization  of  medicine. 

One  of  the  most  significant  documents  that 
indicates  the  intentions  of  the  Liberals  in 
directing  the  future  of  this  nation  is  the 
address  of  Arthur  E.  Hess,  Director,  Division 
of  Disability  Operations.  Social  Security 
Administration  entitled  “Administration  of 
a Federal  Hospital  Insurance  Program  for 
the  Aged.”  This  was  delivered  to  the  Ameri- 
can Hospital  Association’s  Conference  of 
Presidential  Officers  and  Executives  of  Al- 
lied Hospital  Associations  in  Chicago,  Feb- 
ruary 4,  1965. 

Among  the  many  parts  of  the  Adminis- 
tration’s directive  has  been  a very  significant 
one,  “To  begin  with,  every  hospital  would 
automatically  he  able  to  participate  if  it 
wished — providing  only  that  the  hospital 
have  an  arrangement  to  review  utilization 
of  services.”  It  further  states  that  in  the 
case  of  smaller  hospitals  not  reviewed  by  the 


Joint  Commission  the  County  Medical  So- 
ciety should  set  up  a utilization  committee 
for  several  hospitals  in  the  area. 

At  the  Blue  Shield  Annual  Program  Con- 
ference in  Chicago,  October  12-13,  1964,  Dr. 
James  C.  Doyle,  President  of  the  California 
Medical  Association  gave  a paper  entitled  “A 
Survey  of  Attitudes  about  Health  Care.”  One 
of  the  questions  asked  532  members  of  two 
hospital  staffs  was  the  opinion  they  had  con- 
cerning the  effectiveness  of  a utilization  com- 
mittee. Forty  four  per  cent  indicated  the 
utilization  committee  was  effective  in  evalu- 
ating reasons  for  hospitalization  while  35  per 
cent  thought  such  a committee  had  no  value 
in  this  respect.  Over  20  per  cent  had  no  opin- 
ion on  the  matter. 

In  evaluating  the  length  of  stay  of  patients, 
42.4  per  cent  felt  that  the  committee  was  ef- 
fective but  37.3  per  cent  did  not  consider  such 
a committee  worthwhile.  Effective  May  1, 
New  Jersey  Blue  Cross  is  putting  into  effect 
a contract  based  on  length  of  stay  according 
to  the  diagnoses.  (Taken  from  records  of  300 
diagnoses  using  the  average  length  of  stay 
of  each  as  a basis.)  A.I.D.  (Approved  by  In- 
dividual Diagnosis).  The  Medical  Associa- 
tion, the  Hospital  Association,  and  Blue 
Cross-Blue  Shield  put  this  together.  The  at- 
tending physician  is  to  certify  that  the  patient 
should  be  hospitalized  longer  if  further  hos- 
pitalization is  necessary  for  proper  care. 

The  writer  has  been  chairman  of  the  “Ad- 
missions and  Utilization  Committee”  of  St. 
Vincent’s  Hospital,  Birmingham,  for  the  past 
five  years.  Experience  has  shown  that  “rea- 
sons for  admission”  and  “length  of  stay”  must 
be  combined.  Admissions  are  given  priority 
as  follows:  (1)  Emergency,  (2)  Urgency, 

and  (3)  Elective.  On  the  other  hand,  a 10- 
day  patient  stay  list  is  made  by  each  floor  on 
Monday  and  evaluated  by  the  chairman  of 
the  committee.  This  averages  from  30  to  39 
patients  out  of  189  beds  who  are  listed  over 
10  days.  The  admitting  diagnosis  is  con- 
firmed or  changed  by  asking  the  attending 
physician  in  a questionnaire  “Please  give  the 
present  diagnosis  and  the  reason  for  the  pro- 
longed stay.”  A second  question  is  asked, 
“When  is  discharge  contemplated  or  please 
give  the  reason  for  being  unable  to  estimate 
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this?”  The  Administrator  countersigns  this 
request  for  information. 

The  average  letter  is  not  sent  until  the 
patient  has  been  in  the  hospital  at  least  18  to 
21  days.  In  some  instances  such  as  acute 
coronary  occlusion,  no  letter  is  sent  under 
30  days.  The  staff  is  co-operative  and  once  a 
reply  is  received  no  further  letters  are  sent 
as  a rule. 

There  is  an  irreducible  minimum  of  pa- 
tients that  cannot  be  moved.  The  Federal 
Regulation  has  indicated  it  will  insist  on  a 
21  day  review  and,  if  the  utilization  commit- 
tee decides  that  the  patient  should  be  dis- 
charged, funds  will  be  cut  off.  A great  deal 


of  “red  tape”  will  be  required  to  administer 
such  a program  plus  running  the  risk  of  dic- 
tating to  the  physicians  of  this  country  how 
to  manage  their  patients.  The  system  at  St. 
Vincent’s  Hospital  is  a means  of  providing  a 
basis  for  communication  between  the  man- 
agement of  the  hospital  and  the  practicing 
physician  and  that  is  all. 


Now  We  Have  Classifieds! 

With  this  issue,  the  JOURNAL  inaugurates 
a classified  advertising  column  for  the  con- 
venience of  members  of  the  Medical  Associa- 
tion of  the  State  of  Alabama.  Doctors  hav- 
ing anything  they  want  to  buy,  rent  or  sell, 
or  who  desire  to  advertise  for  physician  place- 
ment are  invited  to  submit  copy  to  our  edi- 
tors. Charges  for  such  ads  will  be  50c  per 
line  per  issue. 

General  Practitioner  urgently  needed  to  as- 
sociate with  very  busy  established  practition- 
er in  West-central  Texas  town  of  7,000.  Salary 
or  guaranteed  income  until  practice  builds  up. 
New  offices  across  street  from  open-staff  38- 
bed  hospital  in  which  you  will  have  full 
privileges  with  a Texas  license.  Reply  to 
Edwin  Goodall,  M.  D.,  201  South  Geneva, 
Breckenridge,  Texas,  76024. 


Equipment  & Supply  Service  Co. 

P.  O.  Box  2609  Montgomery,  Ala. 

Dear  Doctor: 

For  the  finest  office  supplies  and  equip- 
ment— photographic  and  printing  sup- 
plies, carpets  and  draperies,  bookkeeping 
systems  by  Master-Craft  and  Edvoal  X- 
ray  chemicals — see  us  at  booth  27,  State 
Medical  Convention,  April  22-24. 

Thank  you, 

NED  HANCOCK 


Phone  AC  205, 
265-6887 
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*!411  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards. 
Therefore,  all  registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no  more  non- 
sensical than  what  some  {)eople  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to 
come  up  to  certain  required  standards,  then  all 
aspirin  tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences 
involving  purity,  potency  and  speed  of  tablet  dis- 


integration. These  Bayer®  standards  result  in  sig- 
nificant product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  enables 
Bayer  tablets  to  stay  strong  and  gentle  until  they 
are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  registered  nurses 
aren’t  alike,  either. 
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Alabama  Doctors  Figure 
Prominently  in  Community 
Health  Program 

The  medical  profession  figures  prominently 
in  the  formulation  of  a master  plan  for  com- 
prehensive community  mental  health  services 
for  Alabama. 

Organizational  meetings  were  held  in  Feb- 
ruary for  seven  task  forces,  each  dealing  with 
a different  aspect  of  the  overall  plan.  Around 
( 300  prominent  Alabamians  are  participating, 

representing  a variety  of  disciplines.  Each 
group  has  formed  committees,  and  many 
meetings  are  being  held  to  find  answers  to 
specific  questions  by  May  31. 

j The  task  force  work  is  an  advanced  phase 
of  a two-year  Grant-in-Aid  program  carried 
forward  by  the  Division  of  Mental  Health 
^ Planning,  Alabama  Department  of  Public 
! Health,  directed  by  Dr.  William  H.  Tragle. 

> Physicians  on  Task  Force  I,  Direct  Patient 
Services,  are  Dr.  Quintus  Langstaff,  Florence; 
Dr.  Sidney  B.  Chenault,  Decatur;  Dr.  James 
^ C.  Folsom  and  Dr.  J.  E.  Morris,  Jr.,  both  of 
^ Tuscaloosa;  Dr.  John  D.  Elmore,  Birmingham; 
and  Dr.  Cecil  H.  Prescott,  Montgomery. 

^ Task  Force  II,  Indirect  Patient  Services, 
. includes  Dr.  Tragle,  Dr.  J.  J.  Kirschenfeld 
' and  Dr.  H.  Klingler,  all  of  Montgomery;  Dr. 
} Glenn  H.  Baird,  Dr.  W.  G.  Thuss,  Jr.,  and  Dr. 
f J.  C.  Chambers,  all  of  Birmingham;  Dr.  Ger- 
ald J.  Margolis,  Maxwell  Air  Force  Base,  Dr. 
Dixon  Meyers,  Mobile;  Dr.  William  B.  Robin- 
son and  Dr.  Robert  Webb,  both  of  Tuscaloosa. 

Those  on  Task  Force  III,  Extended  Patient 
Services,  are  Dr.  Morris  B.  Mann,  Montgom- 


Dr.  Henry  Hodo  of  Fayette  (left)  is  being  con- 
gratulated on  his  installation  as  president  of  the 
Alabama  Chapter  of  the  American  College  of  Sur- 
geons by  Dr.  James  G.  Donald  of  Mobile,  retiring 
president.  Dr,  Hodo  was  installed  recently  at  a 
meeting  of  the  organization  in  Point  Clear. 

ery;  Dr.  Gonzalo  G.  Ochoa,  Tuscaloosa;  Dr. 
Virginia  Webb,  Gadsden;  and  Dr.  Fay  W. 
Doss,  Birmingham. 

Task  Force  IV,  Training  and  Manpower 
participants  are  Dr.  Franklin  Jackson,  Mont- 
gomery; Dr.  F.  J.  Nuckols  and  Dr.  Priscilla 
Keeler,  both  of  Birmingham. 

Task  Force  V,  Research  and  Evaluation,  in- 
cludes Dr.  Hugh  Haden  and  Dr.  Fritz  Kant, 
both  of  Birmingham;  Dr.  Otto  L.  Burton, 
Montgomery;  Dr.  Sidney  Williams,  Livings- 
ton; and  Dr.  Daniel  F.  Sullivan,  Mobile. 

On  Task  Force  VI,  Professional  and  Agen- 
cy Relationships,  are  Dr.  Walter  Batson  and 
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Dr.  J.  K.  Ward,  both  of  Birmingham;  Dr. 
Sam  T.  Simpson,  Dothan;  Dr.  Donald  Smith, 
Tuscaloosa;  Dr.  B.  H.  Johnson,  Jr.,  Bessemer; 
Dr.  Claude  L.  Brown,  Mobile;  and  Dr.  Paul 
Auston,  West  Point,  Ga. 

Task  Force  VII,  Legal  Consideration  par- 
ticipants are  Dr.  John  M.  Chenault,  Decatur; 
Dr.  H.  H.  Hutchinson,  Montgomery;  Dr.  Al- 
bert B.  Stephens,  Birmingham. 

The  variety  of  professions  represented  on 
the  task  forces  includes  pharmacy,  banking, 
the  ministry,  social  work,  the  legal  profes- 
sion, law  enforcement,  journalism,  education 
and  architecture.  Psychiatrists,  psycholo- 
gists, industrialists  and  personnel  executives 
are  participating. 

Available  for  construction  for  the  current 
fiscal  year  is  $778,000  in  federal  money,  under 
the  1963  Mental  Health  Construction  Act. 
During  the  coming  year,  beginning  July  1, 
Alabama  will  probably  have  an  additional  $1 
million  available,  to  be  matched  with  one 
dollar  of  state  or  local  funds  for  every  two 
of  federal  money.  Expectations  are  to  have 
the  plan  ready  for  action  by  June  30.  A plan 
for  construction,  developed  by  the  Division 
of  Hospital  Planning,  will  accompany  the 
master  plan. 

Among  questions  to  be  answered  in  the 
plan  are  where  the  facilities  will  be  located 
and  how  the  services  will  be  related  to  others 
already  established. 


Dr.  R.  W.  Binger  Opens 
Practice  In  Huntsville 

Dr.  Richard  W.  Binger  has  begun  medical 
practice  in  Huntsville  in  association  with  Dr. 
Eugene  L.  Tate. 

Dr.  Binger  is  a graduate  of  Vanderbilt  Uni- 
versity and  the  Tennessee  School  of  Medi- 
cine. He  interned  at  John  Gaston  Hospital  in 
Memphis  and  recently  completed  a four-year 
residency  in  ear,  nose  and  throat  medicine  at 
Memphis’  Kennedy  Hospital. 

JOURNAL  OF 


DR.  HARPER  HONORED 
BY  COLBERT  SOCIETY 

Dr.  R.  E.  Harper  recently  was  honored  by 
the  Colbert  County  Medical  Society  when  he 
resigned  as  secretary-treasurer  after  serving 
in  that  position  for  the  past  27  years. 

Dr.  Howard  Johnson,  president  of  the  so- 
ciety, presented  Dr.  Harper  with  a desk  set 
with  an  engraved  plaque  setting  out  the 
years  he  had  served  the  society.  He  will  be 
replaced  as  secretary-treasurer  by  Dr.  R.  E. 
Campbell. 

Dr.  Harper  has  served  as  a health  officer 
in  northeast  Alabama  since  1925,  listing  Law- 
rence, Colbert,  Lauderdale  and  Franklin 
Counties  among  his  areas  served.  He  will 
continue  in  his  duties  as  a county  health  of- 
ficer and  now  is  the  oldest  health  officer  in 
point  of  service  in  the  state. 


Children's  Hospital  Staff 
Honors  Dr.  Hughes  Kennedy 

The  staff  of  Birmingham’s  Children’s  Hos-  ! 
pital  recently  honored  Dr.  Hughes  Kennedy,  ' 
Jr.,  for  “40  years  service  to  the  community 
and  his  contribution  to  better  child  health.”  ^ 


Nursing  Home  Dedicated 

The  new  Shelby  Memorial  Nursing  Home 
at  Alabaster  was  dedicated  January  31  with 
Rep.  Armistead  Selden  (D-Ala)  delivering 
the  main  address.  The  new  40-bed  home  is 
attached  to  the  Shelby  Memorial  Hospital  and 
had  its  final  inspection  February  4. 


Jasper  Hospital  Inspected 

Final  inspection  of  the  new  Jasper  Com- 
munity Hospital  was  held  February  4.  The 
$444,740  project  provides  nine  new  beds  for  |i 
a total  of  64,  modern  facilities  for  emergency 
treatment,  a new  delivery  suite,  nursery  and 
obstetrical  beds,  a new  operating  suite  and  j 
laboratory. 
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Dr.  Donovan  Ward,  extreme  left,  president  of  the  American  Medical  Association,  spoke  last  month 
at  a meeting  of  the  Jefferson  County  Medical  Society  in  Birmingham  which  attracted  hundreds  of  medi- 
cal men  from  throughout  Alabama.  Shown  above  with  the  AMA  chieftain  are,  left  to  right.  Dr.  William 
Lawrence,  president  of  the  Jefferson  County  Society;  Dr.  Ira  Myers,  state  health  officer;  Dr,  E.  B. 
Glenn,  president  of  the  Medical  Association  of  the  State  of  Alabama;  Dr.  Garber  Galbraith,  president- 
elect of  the  Southern  Medical  Association,  and  Dr.  C.  W,  Neville,  president-elect  of  the  Jefferson  Coun- 
ty Society. 

The  ladies  had  their  day,  too,  as  Mrs.  Ward  was  entertained  at  a tea  given  by  Mrs.  Glenn.  Shown 
below,  left  to  right,  are  Mrs.  Lawrence,  Mrs.  Ward  and  Mrs.  Glenn. 
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GOOD  ENOUGH 

(From  The  Andalusia  Star-News) 

Every  surgeon  and  physician  in  Covington 
has  endorsed  “Eldercare.”  All  oppose  “Medi- 
care.” This  is  good  enough  for  us.  We  in- 
tend to  roll  the  drums  in  opposition  to  any 
new  tax  to  finance  LBJ’s  “Medicare.” 


Dr.  Frederic  N.  Silverman 
Speaks  To  Jeffco  Society 

Dr.  Frederic  N.  Silverman,  noted  Cincin- 
nati pediatrician  and  X-ray  specialist,  recent- 
ly addressed  the  Jefferson  County  Medical 
Society  and  delivered  two  speeches  at  Bir- 
mingham’s Children’s  Hospital. 

Dr.  Silverman,  who  is  attending  physician 
and  director  of  the  division  of  roentgenology 
at  the  Children’s  Hospital  in  Cincinnati, 
spoke  on  chest  diseases  of  childhood  and  on 
children’s  abdominal  diseases  while  at  the 
hospital.  His  topic  at  the  society  was  “X-ray 
Examination  in  Urinary  Tract  Infection  in 
Childhood.” 


Dr.  Fernandez  Opens  Practice 

Dr.  Gabriel  L.  Fernandez,  formerly  at  the 
University  Hospital  in  Birmingham,  has  be- 
gun practice  of  neurosurgery  at  Tuscaloosa. 


Association  Officer  Speaks 
At  Mosquito  Conference 

William  V.  Wallace,  executive  secretary  of 
the  Medical  Association  of  the  State  of  Ala- 
bama, recently  addressed  a conference  of 
medical  and  public  health  leaders  at  a con- 
ference on  mosquito  eradication. 

Wallace  spoke  on  administrative  aspects  of 
arousing  and  directing  public  opinion.  The 
meeting  was  sponsored  jointly  by  the  Ameri- 
can Medical  Association  and  the  Communica- 
ble Disease  Center  of  the  U.  S.  Public  Health 
Service. 


Immunization  Seminar 
Held  In  Birmingham 

A seminar  on  immunization,  sponsored 
jointly  by  the  Communicable  Disease  Center 
of  the  Public  Health  Service  and  the  Alabama 
Chapter  of  the  American  Academy  of  Pedi- 
atrics with  the  cooperation  of  the  Jefferson 
County  Health  Department,  was  held  in  Bir- 
mingham last  month. 

Dr.  Edward  A.  Harris  presided  over  the 
seminar’s  morning  session  while  Dr.  J.  Car- 
roll  Chambers  headed  up  the  afternoon  dis- 
cussions. 

Appearing  on  the  program  were  Dr.  John 
J.  White,  Dr.  Philip  A.  Brunell,  Dr.  Lewis  L. 
Coriell,  Dr.  Sarah  H.  Sell,  Dr.  John  M.  Neff 
and  Mr.  Ray  Overton. 


Three  To  Address 
Orthopaedic  Society 

Three  nationally  famous  speakers  will  ad- 
dress the  Alabama  Orthopaedic  Society  at  its 
meeting  Wednesday,  April  21  at  1 p.m.  at  the 
Parliament  House  in  Birmingham.  The  meet- 
ing is  being  held  in  conjunction  with  the  an- 
nual session  of  the  Medical  Association  of  the 
State  of  Alabama. 

Scheduled  to  address  the  group  are  Dr. 
John  J.  Killeffer  of  Chattanooga,  Tenn.,  Dr. 
F.  James  Funk  of  Atlanta  and  Dr.  Samuel 
B.  Thompson  of  Little  Rock. 

Dr.  Thompson  now  is  president-elect  of  the 
American  Academy  of  Cerebral  Palsy.  He 
began  his  medical  career  as  an  intern  at 
Lloyd  Noland  Foundation  in  Fairfield,  Ala. 

Dr.  Funk  has  received  national  recognition 
for  his  work  in  Haiti  over  a period  of  several 
years  and  has  gained  considerable  knowledge 
as  a result  of  this  work  in  the  management  of 
bone  tuberculosis,  including  Pott’s  disease. 

Dr.  Killeffer  is  an  internationally  known 
orthopaedic  surgeon  in  the  field  of  surgical 
management  of  cervical  radiculitis. 


348 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAK 


AROUND  THE  STATE 


Dr.  H.  Earle  Conwell,  associate  professor  emeri- 
tus of  orthopedic  surgery  at  the  Medical  College  of 
Alabama,  is  shown  above  after  being  honored  by 
several  of  his  former  residents.  The  group  placed 
the  Nicholas  Andre  Symbol  of  Orthopedic  Surgery 
in  the  Medical  Center's  Lawrence  Reynolds  Li- 
brary in  honor  of  Dr.  Conwell.  Those  honoring 
their  former  teacher  included  Dr.  Rufus  H.  All- 
redge  of  New  Orleans,  Dr,  Francis  J.  Cox  of  San 
Francisco,  Dr.  E.  Crampton  Harris,  Jr.,  and  Dr.  T.  J. 
Bender,  Jr.,  both  of  Mobile,  Dr.  Benjamin  J.  Meyer 
and  Dr.  David  G.  Vesely,  both  of  Birmingham.  Dr. 
Conwell  is  shown  above  (left)  with  the  plaque  and 
with  Dr.  S.  R.  Hill,  dean  of  the  Medical  College. 


Final  Programs  Sche<iule<d 
In  ETV  Diabetic  Series 

The  final  two  programs  in  the  education- 
al television  series,  “The  Diabetic  Life,” 
will  be  presented  over  the  state’s  ETV  net- 
work April  14  and  21. 

The  April  14  program,  entitled  “Research 
In  Diabetes,”  will  feature  discussions  by 
Dr.  Buris  Boshell,  Dr.  C.  K.  Meador,  Dr. 
William  L.  Hawley  and  Dr.  Theodore  S. 
Cone. 

The  April  21  program,  “History  of  Dia- 
betes Mellitus,”  will  present  talks  by  Dr. 
L.  S.  Smelo  and  Dr.  Boshell. 

The  series  is  sponsored  by  the  Alabama 
Diabetes  Association  and  the  Medical  Col- 
lege of  Alabama  and  is  presented  Wednes- 
days at  9 p.m.  over  channels  2,  7,  10  and  26. 


Dr.  H.  Earle  Conwell  Honore(i 
By  Walker  County  Group 

Dr.  H.  Earle  Conwell  of  Birmingham  re- 
cently was  honored  by  the  Walker  County 
Society  for  Crippled  Children  and  Adults  at 
Oakman,  Ala. 

The  society  noted  that  Dr.  Conwell  and  his 
staff  have  attended  every  crippled  children’s 
clinic  held  in  Walker  County  and  honored  the 
Birmingham  orthopedic  surgeon  at  a testi- 
monial luncheon  following  the  February 
clinic. 

Walker  County  has  been  sponsoring  two 
clinics  yearly  since  1930. 


Cancer's  Seven  Danger  Signals 


1 . Unusual  bleeding  or  discharge 

2.  A lump  or  thickening  in  the  breast 
or  elsewhere 

3.  A sore  that  does  not  heal 

4.  Change  in  bowel  or  bladder  habits 

5.  Hoarseness  or  cough 

6.  Indigestion  or  difficulty  in  swallowing 

7.  Change  in  a wart  or  mole 


See  your  doctor  immediately  if  any  of 
Cancer’s  Seven  Danger  Signals  lasts 
more  than  two  weeks. 

See  your  doctor  every  year  for  a 
health  checkup. 


AMERICAN  CANCER  SOCIETY 
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to  help  relieve  pain 
in  common 
anorectal  disorders 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic  ; 

agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few  jl 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION:  < 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%;  j 

oxyquinoline  benzoate  0.1%  in  a | 

special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids  i 

and  pruritus  ani. 

^Merrell^ 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215/Weston,  Ontario 
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The  Committee  on  Medical  Education  and  Hospitals  of  the  Medical  Association  of  the  State  of  Ala- 
bama met  recently  in  Birmingham.  Members  and  guests  shown  above  are,  left  to  right.  Dr.  Joseph  Vol- 
ker.  Miss  Parnell  Langston,  Dr.  Margaret  Klapper,  Dr.  Ernest  Majure,  Dr.  Lamar  Ager,  Dr.  William  L. 
Hawley,  Dr.  Robert  Roth  and  Dr.  William  Ward. 


THREE  CONGRESSMEN  REPLY  TO  APPEAL 
BY  GLENN  ON  HEALTH  CARE  LEGISLATION 


CONGRESSMEN  REPLY:  In  response 
to  a telegraphed  appeal  by  Dr.  E.  B.  Glenn, 
president  of  MASA,  to  members  of  Con- 
gress asking  them  to  request  a public  hear- 
ing on  any  health  care  legislation  reported 
out  by  the  Ways  and  Means  Committee  the 
following  congressmen  replied: 

REP.  GEORGE  ANDREWS:— “I  am  to- 
day taking  your  request  up  with  Honorable 
Wilbur  Mills,  Chairman  of  the  Committee, 
to  urge  that  favorable  action  be  taken  on 
your  recommendation.” 

REP.  BOB  JONES:— “I  shall  give  the 
closest  scrutiny  to  all  of  the  proposals  for 


medical  care  for  our  aged  citizens  . . . and 
I shall  vote  for  the  proposal  that  I feel  best 
for  Alabama  and  the  nation.  In  an  effort 
to  accommodate  you  and  the  many  other 
people  that  have  communicated  with  me 
regarding  the  Eldercare  proposal,  I am  con- 
tacting Chairman  Wilbur  Mills  . . . and 
urging  him  to  give  special  attention  to  the 
merits  of  the  Eldercare  Bill.” 

REP.  JACK  EDWARDS:— “I  am  going  to 
do  everything  I can  to  insure  that  Congress 
has  the  opportunity  to  vote  on  the  Elder- 
care Bill.  . . . This  appears  to  be  one  of  the 
best  proposals  I have  heard  so  far.” 
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AROUND  THE  STATE 


Report  On  Nigerian  Trip 
Given  By  Dr.  Phillips 

Dr.  Carey  Phillips  of  Birmingham  recently 
told  the  Ensley  Rotary  Club  of  his  experi- 
ences on  a recent  trip  to  Nigeria  where  he  and 
other  physicians  gave  relief  to  medical  mis- 
sionaries. 

The  doctors  pay  their  own  expenses  while 
on  the  mercy  mission  sponsored  by  the  South- 
ern Baptist  Missionary  Convention. 


Doctors  Answer  Questions 
For  Arthritis  Foundation 

Four  Alabama  doctors  recently  appeared 
before  a meeting  of  the  Arthritis  and  Rheu- 
matism Foundation  in  Montgomery  to  answer 
a barrage  of  questions  concerning  the  diseases 
and  their  treatment. 

Appearing  were  Dr.  Ross  McBryde,  Dr.  M. 
V.  Parker  and  Dr.  Randolph  Penton  of  Mont- 
gomery and  Dr.  Robert  S.  Hogan  of  Birming- 
ham. 


Fire  Destroys  Office 
Of  Jasper's  Dr.  O'Rear 

The  office  of  Dr.  Ed  A.  O’Rear  of  Jasper 
was  destroyed  by  an  early  morning  fire  re- 
cently causing  damage  estimated  as  high  as 
$35,000. 

Firemen  were  able  to  save  some  of  Dr. 
O’Rear’s  records  but  all  equipment  in  the 
building  was  destroyed. 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
HY-3417 


Birmingham  Doctors  Address 
Family  Living  Workshop 

Three  Birmingham  doctors — Dr.  Herbert 
W.  Eber,  Dr.  Lewis  S.  Chase  and  Dr.  Samuel 
Harris — recently  addressed  a meeting  of  the 
annual  Birmingham  area  Marriage  and  Fami- 
ly Living  Workshop. 

Dr.  Eber’s  subject  was  “Emotional  and  Sex- 
ual Fulfillment  in  Marriage,”  Dr.  Chase  dis- 
cussed, “When  The  Emotions  and  Mind  Make 
The  Body  Sick,”  and  Dr.  Harris  spoke  on  “Pa- 
rent-Child Relationship.” 


Hygroton®  I 

brand  of 

chlorthalidone  j 

The  long-acting 
diuretic 
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vho  needs  it? 


Patients  with  edema. 

Edema  in  congestive  heart  failure. 

Or  in  the  premenstrual  syndrome. 

Edema  in  pregnancy.. .or  obesity. 

Patients  you  want  to  bring  to  dry  weight. 
And  those  you  want  to  keep  at  dry  weight. 
Those  you  want  on  single  daily  doses. 
And  those  requiring  even  fewer  doses. 
Those  resistant  to  other  therapy. 

And  those  intolerant  of  other  diuretics. 
Those  who  have  to  pinch  pennies. 

And  those  who  can  afford  the  best. 


Medical  Assistants  Draw  Picture  Of  The  Ideal  Doctor 


CHICAGO — The  physician  who  wonders 
how  he  rates  with  his  employees  now  has  a 
yardstick  with  which  to  measure  his  stand- 
ing. 

Fifty  medical  assisting  students  in  three 
schools  around  the  nation  have  drawn  a pic- 
ture of  what  they  consider  to  be  the  ideal 
MD-boss. 

He  is  a kindly,  pleasant,  dedicated  man  who 
runs  his  practice  efficiently  and  who  treats 
his  employees  with  consideration,  taking  time 
to  explain  duties,  to  criticize  constructively, 
and  to  show  occasional  appreciation  for  a 
girl’s  devotion  to  her  work. 

The  American  Association  of  Medical  As- 
sistants interviewed  women  selected  at  ran- 
dom in  medical  assisting  courses  at  South- 
western Preparatory  School,  Phoenix,  Ariz., 
Foothill  College,  Los  Altos  Hills,  Calif.,  and 
the  Madison  (Wis.)  Vocational  and  Adult 
School  and  asked  them  to  list  the  qualities 
they  felt  were  most  important  in  a physician- 
employer. 

Mentioned  most  often  was  “a  nice  person- 
ality.” Second  on  the  list  was  consideration 
— for  employees  as  well  as  patients.  Third 
was  efficiency,  the  ability  to  organize  the  of- 
fice and  run  it  smoothly.  Proficiency  in 
medicine  was  fourth  on  the  list,  although  it 
is  quite  likely  students  assumed  that  all  phy- 
sicians would  meet  this  requirement. 

Mutual  respect  for  each  other  and  an  ap- 
preciation on  the  part  of  the  physician  for 
the  special  skills  and  training  of  the  modern 
medical  assistant  were  cited  next  in  im- 
portance. 

Other  desirable  qualities  sought  in  doctor- 
bosses  included  kindness,  patience,  under- 
standing, tolerance,  honesty,  fairness,  tact,  a 
sense  of  responsibility,  neatness,  promptness, 
high  morals  and  ethics,  and  a belief  in  God. 

Medical  Assistants  said  they  wanted  an  em- 


ployer who  was  understanding,  able  to  give 
directions,  but  who  would  not  “watch  them 
like  a hawk.”  Others  said  he  should  be  pa- 
tient, particularly  when  a girl  is  new  on  the 
job,  and  willing  to  explain  things  to  her. 

Many  said  he  should  be  able  to  communi- 
cate his  views  and  instructions  clearly  to  his 
employees  and  several  stressed  the  import- 
ance of  keeping  his  office  posted  on  his 
whereabouts.  Here  are  some  selected  stu- 
dents’ comments: 

“The  ideal  physician-employer  . . . would 
explain  distinctly  to  his  assistant  what  he 
wants  her  to  do  and  what  he  doesn’t  want 
her  to  do.”  t 

“He  . . . should  be  able  to  hand  out  criticism  | 
without  hurting  feelings  and  help  straighten  f 
out  matters  when  there  is  difficulty.” 

i; 

“He  should  allow  his  medical  assistant  to 
work  at  her  own  capacity  and  speed.  He 
would  have  respect  for  her  as  a person  as  } 
well  as  for  her  profession.  He  would  have  | 
faith  in  her  abilities  and  judgment.” 

Others  say  they  want  an  employer  who  will 
not  hesitate  to  criticize  when  necessary,  but 
one  who  will  not  yell.  The  one  quality  all  ■] 
say  they  would  dislike  most  in  an  employer 
is  grouchiness. 

A report  on  the  survey  appears  in  the  Janu- 
ary/February issue  of  the  AAMA  BULLE- 
TIN, publication  of  the  American  Association 
of  Medical  Assistants.  The  accompanying  I 
article  encourages  future  medical  assistants 
to  analyze  themselves  to  determine  the  type 
of  physician  for  whom  they  could  work  best. 

“In  the  medical  office  the  ability  to  work 
together  harmoniously  is  essential.  The  phy- 
sician and  his  staff  must  work  closely,  often 
dealing  with  people  who  are  not  at  their  best. 

If  there  is  friction  or  tension  because  of  per- 
sonal incompatibilities,  the  entire  office  op- 
eration suffers.” 
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Stelazine®  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient — 
with  little  or  no  drowsiness 

When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f),  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

StolP  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f]  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  [June  29)  1960. 

Smith  Kline  & French  Laboratories,  Philadelphia 
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Medicare  Under  Social  Security 

By  J.  H.  GOLDMAN 

Aluminum  Company  Of  America 


Associated  Industries  of  Alabama  repre- 
sents 961  member  companies  that  employ 
over  675,000  men  and  women.  These  busi- 
nesses all  operate  in  Alabama  communities 
that  contain  their  own  share  of  our  senior 
citizens  65  years  of  age  or  older.  It  necessari- 
ly follows  then,  that  the  members  of  AIA  are 
not  only  fully  aware  of  the  medical  care  prob- 
lems of  the  aged  but  as  corporate  citizens  of 
their  communities  have  in  the  past,  are  now 
and  will  continue  to  promote  and  support  pro- 
grams in  the  public  interest  that  are  designed 
to  aid  those  people  who  NEED  help,  whether 
it  be  medical  or  otherwise. 

At  the  same  time  AIA  believes  that  se- 
curity, whether  it  be  medical  or  economic, 
can  best  be  assured  by  preserving  for  future 
generations  the  opportunity  to  reap  the  just 
rewards  of  ability  and  initiative  within  the 
framework  of  an  economy  that  encourages  in- 
dividual enterprise.  Such  a framework  cer- 
tainly does  not  embody  the  concept  or  prac- 
tice of  any  government,  whether  it  be  local, 
state  or  federal,  employing  the  use  of  public 
funds  to  provide  a static  level  of  service  or 
benefits  to  a segment  of  society  on  the  basic 
qualification  of  age.  For  any  such  program 
involving  expenditure  of  public  funds  to  ig- 
nore the  factors  of  individual  need,  individual 
financial  participation  and  individual  desires 
is  to  lead  to  an  unnecessarily  heavy  burden 
on  the  taxpayer  citizen.  Relatively  little  good 
can  result  from  such  an  indiscriminate  distri- 
bution of  public  funds.  Certainly  such  a pro- 
gram will  completely  destroy  the  incentive 
for  the  individual  to  make  even  normal  prep- 
arations for  his  economic  security  in  declin- 
ing years.  Rather  he  will  be  encouraged  to 
further  depend  upon  an  all  beneficent  gov- 


Presented  before  the  Alabama  congressional 
delegation  at  the  Washington  meeting  of  Associ- 
ated Industries  of  Alabama,  Feb.  15,  1965. 


ernment  to  assume  additional  responsibilities 
not  commensurate  with  a free  society. 

As  I have  stated,  AIA  is  not  unaware  of  the 
medical  problems  of  a fraction  of  the  nation’s 
aged  people.  However,  we  submit  that  the 
problem  is  not  of  such  magnitude  that  addi- 
tional federal  legislation  is  either  required  or 
desirable. 

In  1960  the  Congress  initiated  an  entirely 
new  federal-state  grants-in-aid  program  of 
“Medical  Assistance  for  the  Aged,”  the  so- 
called  Kerr-Mills  bill  and  provided  for  cer- 
tain medical  care  to  be  given  to  Old  Age  As- 
sistance recipients.  The  federal  government 
finances  60  to  80  percent  of  the  costs  of  these 
programs,  the  balance  coming  from  the  states 
that  implement  and  control  them.  As  of 
January  1,  1965,  forty  states  had  Medical  As- 
sistance for  the  Aged  programs  in  effect. 
Three  states  have  legal  authority  to  imple- 
ment a program  but  have  not  appropriated 
money  for  it.  Seven  states  still  need  legisla- 
tion. 

An  examination  of  the  Kerr-Mills  results 
reveals  a need  for  certain  changes  in  the  law 
in  order  to  cope  with  some  of  its  inherent 
problems  but  the  answer  certainly  does  not 
lie  in  the  practice  of  passing  out  a loaf  of 
bread  to  everyone  in  a class  in  order  to  abate 
the  pangs  of  hunger  in  a relatively  few. 

You  have  heard  it  before,  but  it  bears  re- 
peating over  and  over  again — this  so-called 
Medicare  approach  embodied  in  S.  1 and 
H.  B.  1.  and  other  bills  now  before  the  Con- 
gress are  but  the  first  giant  step  toward  na- 
tionalized or  socialized  medicine.  To  those 
who  scoff  and  say,  “it  isn’t  so,”  take  a look  at 
most  of  the  nations  of  Western  Europe  where 
such  steps  have  been  taken  and  where  state 
medicine  is  deeply  entrenched.  In  the  United 
States  during  1964  one  out  of  every  four  dol- 
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lars  spent  for  health  and  medical  care  was 
spent  by  government. 

While  AIA  does  not  concede  that  any  fed- 
eral financing  of  health  insurance  is  neces- 
sary, we  recognize  the  popularity  of  such  an 
approach,  especially  where  the  aged  are  in- 
volved. Therefore,  we  recommend  that  you 
gentlemen  utilize  all  the  skills  with  which 
you  are  endowed  and  the  vote  given  you  by 
the  people  of  Alabama  to  oppose  S.  1 and 
H.  B.  1,  so-called  King-Anderson  bill,  and  to 
oppose  any  measure  designed  to  finance 
health  insurance  for  the  elderly  through  the 
payroll  tax  mechanism,  especially  under  So- 
cial Security. 

We  respectfully  urge  that  you  promulgate 
and  support  efforts  to  allow  Kerr-Mills 
through  the  several  states  to  meet  the  medi- 
cal needs  of  the  elderly  who  cannot  do  so 
with  their  own  resources. 


Skilled  Nursing  Home 


Woodley  Manor 


of  Advancing  Age 

A New  Concept  of  Nursing, 
Convalescent  6 Retirement  Care 

EIGHTY  BED  — AIR  CONDITIONED 
PRIVATE  or  SEMI  PRIVATE 
NURSES  ON  DUTY  — DOCTOR  ON  CALL 

For  Information  and  Reservation 
DIAL  288-2780 

3312  Woodley  Rd.  Montgomery,  Ala. 


V^ill  (^rest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 


MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F.A.P.A. 
James  K.  Ward.  M.D.,  F.A.P.A. 


Location:  7000  5th  Avenue  South 

Box  2894,  Woodlawn  Station 

BIRMINGHAM.  ALABAMA  3S2I2 
Phone.  595-1 151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 


HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
Aaierican  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 
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March  of  Dimes  Program  Enters  28th  Year 


The  National  Foundation  for  Infantile  Pa- 
ralysis observed  its  27th  birthday  earlier  this 
year  and  optimistically  embarked  on  its  28th 
year  of  public  service  after  announcing  the 
establishment  of  more  than  50  birth  defects 
centers  and  clinics. 

The  foundation  has  celebrated  the  passing 
of  many  milestones  since  its  incorporation 
Jan.  3,  1938,  when  then  President  Franklin 
Roosevelt  announced  the  organization’s  aims 
as  “to  lead,  direct  and  unify”  the  fight  against 
polio.  Basil  O’Connor  was  the  foundation’s 
first  president. 

Since  the  organizational  meeting  and  in- 
corporation, the  foundation  has  observed 
these  milestones: 

Jan.  3,  1938:  The  National  Foundation  for  In- 
fantile Paralysis  incorporated.  President 
Franklin  D.  Roosevelt  states  aims:  “to  lead, 
direct  and  unify”  the  fight  against  polio. 
Basil  O’Connor  named  president. 

May  12,  1939:  First  chapter  started  at  Coshoc- 
ton, Ohio. 

April  16,  1940:  First  professional  education 
grant  authorized. 

July  12-17,  1948:  First  International  Polio- 
myelitis Conference  (43  nations)  held  by 
March  of  Dimes  in  New  York.  Four  other 
international  polio  conferences  have  been 
held  in  1951,  1954,  1957  and  1960. 

Jan.  28,  1949:  March  of  Dimes-supported  sci- 
entists (Dr.  John  Enders,  Dr.  Thomas  Well- 
er and  Dr.  Frederick  Robbins  of  Harvard 
University)  published  first  report  of  an  his- 
toric research  breakthrough  by  growing 
poliovirus  in  cultures  of  nonnervous  tis- 
sue. For  this,  they  received  the  Nobel 
Prize  for  medicine  in  1954. 

April,  1950:  First  March  of  Dimes-supported 
Respiratory  Study  Centers  established  at 
Houston  and  Boston. 

Sept.,  1951:  Scientists  in  four  laboratories 
supported  by  March  of  Dimes  grants  com- 
plete 2V2-year  project  establishing  three 
types  of  poliovirus  responsible  for  disease. 


Fall,  1951  and  Summer,  1952:  Human  field 
trials  on  effectiveness  of  gamma  globulin 
in  preventing  polio  paralysis. 

April,  1952:  March  of  Dimes-aided  scientists 
report  discovery  that  antibodies  in  blood 
streams  of  monkeys  prevent  poliovirus 
from  reaching  vital  nerve  cells. 

March  28,  1953:  First  medical  report  pub- 
lished on  antipolio  “killed-virus”  vaccine 
developed  by  Dr.  Jonas  Salk  under  March 
of  Dimes  grant. 

April  26,  1954:  March  of  Dimes  field  trials 
for  Salk  vaccine  began  with  1,830,000  school 
children  participating. 

April  12,  1955:  Salk  vaccine  pronounced  safe, 
potent  and  effective. 

July  22,  1958:  The  National  Foundation  ex- 
pands its  goals,  announces  it  will  use  its 
resources  to  combat  other  major  health 
problems,  with  arthritis  and  birth  defects 
as  initial  new  targets,  in  addition  to  polio. 

Jan.,  1960:  First  March  of  Dimes  Birth  De- 
fects Clinical  Study  Center  opened  at  Chil- 
dren’s Hospital,  Columbus,  Ohio. 

March  15,  1960:  Announcement  of  the  found- 
ing of  The  Salk  Institute  for  Biological 
Studies  at  San  Diego,  Calif.,  with  Dr.  Jonas 
Salk  as  director,  to  be  staffed  by  leading 
scientists  from  the  United  States  and 
abroad. 

July,  1960:  Firt  International  Conference  on 
Congenital  Malformations,  London,  and 
Fifth  International  Conference  on  Polio- 
myelitis, Copenhagen,  sponsored  by  The 
National  Foundation-March  of  Dimes. 

May  18,  1961:  New  expanded  program  of  di- 
rect patient  aid  announced.  Go-ahead  giv- 
en for  nationwide  network  of  chapter-fi- 
nanced Special  Treatment  Centers  and 
Evaluation  Clinics.  Limitations  lifted  to 
include  children  suffering  from  all  types  of 
birth  defects. 

Jan.,  1962:  First  Inter-American  Conference 
on  Congenital  Defects  held  in  Los  Angeles, 
Calif.,  co-sponsored  by  the  National  Foun- 
dation and  the  University  of  California. 
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March,  1962:  Public  Health  Service  com- 
pletes licensing  action  on  oral  vaccine  de- 
veloped by  Dr.  Albert  R.  Sabin.  March  of 
Dimes  funds  supported  the  research  leading 
to  development  of  the  attenuated  live-virus 
strains  used  in  this  second  polio  preventive. 

Dec.,  1962:  The  1962  Nobel  Prize  in  Medicine 
and  Physiology  shared  by  biophysicists  Dr. 
F.  H.  C.  Crick  of  Cambridge  University,  Dr. 
James  D.  Watson  of  Harvard  and  Dr.  M.  H. 
F.  Wilkins  of  Kings  College,  London,  for 
their  discovery  of  the  molecular  structure 
of  DNA,  the  substance  of  heredity.  Dr. 
Watson  was  aided  by  a March  of  Dimes  fel- 
lowship during  the  work  for  which  the 
prize  was  given.  Dr.  Crick  is  a Visiting 
Fellow  of  The  Salk  Institute. 

Jan.  3, 1963:  25th  Anniversary  of  The  Nation- 
al Foundation-March  of  Dimes,  a quarter- 
century  of  medical-scientific  progress  en- 
compassing the  development  of  two  vac- 
cines to  eliminate  polio  as  a threat  to  pub- 
lic health,  and  the  launching  of  an  unprece- 
dented attack  on  heretofore  neglected  birth 
defects  and  arthritis. 

Jan.,  1963:  Third  International  Symposium 
on  Immunopathology  held  in  San  Diego, 
Calif.,  co-sponsored  by  The  National  Foun- 
dation and  the  Atomic  Energy  Commission. 

July,  1963:  Second  International  Conference 
on  Congenital  Malformations  sponsored  by 
The  National  Foundation  in  New  York; 
some  1,500  delegates  registered  from  21 
nations. 

Dec.,  1963:  Rapid  expansion  of  Medical 
Care  and  Clinical  Research  Program  indi- 
cated by  number  of  March  of  Dimes  Cen- 
ters in  operation — 44  for  birth  defects;  25 
for  arthritis;  6 polio  respiratory  centers. 

April,  1964:  Conference  of  National  Organi- 
zations in  Los  Angeles  draws  national  of- 
ficers of  major  women’s  organizations, 
representing  more  than  30  million  U.  S. 
members,  for  briefings  on  birth  defects, 
arthritis,  and  visit  to  Salk  Institute  for  Bio- 
logical Studies. 

Sept.,  1964:  The  National  Foundation  cooper- 
ates with  American  Rheumatism  Associa- 
tion and  Arthritis  and  Rheumatism  Foun- 
dation to  form  the  new  Arthritis 


BUREAU  OF  PREVENTABLE  DISEASES 


W.  H.  Y.  Smith.  M.  D..  Director 
CURRENT  MORBIDITY  STATISTICS 
1965 


Jan. 

Feb. 

•E.  E. 
Feb. 

Tuberculosis  

111 

119 

133 

Syphilis  

197 

166 

112 

Gonorrhea  

. 349 

254 

293 

Chancroid  

3 

2 

3 

Typhoid  fever  

2 

0 

1 

Undulant  fever  

0 

0 

0 

Amebic  dysentery  

2 

1 

2 

Scarlet  fever  & strep,  throat 

310 

243 

131 

Diphtheria  

0 

2 

1 

Whooping  cough 

5 

2 

7 

Meningitis  

5 

3 

10 

Tularemia  

1 

0 

0 

Tetanus  

0 

2 

1 

Poliomyelitis  

0 

0 

0 

Encephalitis  

0 

0 

0 

Smallpox  

0 

0 

0 

Measles  

- 358 

435 

314 

Chickenpox  

156 

124 

158 

Mumps  

24 

32 

99 

Infectious  hepatitis  

34 

48 

56 

Typhus  fever 

...  0 

0 

0 

Malaria  

0 

0 

0 

Cancer  

479 

587 

607 

Pellagra  

0 

2 

0 

Rheumatic  fever 

25 

10 

13 

Rheumatic  heart  . . 

27 

31 

32 

Influenza  

94 

2.987 

933 

Pneumonia  

277 

361 

326 

Rabies — Human  cases 

0 

0 

0 

Pos.  animal  heads  ... 

8 

1 

0 

As  reported  by  physicians 

and  including 

deaths 

not  re- 

ported  as  cases. 

•E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 

.5*  .5* 

BUREAU  OF  LABORATORIES 
Thomas  S.  Hosty,  Ph.D.,  Director 


February  1965 

Examinations  for  intestinal  parasites 1,223 

Typhoid  cultures  (blood,  feces,  urine 

and  other) 221 

Examinations  for  malaria  , 3 

Examinations  for  gonococci.,  1,787 

Serologic  tests  for  syphilis  (blood  and 

spinal  fluid) 22,596 

Darkfield  examinations... 3 

Agglutination  tests..... 5 

Examinations  for  diphtheria  bacilli 

and  Vincent’s 16 

Complement  Fixation  77 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations).... 217 

Water  examinations 2,065 

Milk  and  dairy  products  examinations 3,744 

Examinations  for  tubercle  bacilli 3,797 

Miscellaneous  examinations 6,202 


TotaL 41,956 


‘Dothan  Branch  Laboratory  report  was  not  received  in 
time  to  be  included  in  this  report. 

Foundation  of  America  as  a unified,  inde- 
pendent voluntary  agency  to  combat  crip- 
pling arthritis. 
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^ a result  of 
^METHEDRINE’L 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine'  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 
100  and  1000. 


BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Convention  Calendar 


MEDICAL  ASSOCIATION  OF  THE  STATE 
OF  ALABAMA 
(Annual  Session) 

April  22-24,  Parliament  House,  Birming- 
ham. 


POSTGRADUATE  COURSE  IN  'CLINICAL 
GASTROENTEROLOGY' 

April  22-24,  St.  Petersburg,  Fla.,  sponsored 
by  American  Academy  of  General  Practice, 
the  Florida  Institute  for  Continuing  Universi- 
ty Studies  and  The  Mound  Park  Hospital 
Foundation.  (18  accredited  hours  by  the 
American  Academy  of  General  Practice.) 

¥ 

INTERNATIONAL  COLLEGE  OF 
SURGEONS 

April  25-29,  Las  Vegas,  Nev.,  North  Ameri- 
can Federation  Congress. 


AMERICAN  COLLEGE  OF  PHYSICIANS 

April  26-30,  Humphreys  Postgraduate  Cen- 
ter, Denver,  Colo.,  postgraduate  course  no.  13 
Cardiopulmonary  Diseases. 


CONGRESS  ON  ENVIRONMENTAL 
HEALTH  PROBLEMS 

April  26-27,  Drake  Hotel,  Chicago,  spon 
sored  by  AMA,  subjects  include  the  applica- 
tion of  medicine  to  the  complex  environment 
in  which  we  live  today.  (Congress  accept- 
able for  12  accredited  hours  by  the  American 
Academy  of  General  Practice.) 


HAHNEMANN  MEDICAL  COLLEGE  AND 
HOSPITAL 

(Postgraduate  Education  Course) 

April  26-29,  Sheraton  Hotel,  Philadelphia, 
course  on  Mechanisms  and  Therapy  of  Car- 
diac Arrhythmias,  directed  by  Dr.  Leonard 
S.  Dreifus. 


AMERICAN  ACADEMY  OF  PEDIATRICS 

April  26-29,  Americana  Hotel,  Bal  Harbour, 
Fla.,  spring  meeting  of  the  Pan-American 
Association. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY 

(Part  II  Oral  And  Clinical  Examination) 

April  26,  May  1,  Edgewater  Beach  Hotel, 
Chicago.  New  and  reopened  applications  and 
requests  for  re-examination  in  the  Part  II 
examination  for  1966  accepted  in  the  office 
of  the  secretary,  100  Meadow  Road,  Buffalo, 
N.  Y.,  during  April  and  May,  1965. 


“lielax,  doctor,  when  you've  petjormed  this  oUeration  as 
often  as  I have,  you  leant  to  stride  these  thini^s  in  y,>ur  take." 

(The  New  Physician) 
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FAMOUS  ALABAMA  PHYSICIANS 


R.  CHARLES  ADOLPH  MOHR 
(1857-1949) — the  first  Professor  of 
Pharmacy  at  the  Medical  College  of 
Alabama — was  born  in  Louisville, 
Kentucky,  April  1,  1857.  Later  that 
year  his  parents  moved  to  Mobile  where 
his  father  established  a drug  store  which 
he  operated,  exclusive  of  Civil  War  Years, 
until  1900. 

Young  Mohr  was  educated  in  the  public 
schools  of  Mobile  County.  During  this 
time,  he  learned  pharmacy  in  his  father’s 
drug  store  where  he  received  practical  ex- 
perience in  compounding  drugs  as  well  as 
making  extracts  and  decorations. 

Later  Mohr  enrolled  in  the  University  of 
Cincinnati  College  of  Pharmacy,  graduat- 
ing in  1878  where  he  was  Number  One  in 
his  class.  He  then  entered  the  Medical  Col- 
lege of  Alabama  and  received  his  M.  D.  de- 
gree in  1884.  Again  he  was  Number  One 
and  delivered  the  Valedictory  Address. 

Apparently,  Dr.  Mohr  taught  as  well  as 
studied  during  these  years.  The  Medical 
College  of  Alabama  Catalogue  for  1880  lists 
him  as  Assistant  Professor  of  Chemistry 
along  with  nine  other  faculty  members.  In 
1885  he  was  named  Professor  of  Chemistry 
and  Lecturer  on  Practical  Pharmacy.  Dr. 
Mohr  was  to  remain  a faculty  member  at 
the  Medical  College  through  the  year  1919. 

Although  Dr.  Mohr  received  his  M.  D. 
degree  in  1884,  he  was  so  occupied  with  his 
teaching  activities  that  he  delayed  for  sev- 
eral years  taking  the  examination  for  a li- 
cense to  practice  medicine.  His  license  was 
dated  December  5,  1892.  He  scored  an  av- 
erage grade  of  95.77  and  made  a grade  of 
100  on  each  of  three  subjects. 

In  1903  Dr.  Mohr  opened  an  office  for 
the  practice  of  medicine.  This  he  com- 
bined with  his  teaching  schedule,  also  find- 
ing time  to  serve  as  secretary  and  treasurer 
of  the  Medical  College  Athletic  Board. 

In  1911,  Dr.  Mohr  added  to  his  duties  the 
office  of  chairman  of  the  Board  of  Health 
of  Mobile.  When  the  Mobile  city  and  coun- 
ty health  offices  were  combined  a few 
years  later.  Dr.  Mohr  became  County 
Health  Officer  and  held  the  position  until 
1934. 


Dr.  Mohr  was  active  in  medical  societies, 
serving  as  secretary  of  the  Mobile  society 
and  later  president  of  that  organization. 
He  was  elected  a life  counsellor  of  The 
Medical  Association  of  the  State  of  Ala- 
bama in  1909  and  was  a member  of  the 
State  Board  of  Censors  from  1915-1920.  In 
1926,  Dr.  Mohr  was  elected  president  of  the 
state  association. 

In  1931,  Dr.  Mohr  was  elected  a member 
of  the  Board  of  Trustees  of  Alabama  State 
Hospitals  and  served  until  his  death  No- 
vember 28,  1949,  at  the  age  of  92.  He  at- 
tended a meeting  of  the  Board  of  Trustees 
at  Searcy  Hospital  in  Mount  Vernon  the 
day  before  his  death. 

The  minutes  of  the  Board  of  Trustees  of 
the  Alabama  State  Hospitals  and  the  Part- 
low  State  School  carried  the  following  af- 
ter Dr.  Mohr’s  death; 

“ . . . this  great  clarity  of  mind,  coupled 
with  a good  sense  of  humor,  kept  him  in 
step  with  the  great  march  of  time.  He  was 
never  outmoded.  His  advice  continued  to 
be  sought  by  fellow-members  of  the  Mobile 
County  Medical  Society.  He  was  a man  of 
determination  w i t h a sense  of  responsi- 
bility.” 

His  residence  at  254  St.  Anthony  Street 
in  Mobile  now  houses  the  American  Red 
Cross. 


One  of  a series  of  Famous  Alabama  Physicians  based  on  research  compiled  by  Dr.  E.  B.  Carmichael 
for 

Durr  Surgical  Supply  Co. 

Montgomery  Birmingham  Huntsville 
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CONVENTION  CALENDAR 


AMERICAN  COLLEGE  OF  SURGEONS 
(Chicago  Committee  on  Trauma) 

April  28-May  1,  John  B.  Murphy  Memorial 
Auditorium,  Chicago,  sponsored  by  American 
College  of  Surgeons  featuring  eight  lectures 
by  Jorg  Bohler,  renowned  orthopaedic  sur- 
geon who  is  professor  of  accident  surgery. 
University  of  Vienna,  program  also  to  in- 
clude lectures  by  American  surgeons  of  re- 
nown, registration  to  Dr.  John  J.  Fahey,  1791 
Howard  St.,  Chicago,  111.,  60626. 

^ i’fi  ^ 

MEDICAL  COLLEGE  OF  GEORGIA 

May  1-2,  Augusta,  Ga.,  seminar  on  Chronic 
Obstructive  Lung  Disease. 

^ ^ ^ 

NATIONAL  LEAGUE  OF  NURSING 

May  3-7,  Civic  Auditorium,  San  Francisco, 
Cal.,  annual  convention. 


AMERICAN  COLLEGE  OF  PHYSICIANS 

May  10-14,  New  York  University  Medical 
Center,  New  York,  N.  Y.,  Postgraduate 
Course  No.  14,  Rehabilitation,  Howard  A. 
Rusk,  M.  D.,  director. 


AMERICAN  COLLEGE  OF  PHYSICIANS 

May  24-26,  Royal  Victoria  Hospital,  Mon- 
treal, Canada,  Postgraduate  Course  No.  15, 
Current  Concepts  In  Gastroenterology,  Rich- 
ard D.  McKenna,  M.  D.,  director. 


CHILDREN'S  HOSPITAL  OF 
PHILADELPHIA 

May  24-28,  Philadelphia,  Pa.,  Five-Day  Re- 
fresher Course  in  Pediatrics,  curriculum  con- 
sisting of  lectures  and  clinics  by  members  of 
the  faculty  staff. 


for  psychiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  □ We  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE,  N.  E.  TELEPHONE  873-5681  ATLANTA  9.  GEORGIA 
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For  that  discriminating  person  demanding  quality 
and  comfort  ...  a prestige  address  . . . Service 
and  friendliness  in  the  old  tradition 

. . . that  special  touch  for  convention  groups,  too 


7^ 


lantaA  . . . 

where  pleasing  you  is  our  pleasure 


Home  of  the  Carriage  House  and  Stirrup  Cup 

2ND  AVENUE  & I7TH  STREET  BIRMINGHAM. 


ALABAMA 


For  Your  Convention  Transportation  Needs 


AVIS 


Rent  a NEW 
FORD  or  other 
fine  car  . . . 


I N 

BIRMINGHAM 


4 doors  East  of 
Dinkler-Tutwiler 
on  Sfh  Ave.  Side 
251-3223 


FOR  RESERVATIONS,  CALL  COLLECT  251-3223 


Cars  Available  at  Birmingham  Municipal  Airport  or  any  down- 
town location  . . . Five-Minute  Delivery  to  any  point  in  downtown 

Birmingham. 

2023 — 5th  Avenue,  North 
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TUBERCUUN,TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routineTB  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 

practical— can  be  administered  by  nurses  or  other  personnel 

convenient— no  refrigeration  or  other  storage  precautions 

economical— stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Peari  River,  New  York 

9635-^ 
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The  Woman’s  Auxiliary 


Dear  Doctors: 

This  is  my  farewell  letter  to  you.  I am 
going  to  miss  thinking  up  the  most  important 
thing  to  tell  you  and  the  frantic  calls  from  the 
editorial  staff  of  The  Journal  of  the  Medical 
Association  of  the  State  of  Alabama  begging 
me  to  please  have  the  muse  strike  so  they 
will  get  the  copy  on  time.  Nell  Williford  told 
me  that  they  keep  a file  of  my  letters  and 
all  were  anxious  to  read  the  latest  one  to  see 
what  my  excuse  was  for  being  late.  Let  me 
tell  you,  I thought  up  some  good  ones. 

I need  to  give  you  a report  on  the  auxiliary 
year  so  you  will  know  how  much  we  have 
done  but  our  state  reports  are  just  being 
made  out  (this  column  is  written  during  the 
first  week  of  March),  and  I haven’t  seen  any 
of  them  yet.  I do  know  that  all  of  the  auxili- 
aries that  I visited  were  working  hard  and  I 
found  out  something  else,  they  do  more  work 
than  they  write  down  on  their  reports.  I wish 
you  would  ask  them  to  report  to  your  coun- 
ty medical  societies  so  that  you  would  be  in- 
formed on  all  of  their  activities  instead  of 
just  hearing  the  problems  your  own  auxiliary 
member  wife  is  having  with  the  project  in 
which  she  is  involved.  Not  only  would  you 
know  how  much  work  they  do,  you  might 
have  suggestions  for  them  concerning  a proj- 
ect that  meets  a particular  need  in  your  coun- 
ty. I have  said  frequently  that  the  national 
and  state  auxiliaries  are  like  the  Southern 
Baptist  Church,  we’ve  got  programs  to  cover 
nearly  every  need  you  face.  The  only  differ- 
ence is  that  we  don’t  have  to  be  standard.  We 
try  to  concentrate  on  what  needs  to  be  done 
to  meet  local  needs. 


I do  have  a few  things  to  report  that  I have 
picked  up  on  my  visits  to  the  local  auxiliaries. 
9,000  school  children,  residents  of  Cullman 
County,  carried  home  the  safety  question- 
naire that  I had  in  my  column  last  month. 
I’ve  already  had  some  repercussions  among 
my  friends,  they  are  calling  me  and  asking  if 
I don’t  want  to  come  over  and  rearrange  all 
dangerous  materials  kept  in  the  kitchen,  the 
laundry,  the  garage,  and  in  the  bathroom. 

I know  that  many  auxiliary  members 
worked  hard  in  the  political  campaign  last 
year.  They  are  interested  citizens  and  pull- 
ing their  share  of  the  load  to  help  make  Ala- 
bama a better  place  to  live.  I also  know  that 
they  are  going  to  work  on  the  Eldercare  pro- 
gram. 

Your  wives  have  been  busy  raising  money 
for  AMAERF  but  don’t  know  what  the  final 
total  amount  will  be  yet.  I do  know  that  I 
have  not  visited  a county  auxiliary  that  has 
not  equaled  the  amount  they  raised  last  year 
and  many  of  them  are  sending  in  more  money 
than  they  have  ever  raised  before. 

We  are  still  trying  to  interest  young  people 
in  following  a profession  connected  with 
Health  Careers.  All  of  this  hard  work  means 
that  three  or  four  years  from  now  technicians, 
nurses,  record  librarians,  etc.,  will  be  avail- 
able in  greater  numbers.  Of  course,  the 
population  explosion  may  make  us  feel  that 
we  are  not  any  better  off  than  we  were 
before. 

On  the  International  Health  front,  boxes 
and  boxes  of  drug  samples  and  many  yards  of 
bandages  have  been  sent  to  World  Medical 
Relief.  I’d  almost  bet  that  there  is  not  a sin- 
gle tired  sheet  left  in  Alabama. 

Project  after  project  could  be  listed,  but 
you  might  get  bored  and  the  auxiliary  would 
overflow  its  allotted  space. 

Bring  your  wife  to  the  state  convention 
April  22,  23,  1965.  Send  her  to  the  auxiliary 
meetings.  It  will  save  you  money  and  she 
will  get  educated. 

See  you  in  Birmingham, 
Frances  Clemmons 
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APPALACHIAN  HALL 

ESTABLISHED  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  corma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 


THE 

SILVER  HILL 
FOUNDATION 

NEW  CANAAN 
CONNECTICUT 


A Psychotherapeutic  Unit 
for  the  Study  and  Treatment 
of  the  Psychoneuroses 


Announces 
THREE  YEAR 
RESIDENCY 
TRAINING 
PROGRAM 


IN  PSYCHIATRY 


Approved  by  the  American  Medical  Association  and  the  American  Board  of  Psychiatry  and  Neu- 
rology. Affiliated  with  Departments  of  Psychiatry  and  Neurology  of  the  College  of  Physicians  and 

Surgeons,  Columbia-Presbyterian  Medical  School,  New  York  City. 

First  year  spent  at  Medical  Center,  New  York,  N.  Y.,  second  and  third  years  at  Silver  Hill,  New 

Canaan,  Connecticut.  Applicants  also  considered  who  have  completed  one  year  or  more  of  train- 

ing elsewhere  for  the  second  and  third  year  program. 

Emphasis  placed  on  training  of  physicians  for  private  practice  of  psychiatry,  under  experienced 
preceptors,  Board  Diplomates,  with  teaching  background.  Generous  compensation,  opportunities  for 
permanent  staff  appointment.  Only  outstanding  applicants  accepted. 

For  further  information  and  application  form,  write:  William  B.  Terhune,  M.  D.,  Medical  Direc- 
tor, The  Silver  Hill  Foundation,  Box  1177,  New  Canaan,  Connecticut. 
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neo  Bromth® 

in  premenstrual  tension 


Complete  information  and  clinical  samples  will  be 
sent  upon  request. 

Name 

Address 

C i ty State Zi  p 

PHARMACEUTICAL  CO. 

CHATTANOOGA,  TENN.  37409 


Murfreesboro — Vacancies 

STAFF  PHYSICIAN  for  1275  bed  Neu- 
ropsychiatric Hospital,  including  350 
general  medical  and  geriatric.  Mod- 
ern facilities  for  diagnosis  and  treat- 
ment of  mental  illness.  Salary  $12,075 
to  $21,590  depending  on  qualifications; 
fringe  benefits;  cost  of  moving  to  Mur- 
freesboro will  be  paid  by  Veterans 
Administration;  visit  here  for  evalua- 
tion can  be  arranged  at  our  expense. 
Excellent  educational  opportunities  for 
students  in  this  area.  Contact  Director, 
Veterans  Administration  Hospital,  Mur- 
freesboro, Tennessee. 
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WHO  NEEDS  A BLOOD-GLUCOSE  DETERMINATION? 

Many  of  your  patients,  Doctor.  With  DEXTROSTIX®  Reagent  Strips,  estimating 
biood  giucose  takes  oniy  60  seconds.  The  test  can  be  used  for  screening  in 
every  physicai  examination  and  emergency  situation.  DEXTROSTIX  isaiso  use- 
fui  for  checking  biood  giucose  in  pregnancy,  obesity,  peripherai  vascuiar  dis- 
ease, certain  endocrine  disorders,  patients  on  “thiazides”  and  other 
potentiaiiy  hypergiycemic  drugs,  diabetic  screening  and  manage- 
ment, and  other  conditions  where  hypo-  or  hyperglycemia  may  be  of 
clinical  significance.  □ Ames  Company,  Inc.,  Elkhart,  Indiana  aivies 


03565 


The  Somatic  Mask:  chest  pain- 
heart  disease  or  psychic  tension? 


Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a “somatic  mask’’— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient's  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 
10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  \«ith  cerebral  palsy  or  athetosis,  2 
to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or  2 mg/day  ini- 
tially, increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  or 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessation 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Suppliei:  Tablets,  2 mg  and  5 mg;  bottles  of  50  and  500. 


Valium  (diazepam) 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.  J.  07110 
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IN  THIS  ISSUE 

Xgs^na^Vs  Of  Gastric  Resections^ 

away  Methodist  Hospital  . . . . 
Treatment  Of  Myocardial  Infarction  . 


easy 
does 
it! 


tear, 
moisten, 
compare 
—that's  all! 
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Kapseals® 

Bencfdr'y'l^ 

(diphenhydramine  hydrochloride) 

PARKE -DAVIS 

To  Combat  Symptoms  of  Tree-Pollen  Allergy 


This  time-tested  agent  provides  two  actions  that  cfTectis  cly 
combat  symptoms  of  seasonal  allergy:  Atitihislinnitiic  — 
relieves  sneezing,  nasal  congestion,  itching,  and  lacrima- 
tion.  Antispasmodic  — reUeves  bronchial  and  gastrointes- 
tinal spasm.  Precautions:  Persons  who  liave  Ijccomc  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or  wiiose 
tolerance  is  not  knotvn,  should  not  dri\  e veliicles  or  engage 
in  other  activities  reejuiring  keen  response  while  using  this 
jjroduct.  Hypnotics,  setlatives,  or  tran(|uili/ers,  if  used  with 
BENADRYL,  should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine  has  an 


atropine-like  action  which  shoidd  be  considered  when 
prestribing  BEN. \DRVL.  Side  Effects: Sitlc  reactions, com- 
monly associated  with  antihistaminic  therapy  and  gener- 
ally mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions  are  drowsi- 
ness, dizziness,  dryness  of  the  mouth,  nausea,  and  nervoirs- 
ness.  BENADRYL  is  available  in  .several  forms  including 
Kapseals  containing  50  mg. 

The  pink  capsule  with  the 
white  l)and  is  a trademark  ol 


Parke,  Davis  Ik  Company.  724t5  pakkc.  davis i company, 


PARKE-DAVIS 
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AND  THREATENED 


AND  HABITUAL  ABORTION 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 
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Arteries  now  have  no  place  to  hide 


With  the  recent  developments  in  radio- 
logic  diagnostic  procedures,  involving 
injection  of  contrast  media  into  blood 
vesselsto  makethem  opaque,  no  artery 
can  now  escape  diagnostic  scrutiny. 
And  this  is  true  for  many  veins  as  well. 
What’s  so  important  about  being  able 
to  examine  by  X-ray  or  fluoroscope 
practically  any  blood  vessel?  It  can 
show  up  lesions  or  anomalies  that  pin- 
point to  an  expert,  trained  in  these 
techniques,  the  cause  of  serious  dis- 
eases of  the  heart,  brain,  kidney,  and 
other  organs.  In  many  cases,  it  can 
help  discover  candidates  for  future 
strokes  or  cardiac  disorders,  and  may 


save  lives  or  provide  extra  useful  years. 
One  of  the  more  refined  procedures 
now  being  used  by  radiologists  to 
explore  hitherto  inaccessible  blood 
vessels  involves  the  introduction  of  a 
pre-shaped  plastic  catheter  to  permit 
selective  specific  opacification  of  par- 
ticular branches  of  the  vascular  tree. 
This  can  be  performed  with  a remark- 
able level  of  safety  and  diagnostic 
accuracy. 

Physicians  trained  in  these  and  other 
new  radiologic  procedures  can  now 
provide  you  with  invaluable  diagnostic 
assistance  for  patients  with  special 
problems. 


PIONEERS  IN  PRODUCTS  FOR  RADIOLOGIC  DIAGNOSIS 


WINTHROP  LABORATORIES, 
New  York,  N.Y.  10016 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Niacinamide  100  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule  | 
daily,  for  the  treatment  of  vitamin  defi-  f 
ciencies.  Supplied  in  decorative  "re-  J 
minder"  jars  of  30  and  100;  bottles  of  500.  I 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

' ' ' At  A 


On  April  8th,  1965,  the  House  of  Represen- 
tatives of  the  Congress  of  the  United  States, 
by  a majority  of  almost  3 to  1,  passed  an 
omnibus  “Medicare”  bill.  If  this  bill  passes 
the  Senate,  for  the  first  time  in  American 
history  a compulsory  payroll  tax  would  be 
levied  to  provide  significant  health  service  in 
the  form  of  hospitalization  for  a large  seg- 
ment of  our  population.  Health  service  pro- 
vided by  compulsory  payroll  tax  is  certainly 
a form  of  socialized  medicine,  even  though 
professional  fees  are  not  involved  in  this 
particular  mechanism  at  the  present  time. 

The  Eldercare  proposal  of  the  American 
Medical  Association  to  provide  federal  sub- 
sidy to  help  pay  private  insurance  premiums 
for  health  care  of  the  needy  aged  was  never 
given  a chance.  The  Administration,  with  the 
complete  cooperation  of  Rep.  Wilbur  Mills, 
Chairman  of  the  House  Ways  and  Means 
Committee,  grabbed  the  more  comprehensive 
health  care  features  of  the  American  Medical 
Association  plan  and  mixed  them  with  its 
own  socialistic  program  mentioned  above. 
This  was  rushed  through  the  House  Ways  and 
Means  Committee  without  open  hearings  and 
was  rushed  through  the  House  of  Representa- 
tives under  a closed  rule  which  limited  de- 
bate and  amendment. 

Profound  changes  in  health  care  will  result 
if  this  bill  is  passed  by  the  Senate.  A recent 
article,  referring  to  the  Federal  aid  programs 
already  in  existence  in  the  health  field,  raised 
the  question,  “How  will  we  know  when  we 
have  Socialized  Medicine?”  The  dividing  line 
between  Federal  aid  and  Federal  control  of 
professional  care  will  finally  be  crossed  by 
this  legislation.  Many  hospitals  in  Alabama 
have  recently  witnessed  the  exercise  of  Fed- 
eral power  to  control  their  traditions  and  in- 
ternal operations.  This  has  been  applied  by 
economic  threat  which,  unfortunately,  has 
great  force  due  to  Federal  involvement  in  the 
economy  of  hospitalization  already  in  exist- 


ence. Under  this  new  legislation  the  Federal 
government  would  pay  for  medical,  as  well  as 
hospital  costs,  for  millions  of  Americans.  Be- 
cause of  this,  the  Federal  government  will 
judge  and  control  both  quality  and  cost  of 
medical  and  hospital  care.  This  will  take  the 
form  of  utilization  committees,  fee  schedules 
which  can  be  “adjusted”  by  the  Federal  gov- 
ernment at  will,  review  committees,  control 
of  hospital  policies  and  costs,  quality  of  treat- 
ment, length  of  stay,  etc.  These  power  con- 
trols will  not  be  fully  applied  at  first,  and 
many  doctors  may  be  lulled  into  a sense  of 
satisfaction  with  the  program  just  as  the 
American  Hospital  Association  has  been. 
However,  the  controls  are  written  into  the 
bill  and  will  be  applied  as  needed. 

The  AHA  is  attempting  to  have  the  Senate 
include  pathologists,  radiologists  and  anes- 
thesiologists in  the  permanent  Medicare  bill. 

Only  a miracle  can  keep  this  bill  from  pass- 
ing the  Senate.  A similar  proposal  passed 
the  Senate  last  year,  but  was  killed  in  the 
House.  The  Senate  has  an  even  greater 
liberal  majority  now.  However,  Sen.  Harry 
F.  Byrd,  Chairman  of  the  Finance  Committee, 
has  promised  open  hearings  on  the  bill. 
Every  doctor  should  use  all  the  influence  he 
can  bring  to  bear  upon  any  Senator  to  amend 
the  bill  to  drop  the  compulsory  payroll  tax 
to  finance  any  segment  of  health  care  and  to 
substitute  one  of  the  proposals  similar  to  the 
American  Medical  Association’s  Eldercare 
plan.  It  is  to  the  credit  of  Alabama  that  seven 
of  our  eight  Representatives  voted  against 
this  socialistic  medical  bill;  the  eighth.  Rep. 
Bob  Jones,  voted  for  it.  Senator  Lister  Hill 
and  Senator  John  Sparkman  are  very  influen- 
tial senior  Senators.  They  have  consistently 
voted  against  this  type  of  legislation  in  the 
past  and  it  is  to  be  hoped  that  they  will  not 
only  vote,  but  work  for  modification  of  the  so- 
cialistic features  of  this  bill.  None  of  us  are 
against  governmental  help  with  health  costs 
of  needy  people  to  whatever  extent  is  neces- 
sary. However,  universal  payroll  tax  to  sup- 
port any  nation-wide  health  service  under 
control  of  the  Federal  government  is  social- 
ized medicine  and  should  be  vigorously  op- 
posed. 

James  G.  Donald,  M.  D. 
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Why  not  MOtown*  ? 


I 


■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety«elficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ’Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform  . 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba-. 
mate  dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


Wallace  Laboratories'/  Cranbury,  N.J. 


CM. 4534 


Even  raw  materials  of  the  highest  quality  are 
not  above  suspicion.  That’s  why  we  screen 
them  thi'ough  this  "security  sieve.”  It  sepa- 
rates foreign  elements  from  all  incoming  mate- 
rial intended  for  granulation.  Here’s  how  it 
works:  The  screen  vibrates  over  a tub  at  the 
rate  of  1,000  to  3,000  times  a minute  and  sifts 
the  material.  Anything  larger  than  the  speci- 


fied particles  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rotation” 
so  that  all  particles  will  ultimately  come  in 
contact  with  the  screen  surface.  Security  screen- 
ing is  just  one  aspect  of  an  elaborate  program 
at  Eli  Lilly  and  Company  to  insure  the  highest 
quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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The  literature  is  graced  with  many  classic 
monograms  relating  to  gastric  resections  and 
diseases  attacking  the  duodenum  and  the 
stomach.  One  hesitates  to  add  new  ones  as  it 
seems  the  subject  has  been  investigated  and 
analyzed  as  thoroughly  as  possible.  However, 
when  the  cases  at  Carraway  Methodist  Hos- 
pital, a 316  bed  community  hospital  in  Bir- 
mingham, Alabama,  were  analyzed  it  was 
found  that  a significant  difference  exists  be- 
tween the  number  of  patients  treated  surgi- 
cally for  duodenal  ulcer  than  the  national 
average.  It  was  deemed  feasible  to  analyze 
the  entire  series  for  a twelve  year  period  of 
all  gastric  resections  at  this  institution,  as  it 
may  reveal  a useful  reference.  The  purpose 
of  this  paper  is  to  adequately  evaluate  and 
correlate  the  experiences  of  gastric  resec- 
tions for  those  surgical  diseases  attacking  the 
stomach  and  duodenum  at  this  hospital  for  a 
12  year  period;  as  it  was  felt  that  an  adequate 
follow-up  could  be  obtained  which  would  be 
useful  for  a 12  year  period. 

Materials  and  Methods 

The  patients  charts,  questionnaire  by  mail 
and  personal  interview  were  utilized  entirely 
in  the  preparation  of  this  paper  for  the  source 


of  material.  The  methods  utilized  were  by  an 
analysis  of  each  record  for  the  patient  in- 
volved and  when  the  record  was  incomplete  a 
questionnaire  was  mailed  to  the  patient.  The 
questionnaire  consisted  of  a postal  card  with 
the  following  related  questions:  1.  Have  you 
gained  or  lost  weight  since  your  operation? 
2.  Can  you  eat  anything  you  want?  3.  Do 
you  have  weak  or  dizzy  spells  since  your 
operation?  4.  Have  you  had  nervous  spells 
since  your  operation?  5.  Have  you  used 
tobacco  in  any  form  regularly?  6.  Have  you 
used  alcohol  in  any  beverage  form  regularly? 
(This  will  not  show  on  your  record).  7.  Are 
you  glad  you  had  your  operation?  8.  If  the 
patient  is  not  living,  please  show  date  and 
cause  of  death,  if  known.  One  hundred  and 
fifty-eight  cards  were  mailed,  93  charts  were 
adequately  written  for  follow-up  and  28  pa- 
tients failed  to  respond  and  their  charts  were 
evaluated  as  to  the  last  date  seen.  The  in- 
quiries made  on  the  postal  cards  were  very 
generalized  in  order  to  avoid  suggestion  of 
symptoms  or  arousal  of  suspicion  in  the  pa- 
tient but  seeking,  appropriately  as  possible, 
information  concerning  weight,  dumping, 
psychiatric  disorders,  effect  of  tobacco,  and 
alcohol.  The  patient  is  then  given  the  oppor- 
tunity to  voice  his  criticism  of  his  surgery  by 


/lAY  1965— VOL.  34,  NO.  II 


379 


ANALYSIS  OF  GASTRIC  RESECTIONS 


indicating  pleasure  or  displeasure.  The  fam- 
ily was  given  the  opportunity  to  comment  on 
the  results  of  the  patient’s  surgery  if  the  pa- 
tient were  deceased,  and  of  those  that  were, 
many  did  so. 

Analysis  of  Cases 

Table  I lists  the  total  number  of  patients 
admitted  to  the  hospital  for  the  12  year  period 
and  the  number  with  duodenal  ulcer,  gastric 
ulcer,  and  carcinoma  of  the  stomach.  We  find 
that  three  per  cent  of  the  patients  with  duo- 
denal ulcer  were  treated  surgically,  while  the 
national  average  treated  surgically’*  is  20  per 
cent.  Seventy-three  per  cent  of  the  patients 
with  gastric  ulcer  were  treated  surgically, 
while  the  national  average  is  40  to  50  per 
cent.**  All  of  the  patients  with  carcinoma 
were  deemed  operable  and  were  treated  sur- 
gically which  concurs  with  other  reports. *- 
The  patients  were  then  divided  into  sex  and 
race  (Table  II)  and  there  are  77  per  cent 
males  and  23  per  cent  females  and  is  com- 
parable to  a recent  monograph.**  The  ages  of 
all  patients  were  tabulated  and  the  average 
age  was  found  to  be  48  years  with  the  females 
slightly  older  than  the  males  (Table  III). 
This  was  further  broken  down  into  sex  and 
race.  The  occupations  (Table  IV)  of  the  pa- 
tients were  considered  and  the  laboring  class 
was  found  to  constitute  about  one-half,  while 
the  professional  group  constituted  less  than 
one-tenth  of  the  patients.  The  significance  of 
this  analysis  is  in  the  preponderance  of 
miners  and  millworkers  treated  at  this  hos- 
pital during  this  period.  The  majority  of  the 
professional  people  were  ministers  because  of 
the  association  of  the  hospital  with  the 
church.  The  presenting  complaints  are  tabu- 
lated in  Table  V.  We  find  that  many  of  the 
patients  had  one  or  more  of  the  presenting 
complaints.  Intractability,  hemorrhage  and 
obstruction  were  the  chief  indications  for  sur- 
gery while  hemorrhage,  obstruction  and  per- 
foration were  indications  in  a similar" 
analysis.  Also,  listed  in  Table  V is  significant 
past  history,  such  as  previous  perforation  re- 
quiring closure  6 per  cent,  previous  gastroen- 
terostomy 2 per  cent,  previous  antrectomy 


TABLE  I 

Number  of  patients  treated 5,281  (lOOTr) 

Patients  with  duodenal  ulcer 5,191  ( 98%) 

Patients  with  gastric  ulcer. 63  ( 1%) 

Patients  with  carcinoma 27  (0.5%) 

Number  requiring  surgery 222  ( 4%) 

Number  treated  medically 5,059  ( 96%) 

Patients  with  duodenal  ulcer 

treated  surgically 149  ( 3%) 

Patients  with  gastric  ulcer 

treated  surgically.... 46  ( 73%) 

Patients  with  carcinoma 

treated  surgically.. 27  (100%) 

TABLE  II 

Number  of  male  patients 

treated  surgically . 171  ( 77%) 

Number  of  female  patients 

treated  surgically . 51  ( 23%;) 

Number  of  White  males 154  ( 69%) 

Number  of  White  females 44  ( 20%) 

Number  of  Negro  males  19  ( 9%) 

Number  of  Negro  females... 5 ( 2%) 

TABLE  III 

Average  age  of  all  patients 48  years 

Average  age  of  males  49  years 

Average  age  of  females 51  years 

Average  age  of  White  males. ..46  years 

Average  age  of  White  females. 50  years 

Average  age  of  Negro  males  52  years 

Average  age  of  Negro  females 53  years 


and  vagotomy  0.5  per  cent,  and  previous 
pyloroplasty  0.5  per  cent.  In  Table  VI  the 
findings  at  operation  are  listed  as  several  pa- 
tients had  more  than  one  finding.  They  are 
listed  under  the  one  producing  the  symptoms 
over  a longer  period  of  time  when  it  was  pos- 
sible to  classify  it  in  this  manner.  Over  one- 
half  of  the  patients  had  pyloric  narrowing 
due  to  scarring  from  chronic  ulcer  disease. 
One  interesting  statistic  was  one  patient  with 
carcinoma  of  the  stomach,  as  she  had  a previ- 
ous unrelated  carcinoma  of  the  breast  treated 
by  radical  mastectomy  two  years  previously. 
The  mortality  rate  of  each  disease  is  listed  in 
Table  VII.  The  mortality  rate  for  duodenal 
ulcer  is  less  than  the  national  average**  and 
when  the  mortality  rate  for  the  duodenal  and 
gastric  ulcer  are  combined  the  rate  is  com- 
parable. The  mortality  rate  for  carcinomas 
treated  surgically  was  listed  in  this  manner 
as  many  of  the  patients  expired  less  than  one 
year  after  discharge  from  the  hospital  and 
the  length  of  time  they  lived  could  not  be 
determined.  However,  the  operative  mortal- 
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TABLE  IV 
OCCUPATION 

Laborer  102  ( 46%) 

White  collar 60  ( 27%) 

Housewife  — 42  ( 19%) 

Professional  — 9 ( 5%) 

Unemployed  10  ( 3%) 

TABLE  V 

PRESENTING  COMPLAINTS 

Weight  Loss 13  ( 6%) 

Intractable  Pain 162  ( 73%) 

Vomiting  21  ( 10%) 

Hematemesis-Melena  45  ( 20%) 

Diarrhea 2 ( 1 % ) 

Gunshot  Wound 1 ( 0.5%  ) 

Findings  during  incidental  x-ray 

examination  5 ( 2%) 

Incidental  finding  during 
hysterectomy  1 ( 0.5%) 


•Several  patients  had  one  or  more  complaints 

SIGNIFICANT  PAST  HISTORY 


Previous  Perforations  of  duodenal 

ulcer  requiring  surgery . 13  ( 6'y,) 

Previous  Gastroenterostomies 5 ( 2%  ) 

Previous  Antrectomy  and  Vagotomy.  1 ( 0.5%) 
Previous  Pyloroplasty . 1 ( 0.5%) 


TABLE  VI 

FINDINGS  AT  OPERATION* 


Pyloric  narrowing  due  to  chronic 

ulcer  disease  Ill  ( 50%) 

Penetrating  duodenal  ulcer 40  ( 18%  ) 

Acute  perforated  duodenal  ulcer  4(2%) 

Carcinoma  of  the  duodenum. 1 (0.5%  ) 

Gastric  ulcers... 41  ( 19%c) 

Gastric  hemorrhage 10  ( 5%) 

Gastrocolic  fistula . 1 (0.5%) 

Carcinoma  of  the  stomach 27  ( 12%) 

Carcinoma  of  the  stomach  preceded 
by  two  years  of  an  unrelated  car- 
cinoma of  the  breast  treated  by 
radical  mastectomy  ..  1 (0.5%) 


•Several  patients  had  multiple  findings  and  are  classified 
in  the  overall  analysis  as  duodenal  ulcer,  gastric  ulcer  or 
gastric  carcinoma. 

TABLE  VII 

Mortality  rate  of  duodenal  ulcers 


treated  surgically  . 1% 

Mortality  rate  of  gastric  ulcers 

treated  surgically.. . ...  4''> 

Mortality  rate  of  carcinomas 

treated  surgically 81%  * 


•Died  of  carcinoma  two  days  to  10  years. 

ity  for  the  immediate  postoperative  period 
was  comparable  with  the  national  average  of 
8.2  per  cent. 12 

The  patients  with  duodenal  ulcer  disease 
treated  surgically  are  evaluated  in  Table 
VIII.  They  constitute  67  per  cent  of  the  total 


TABLE  VIII 

ANALYSIS  OF  DUODENAL  ULCERS 
TREATED  SURGICALLY— 149  (67%>) 


Average  age 49  years 

Males  121  (81%) 

Females  28  (19%>) 

White  Males 113  (76%,) 

Age  Range 20-72  years 

Average  Age 46  years 

White  Females 25  (17%) 

Age  Range 31-66  years 

Average  Age 48  years 

Negro  Males 8 ( 5%,) 

Age  Range 27-70  years 

Average  Age 50  years 

Negro  Females 3 ( 2%) 

Age  Range  49-55  years 

Average  Age 52  years 

RESULTS: 

Excellent  to  good 134  ( 90%, ) 

Unsatisfactory  15  ( 10%) 

2/3  Gastrectomy  Billroth  I 

anastomosis 34  ( 23%,) 

Excellent  to  good  results 30  ( 88%,) 

Unsatisfactory  results 4 ( 12%,) 

2/3  Gastrectomy  Billroth  II 

Hofmeister  anastomosis 84  ( 56%) 

Excellent  to  good  results 76  ( 91%,) 

Unsatisfactory  results 8 ( 9%) 

2/3  Gastrectomy  Billroth  II 

Polya  anastomosis 25  ( 17%) 

Excellent  to  good  results  23  ( 92%o) 

Unsatisfactory  results 2 ( 8%) 

2/3  Gastrectomy  and  bilateral  vagot- 
omy Billroth  I or  Billroth  II 

anastomosis  6 ( 4%) 

Excellent  to  good  results 5 ( 83%) 

Unsatisfactory  results 1 ( 17%,) 

2/3  Gastrectomy  requiring  Foley  cathe- 
ter duodenostomy  Billroth  II 

anastomosis  5 ( 3%) 

Excellent  to  good  results  5 (100%) 

Marginal  ulcers.... 4% 

Dumping  syndrome 4% 

Chronic  dumpers  (more  than 

6 years) 1% 

Operative  mortality 1 % 

Patients  with  duodenal  ulcers 

treated  surgically  now  deceased 7 ( 5%,) 

Died  of  cirrhosis  8 years 
postoperatively  1 

Died  of  coronary  thrombosis  6 years 

postoperatively  3 

Died  during  surgery  for  cholecys- 
tectomy 7 years  postoperatively 1 

Died  of  fractured  hip  complications 

8 years  postoperatively.. 1 

Died  of  pancreatitis  7 days 
postoperatively  1 
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number  treated  surgically,  81  per  cent  males 
and  19  per  cent  females  with  an  average  of 
49  years.  The  group  is  then  broken  down  into 
sex,  race,  age  range  and  the  average  age  for 
each  group.  In  each  of  the  patients  operated 
for  duodenal  ulcer  disease  a 2/3  gastrectomy 
with  Billroth  I,  Billroth  II  Hofmeister  anti- 
colic, Billroth  II  Polya  anticolic  anastomosis 
and  2/3  gastrectomy  and  bilateral  vagotomy 
with  Billroth  I or  Billroth  II  anastomosis 
were  utilized.  In  five  patients  undergoing 
2/3  gastrectomy  with  Billroth  II  anticolic 
anastomosis,  the  duodenal  stump  could  not  be 
closed  and  a Foley  catheter  duodenostomy 
was  utilized.  Ninety  per  cent  of  the  patients 
have  been  found  to  have  excellent  to  good  re- 
sults and  10  per  cent  an  unsatisfactory  result. 
This  was  further  classified  as  to  type  of  anas- 
tomosis and  result.  The  best  result  was  after 
a 2/3  gastrectomy  and  Billroth  II  Hofmeister 
anticolic  anastomosis.  The  most  unsatisfac- 
tory results  were  in  those  undergoing  a 2/3 
gastrectomy  and  a Billroth  I anastomosis.  This 
is  comparable  to  otheri-^-s-^.^.s  reports.  The 
10  per  cent  unsatisfactory  results  are  four  per 
cent  marginal  ulcer,  four  per  cent  dumping, 
one  per  cent  chronic  dumping  and  one  per 
cent  operative  mortality.  The  operative  mor- 
tality was  a 30  year  old  white  male  who  un- 
derwent a 2/3  gastrectomy  with  a Billroth  II 
anticolic  anastomosis  for  intractable  duodenal 
ulcer  disease  and  developed  acute  pancrea- 
titis and  expired  on  the  seventh  postoperative 
day.  The  other  patients  undergoing  gastrec- 
tomy, who  are  now  dead  but  are  not  an  oper- 
ative mortality,  are  listed  in  Table  VIII.  In 
this  group  of  patients  with  duodenal  ulcer  dis- 
ease treated  surgically  only  one  other  will  be 
briefly  mentioned.  This  patient  is  a 40  year 
old  unemployed  white  male  presenting  with 
epigastric  pain  to  the  left  of  the  umbilicus, 
associated  with  melena,  bright  red  bleeding 
and  diarrhea.  The  patient  had  had  57  oper- 
ations for  surgery  related  to  the  genito- 
urinary system  since  the  age  of  14  years  for 
traumatic  transection  of  the  urethra,  and  it 
was  during  one  of  these  admissions  that  he 
hemorrhaged  from  his  stomach  and  emer- 
gency surgery  was  required  to  find  the  source 


of  the  bleeding.  At  surgery  a duodenal  ulcer 
on  the  posterior  superior  portion  of  the  duo- 
denum against  the  pancreatico-duodenal  ves- 
sels with  perforation  into  the  pancreas  was 
found,  along  with  marked  scarring  and  nar- 
rowing of  the  pylorus.  The  ulcer  was  ade- 
quately resected  and  a 2/3  gastric  resection 
with  enough  mobilization  of  the  duodenum  to 
do  a Billroth  I anastomosis  was  done.  Three 
years  later  the  patient  developed  a bleeding 
marginal  ulcer  but  had  since  undergone  two 
more  major  surgical  procedures  for  the  uri- 
nary tract  and  he  responded  to  medical  treat- 
ment for  his  ulcer.  For  the  past  two  years  he 
had  homologous  serum  jaundice  intermittent- 
ly. In  December  of  1964  he  expired  from 
liver  failure  and  at  post-mortem  examination 
the  gastroduodenostomy  was  found  to  be 
adequate  without  ulcer  disease.  This  patient 
was  mentioned  as  he  was  subjected  to  con- 
siderable stress  for  many  years  because  of 
his  genitourinary  disease  and  emergency  sur- 
gery was  required  to  control  the  hemorrhage. 
Ulcer  disease  of  long  standing  was  found  and 
the  duodenum  could  be  mobilized  enough  to 
allow  adequate  resection  of  the  ulcer  and  a 
gastroduodenostomy  adequately  done.  How- 
ever, this  points  out  the  high  recurrence  rate 
of  marginal  ulcer  in  Billroth  I anastomosis,  as 
this  patient  developed.  This  type  of  marginal 
ulcer  will  respond  to  medical  therapy  better 
than  those  that  develop  following  a gas- 
troenterostomy as  Dr.  Lahey  pointed  out  in 
an  article  in  1941. ^ 

In  Table  IX  the  patients  undergoing  gas- 
trectomy for  gastric  ulcers  are  analyzed. 
Twenty-one  per  cent  of  the  total  number  of 
patients  operated  on  fall  into  this  group.  The 
average  of  52  years  with  72  per  cent  males 
and  28  per  cent  females  is  comparable  to 
other  reports.®-'’’  Eighty-three  per  cent  good 
results  and  17  per  cent  unsatisfactory  results. 
They  were  divided  into  type  of  gastrectomy 
with  type  of  anastomotic  reconstruction.  The 
best  results  were  in  those  undergoing  a 2/3 
gastrectomy  and  a Billroth  I anastomosis 
with  94  per  cent  excellent  results  and  six  per 
cent  unsatisfactory  results.  The  operative 
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TABLE  IX 

ANALYSIS  OF  GASTRIC  ULCERS 


TREATED  SURGICALLY— 46  (21%) 

Average  Age  - - 52  years 

Males  - - — 33  (72%) 

Females  13  (28%) 

White  Males  - — 27  (59%) 

Age  range - — 31-73  years 

Average  age  52  years 

White  Females  - - 12  (26%) 

Age  range - - - 27-72  years 

Average  age  - - 56  years 

Negro  Males - — 6 (13%) 

Age  range  27-67  years 

Average  age  - 48  years 

Negro  Females  1 ( 1%) 

Age  range - - 51  years 

Average  age 51  years 

RESULTS 

Excellent  to  Good-  - 38  (83%) 

Unsatisfactory  - 8 (17%) 

2/3  Gastrectomy  Billroth  I 

Anastomosis  17  ( 37%) 

Excellent  to  Good  results  16  ( 94%) 

Unsatisfactory  results  - 1 ( 6%) 

2/3  Gastrectomy  Billroth  II 
Hofmeister  Anastomosis  - . - 24  ( 52%) 

Excellent  to  Good  results 18  ( 75%) 

Unsatisfactory  results  — — 6 ( 25%) 

2/3  Gastrectomy  Billroth  II  Polya 

Anastomosis  5 ( 11%) 

Excellent  to  Good  results  ..  4 ( 80%) 

Unsatisfactory  results  1 ( 20%) 

2/3  Gastrectomy  and  bilateral  vagot- 
omy Billroth  I or  Billroth  II 

anastomosis  - 3 ( 7%)* 

Excellent  to  Good  results  - . 3 (100%) 

‘Included  in  total  analysis  preceding. 

Operative  Mortality 4% 

Patients  requiring  surgery  for  gastric 

ulcers  now  deceased 3(7%  ) 

Anemia  and  malnutrition  deceased 

3 years  postoperatively 1 (33  1/3%) 

Cerebral  Thrombosis  deceased  4th 

postoperative  day 1 (33  1/3%) 

2/3  gastrectomy  Billroth  II  anas- 
tomosis, developed  gastrojejunal 


fistula  24th  postoperative  day;  T 
tube  inserted  into  jejunum  direct 
vision  35th  postoperative  day;  fis- 
tula resected  45th  postoperative 
day  and  colonic  fistula  closed;  ex- 
pired 50th  postoperative  day 1 (33  1/3%  ) 

mortality  of  four  per  cent  is  slightly  better 
than  5.7  per  cent  mentioned  as  a comparative 
mortality  figure  for  gastrectomy. ^ The  pa- 
tients undergoing  gastrectomy  for  gastric 


TABLE  X 

ANALYSIS  OF  GASTRIC  CARCINOMAS 
TREATED  SURGICALLY— 27  (12%) 


Average  age 57  years 

Males  19  (70%) 

Females  — - 8 (30%) 

White  Males 15  (56%) 

Age  range 23-85  years 

Average  age. 60  years 

White  Females 5 (18%) 

Age  range  .40-73  years 

Average  age  52  years 

Negro  Males  - 4 (15%) 

Age  range  — 55-67  years 

Average  age  . 62  years 

Negro  Females 3 (11%) 

Age  range  49-59  years 

Average  age  54  years 

RESULTS 

Excellent  to  Good  ...  5 (19%) 

Unsatisfactory  ..  . 22  (81%) 

•Patients  deceased  of  carcinoma  at  time  of  analysis  con- 
sidered unsatisfactory. 

% Gastrectomy  Billroth  I 

Anastomosis  . 2(7%) 

% Gastrectomy  Billroth  II  Hofmeister 

Anastomosis  8 (30%) 

2/3  Gastrectomy  Billroth  I 

Anastomosis  8 (30%) 

2/3  Gastrectomy  Billroth  II  Hofmeister 

Anastomosis  5 (18%) 

4/5  Gastrectomy  Billroth  I 

Anastomosis  . 1 (4%) 

Total  Gastrectomy  Esophagojejunal 

Anastomosis  3 (11%) 

Total  patients  operated  upon  for  gas- 
tric carcinoma  now  deceased  1-10 

years  postoperatively 22  (81%) 

Number  died  of  carcinoma 21 

Number  died  of  other  causes 1 

Total  patients  operated  upon  for  gas- 
tric carcinoma  now  living 5 (19%) 

Living  8 years  postoperatively 1 (20%) 

Living  4 years  postoperatively 2 (40%) 

Living  3 years  postoperatively 1 (20%) 

Living  2 years  postoperatively . 1 (20%) 


ulcers  now  deceased  are  analyzed  in  Table 
IX.  None  of  the  patients  in  this  analysis  was 
found  to  have  a high  lying  gastric  ulcer  in 
which  a wedge  resection  of  the  ulcer  could  be 
done  as  reported  by  one  author.® 

The  patients  with  carcinoma  of  the  stom- 
ach are  analyzed  in  Table  X.  We  find  that 
27  or  12  per  cent  of  the  total  number  of  pa- 
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TABLE  XI 

1 Patient  (a  71  year  old  white  female)  had  car- 
cinoma duodenum;  underwent  resection  1st 
and  2nd  part  duodenum  with  tumor  mass  and 
% gastrectomy  Billroth  II  Polya  anastomosis; 
died  less  than  1 year  postoperatively  of  metasta- 
tic carcinoma. 

5 Patients  were  found  to  have  duodenal  and  gas- 
tric ulcers  and  2/3  gastrectomy  done  Billroth 
II  Hofmeister  anastomosis  with  100%  excellent 
to  good  results. 

1 Patient  had  a gasthojejunocolic  fistula  which 
was  resected,  closed  and  reanastomosed  Bill- 
roth I with  excellent  to  good  results. 

tients  requiring  surgery  fall  into  this  group. 
The  average  of  57  years  is  greater  than  that 
of  reported  gastric  ulcers  and  duodenal  ul- 
cers. Seventy  per  cent  male  and  30  per  cent 
female  is  the  same  as  that  of  those  operated 
upon  for  gastric  ulcers.  There  are  about  10 
per  cent  more  females  in  this  group  than  that 
of  the  duodenal  ulcer  group.  The  results  are 
listed  as  good,  if  the  patient  is  still  living  at 
the  time  of  the  analysis,  and  unsatisfactory 
if  the  patient  is  deceased  at  the  time  of  the 
analysis.  This  was  done  in  this  way  because 
of  the  patients  that  had  expired  since  surgery, 
the  majority  could  not  be  traced  to  analyze 
the  per  cent  of  postoperative  yearly  survival. 
One  patient  was  most  interesting  that  is 
placed  in  this  group.  This  is  an  eighty-five 
year  old  white  male,  retired  minister  who 
underwent  a 4/5  gastric  resection  with  a Bill- 
roth II  Polya  anticolic  anastomosis.  He  did 
well  for  ten  years  and  sustained  a hip  frac- 
ture ten  years  postoperatively,  and  withstood 
a surgical  correction.  He  was  returned  to  his 
nursing  home  where  he  expired  approxi- 
mately three  months  later  of  an  unrelated 
pneumonia.  One  author^-  mentions  a radical 
partial  resection  of  the  stomach  with  removal 
of  the  spleen,  lymphnodes  and  omentum  as 
the  most  satisfactory  method  of  treatment. 
Another  author^^  mentions  each  case  must  be 
individualized  and  all  of  the  palpable  car- 
cinoma removed.  In  one  of  the  cases  operated 
here  was  the  spleen  removed  and  a radical 
lymphnode  dissection  done.  It  was  felt  that 
these  cases  were  individualized  as  they  pre- 
sented themselves.  In  Table  X the  type  of 
operation  is  listed  and  also  listed  are  the  pa- 


tients living  postoperatively.  We  find  that 
five  or  19  per  cent  of  the  patients  operated  on 
for  gastric  carcinoma  are  now  living  eight 
years  postoperatively. 

In  Table  XI  three  miscellaneous  conditions 
are  noted.  One,  a 71  year  old  white  female, 
underwent  a 3/4  gastrectomy  and  resection  of 
the  first  and  second  part  of  the  duodenum 
with  a tumor  mass  involving  same,  and  a 
Billroth  II  Polya  anticolic  reconstruction  was 
done.  The  patient  died  less  than  one  year 
postoperatively  of  metastatic  carcinoma. 
Five  patients  were  found  to  have  duodenal 
and  gastric  ulcers  and  they  underwent  a 2/3 
gastrectomy,  Billroth  II  Hofmeister  anticolic 
anastomosis  with  100  per  cent  excellent  to 
good  results.  One  patient  had  a gastrojejunal 
colic  fistula  which  was  resected,  closed  and 
reanastomosed  and  a Billroth  I reconstruction 
with  excellent  to  good  results. 

In  Table  XII  the  patients  corresponded 
with  are  analyzed.  We  find  that  71  per  cent 
were  questioned  and  64  per  cent  of  the  ques- 
tionnaires were  returned.  Of  the  returned 
questionnaires  seven  per  cent  were  uncom- 
pleted, 57  per  cent  were  fully  completed  and 
six  per  cent  stated  that  the  patient  had  de- 
ceased. In  64  per  cent  of  the  patients  their 
weight  was  either  unchanged  or  gained  and 
36  per  cent  had  lost  weight.  To  adequately 
evaluate  the  weight  of  the  individual  patient, 
many  factors  would  have  to  be  analyzed,  as 
many  of  the  patients  were  obese  prior  to  sur- 
gery. Those  underweight  prior  to  surgery 
due  to  obstruction  have  regained  their  nor- 
mal weight  since  surgery.  Several  of  the  pa- 
tients require  intensive  psychiatric  care  and 
in  others  minor  emotional  factors  affect  their 
weight  gain.^  The  figures  reported  in  this 
series  are  certainly  at  variance  with  those 
reporting  a distal  antrectomy  (25  per  cent 
or  less)  and  complete  vagectomy,^’®  as  they 
report  a 94  per  cent  weight  gain,  six  per  cent 
unchanged  and  0 per  cent  lost.  Seventy-eight 
per  cent  of  the  patients  in  our  series  were 
able  to  eat  anything  desired  and  22  per  cent 
were  unable  to  eat  anything  desired.  The 
group®  reporting  distal  antrectomy  and  com- 
plete vagectomy  report  that  100  per  cent  of 
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their  patients  have  no  trouble  with  any  kind 
of  meals.  Fifty-one  per  cent  of  the  patients 
report  weakness  and  dizziness  at  various 
times  and  49  per  cent  deny  this  occurrence. 
Whether  this  represents  actual  dumping 
could  not  be  accurately  stated.  The  Medical 
Department  at  our  institution  felt  this  ques- 
tion should  be  asked  in  such  a manner  as  to 
be  obscure  or  disguised  enough  so  dumping 
could  not  be  suggested  to  the  patient.  When 
the  patients  were  evaluated  medically  and 
radiologically,  only  four  per  cent  were  found 
to  be  suffering  from  the  dumping  syndrome, 
and  one  per  cent  was  found  to  be  chronic 
dumpers.  In  a similar  type  of  analysis-'  5.8 
per  cent  dumping  is  noted.  Fifty-three  per 
cent  of  the  patients  suffer  from  nervousness 
at  one  time  or  another  and  47  per  cent  have 
no  trouble  with  this  problem.  Whether  or 
not  this  and  the  use  of  tobacco  and  alcoholic 
beverages  substantially  affect  the  overall  re- 
sults remains  to  be  seen.  Ninety-seven  per 
cent  of  the  patients  stated  they  were  pleased 
with  the  result  of  their  surgery  and  only 
three  per  cent  were  not  pleased.  In  a similar 
study^  90  per  cent  of  the  patients  reported 
their  results  good,  five  per  cent  fair  and  five 
per  cent  poor.  The  result  is  gratifying  when 
one  wonders  if  the  fruits  of  his  labor  is  bene- 
ficial when  three  per  cent  of  those  who  ex- 
pressed displeasure  and  found  to  have  un- 
satisfactory results  appear  with  increasing 
frequency  to  bemoan  their  dissatisfaction. 
When  one  considers  that  67  per  cent  of  the 
patients  undergoing  surgery  fall  into  the 
duodenal  ulcer  group,  which  comprises  only 
three  per  cent  of  the  total  patients  with  the 
disease,  are  finally  operated  upon,  the  find- 
ings at  operation  would  certainly  be  more 
profound  and  the  morbidity  greater  because 
of  the  length  of  time  the  patient  has  lived 
with  his  disease  undergoing  medical  therapy. 
It  must  also  be  surmised  that  a great  number 
of  these  patients  are  either  being  treated  or 
have  been  treated  surgically  at  other  institu- 
tions or  became  alimentary  cripples  or  died 
from  other  causes  with  their  ulcer  disease  un- 
resolved. 


TABLE  XII 

Analysis  of  patients  corresponded  with  158  ) 


Number  of  cards  returned - 101  (64'’ 'I  ) 

Number  returned  uncompleted. 11  ( ) 

Number  returned  fully  completed  . 90  (57”"/) 
Number  returned  stating  patient 

deceased  10  ( 6''"!) 

WEIGHT 

Unchanged  26  (28'7r) 

Gained  . 32  (36''/) 

Lost  32  (36'J'r) 

ABILITY  TO  EAT  ANYTHING  DESIRED 
Able  - .70  (78'/) 

Unable  . ..  . 20  (22'/  ) 

SUFFER  FROM  WEAK  AND  DIZZY  SPELLS: 

YES  46  (51'/  ) 

NO  44  (49'/) 

SUFFER  NERVOUSNESS: 

YES  48  (53%) 

NO  42  (47',  ) 

CONTINUE  TO  USE  TOBACCO  IN  ANY  FORM: 
YES  . 57  (63%) 

NO  . 33  (47'/  ) 

CONSUME  ALCOHOLIC  BEVERAGES 
REGULARLY: 

YES  ....  21  (24%) 

NO  ...  69  (76%  ) 

PLEASED  WITH  RESULTS  OF  SURGERY: 

YES  87  (97%) 

NO  3 ( 3%) 

TABLE  XIII 
YEARS  FOLLOWED 

2 . 36 

3 25 

4 9 

5 ..  . 14 

6 . . 13 

7  11 

8.  . 10 

9 10 

10  11 

11  15 

12  5 

13  14 

AVERAGE  NUMBER  YEARS 

FOLLOWED  6 years 


Discussion 

The  most  frequent  type  of  surgery  for  pep- 
tic ulcer  disease  has  ranged  from  gastroen- 
terostomy to  85  per  cent  gastric  resection 
with  gastroenterostomy  to  distal  antrectomy 
(25  per  cent  or  less)  with  Polya  anastomosis 
associated  with  complete  vagectomy  bilater- 
ally. In  1941  Dr.  Frank  H.  Lahey^  discussed 
the  phase  the  pendulum  had  swung  through 
at  that  time.  He  stated  that  it  was  felt  by 
many  very  good  surgeons  that  gastroenteros- 
tomy was  the  answer  to  all  peptic  ulcer 
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disease  and  no  peptic  ulcer  should  be  treated 
by  medical  means.  In  a very  short  period  of 
time  it  became  apparent  that  16  to  18  per  cent 
or  greater  developed  marginal  ulcers  which 
were  very  resistant  to  medical  therapy  and 
would  perforate  with  frequency  (11  per  cent) 
into  the  transverse  colon.  He  would  only  use 
this  procedure  at  that  time  of  his  series  in 
poor  risk  patients  with  very  low  acid.  Pyloro- 
plasty was  mentioned  but  too  many  recur- 
rences resulted.  Gastroduodenostomy  was 
fraught  with  stomal  ulcers  which  frequently 
recurred,  and  the  only  cure  was  adequate  re- 
section that  required  obliteration  of  the  com- 
mon duct.  The  Billroth  I resection  was  con- 
sidered to  be  one  of  the  safest,  but  as  too 
much  stomach  was  left,  in  order  to  get  a good 
anastomosis  the  recurrence  rate  of  marginal 
ulcers  was  extremely  high.  It  had  been  near- 
ly abandoned  by  his  group.  The  Billroth  II, 
Polya  and  Hofmeister  were  the  most  satis- 
factory type  of  reconstruction  with  the  Hof- 
meister being  the  most  frequently  used.  An 
anticolic  anastomosis  was  most  frequently 
used  because  obstruction  was  too  great  in  the 
retrocolic  anastomosis.  Of  patients  with  duo- 
denal ulcer  disease  treated  at  our  institution, 
there  is  considerable  variance  of  those  treated 
surgically  as  compared  to  other  institu- 
tions.--"^ Three  per  cent  of  our  patients  were 
treated  surgically  and  97  per  cent  were 
treated  medically.  Because  other  groups--^ 
have  a 20  to  30  per  cent  operative  rate  cer- 
tainly would  indicate  that  the  patients 
treated  at  this  institution  were  absolute  sur- 
gical indications.  It  would  also  indicate  that  a 
significant  percentage  of  this  group  was 
treated  surgically  at  other  institutions  or  be- 
came alimentary  cripples  or  died  with  their 
disease  unresolved  from  other  causes.  The 
average  age  of  49  years,  with  81  per  cent 
males  and  19  per  cent  females,  is  similar  to 
other  groups.^  The  presenting  complaints,  in- 
tractable pain,  bleeding,  obstruction  and  re- 
current ulcer,  were  similar  to  those  of  other 
reports. Two-thirds  gastric  resection  with 
Billroth  II  anticolic  Hofmeister,  Polya,  Bill- 
roth I and  vagotomy  are  similar  to  other  re- 
cent monographs'*  in  the  literature.  Our  re- 


sults were  90  per  cent  good  and  10  per  cent 
unsatisfactory.  One  per  cent  chronic  dump- 
ers, four  per  cent  marginal  ulcers  and  opera- 
tive mortality  of  one  per  cent  was  very  simi- 
lar to  a series-  reported  in  1945,  in  which  the 
patients  underwent  a 2/3  gastric  resection 
with  a Polya  anastomosis  and  a three  per 
cent  mortality  rate,  eight  per  cent  recurrent 
ulcer  and  90  per  cent  good  results.  Another 
recent*'  report  prefers  a Billroth  II  Hof- 
meister anticolic  anastomosis  for  duodenal 
ulcers  and  has  a 15  per  cent  marginal  occur- 
rence, 5.8  per  cent  dumping  and  a six  per 
cent  mortality.  In  this  group  just  mentioned 
the  majority  of  the  patients  were  indigent. 
The  majority  of  the  patients  in  our  group 
were  private  patients.  In  the  group  reporting 
distal  antrectomy  and  bilateral  vagectomy" 
94  per  cent  of  the  patients  gained  weight,  six 
per  cent  remain  unchanged  and  0 per  cent 
lost.  There  was  a 1.7  per  cent  occurrence  of 
dumping  and  the  gastric  acid  secretions  re- 
turned to  a normal  range  in  all  patients,  and 
they  had  no  trouble  with  any  type  of  meal 
desired.  In  our  series  66  2/3  per  cent  reported 
weight  unchanged  or  gained  and  33  1/3  per 
cent  lost  weight.  Seventy-eight  per  cent  were 
able  to  eat  anything  desired  and  22  per  cent 
were  unable  to  eat  anything  desired.  When 
our  patients  were  allowed  to  classify  them- 
selves, as  one  groups  did,  97  per  cent  were 
pleased  with  the  results  of  their  surgery  and 
three  per  cent  were  not  pleased.  In  the 
groups  just  mentioned,  100  per  cent  under- 
went partial  gastrectomy  with  Billroth  I 
anastomosis,  and  14  per  cent  lost  weight  or 
failed  to  regain  following  surgery.  Ninety 
per  cent  of  the  patients  reported  they  were 
enjoying  good  results  from  their  surgery, 
five  per  cent  fair  results  and  five  per  cent 
poor  results.  In  1942  Drs.  Welch  and  Allen 
at  the  Massachusetts  General  Hospital  re- 
ported** a seven  year  follow-up  of  patients 
undergoing  gastrectomy  for  duodenal  ulcer 
with  Billroth  I and  Billroth  II  anastomosis.** 
They  noted  49  per  cent  excellent  results, 
eight  per  cent  good  results,  16  per  cent  poor 
and  13  per  cent  operative  deaths.  In  their 
series  it  took  six  to  12  months  to  regain  their 
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preoperative  weight.  The  Billroth  II  anas- 
tomosis obtained  the  best  results.  They  had 
a 20  per  cent  operative  rate  for  duodenal 
ulcer  disease.  As  was  noted  in  our  series,  the 
number  of  dumpers  was  reduced  from  four 
per  cent  to  one  per  cent  when  the  patients 
were  followed  for  at  least  three  years. 

In  evaluating  our  patients  with  gastric 
ulcer,  73  per  cent  were  treated  surgically  and 
27  per  cent  were  treated  medically.  There 
are  two  schools  of  thought  in  treatment  of 
gastric  ulcers. i'*  One  group  would  operate  on 
all  gastric  ulcers  and  another  group  would 
individualize  each  case;  that  is,  the  majority 
should  be  studied  and  if  the  ulcer  does  not 
show  signs  of  healing  in  seven  to  ten  days 
surgery  should  be  done.  If  signs  of  healing 
are  evident  but  not  nearly  or  completely 
healed  in  three  to  four  weeks,  then  surgery 
should  be  done.  The  majority  of  prepyloric 
ulcers  should  be  operated  as  28  per  cent  are 
malignant  and  72  per  cent  are  benign.  The 
indications  for  surgery  in  gastric  ulcer  disease 
are:  obstruction,  perforation,  hemorrhage, 
carcinoma,  inability  to  exclude  carcinoma, 
failure  to  heal  and  recurrence  of  gastric 
ulcer.  At  least  one-half  of  the  stomach 
should  be  removed  and  a Billroth  I or  Bill- 
roth II  reconstruction  should  be  done  and  this 
group’*'  reporting  at  Massachusetts  General 
Hospital  favored  a Billroth  I anastomosis. 
Fifty-seven  and  one-eighth  per  cent  were 
treated  surgically  and  42.2  per  cent  medically. 
The  average  for  the  nation  is  65  per  cent  with 
a mortality  of  two  per  cent.  Dr.  Samuel  F. 
Marshall,  etal”  reported  in  1961  that  all  pa- 
tients with  gastric  ulcers  should  be  given  a 
medical  therapeutic  trial  if  no  evidence  of 
healing  is  noted,  and  a resection  should  be 
done  in  three  to  four  weeks.  At  least  a 50 
per  cent  gastrectomy  with  a Billroth  II  anti- 
colic Hofmeister  anastomosis  or  Billroth  I, 
depending  on  the  location  of  the  ulcer,  should 
be  done.  Forty  per  cent  of  their  patients 
were  operated  upon.  Another  group”  report- 
ing in  1964  preferred  a Billroth  I anastomosis 
following  resection  of  gastric  ulcer,  if  the 
ulcer  is  low  lying,  but  an  excision  of  the 
ulcer,  if  it  is  high,  rather  than  a total  gastric 


resection.  One  author^  stated  that  gas- 
trectomy will  relieve  100  per  cent  of  all  the 
symptoms  in  gastric  ulcer  and  the  location 
is  no  criterion  for  medical  management  as  all 
patients  with  gastric  ulcers  should  be  sub- 
mitted to  resection. 

In  our  group  the  average  was  52  years  with 
72  per  cent  males  and  28  per  cent  females. 
The  presenting  complaints  in  our  group  were 
pain,  weight  loss,  hemorrhage,  or  inability  to 
heal  on  X-ray.  A 2/3  gastrectomy  with  Bill- 
roth II  anticolic  Hofmeister  anastomosis  was 
most  commonly  used;  secondly,  a Billroth  I 
and  a Billroth  II  Polya  anticolic  reconstruc- 
tion was  done.  Vagotomy  with  Billroth  I or 
Billroth  II  was  used  in  three  patients  with 
good  results.  Eighty-three  per  cent  of  our  pa- 
tients had  a good  result  and  17  per  cent  had 
an  unsatisfactory  result  with  an  operative 
mortality  of  four  per  cent.  Twenty-seven  or 
12  per  cent  of  our  cases  were  gastric  cancers 
and  100  per  cent  were  surgically  treated.  The 
average  age  was  57  years  with  70  per  cent 
males  and  30  per  cent  females.  Nineteen  per 
cent  are  living  with  a good  result  and  81  per 
cent  are  dead  from  one  to  ten  years  postoper- 
atively.  Of  the  patients  who  are  living,  one  is 
eight  years,  two  are  four  years,  one  is  three 
years,  and  one  is  living  two  years  postoper- 
atively.  One  author”  notes  that  in  14  per  cent 
of  his  total  cases  with  gastric  neoplasm  a rad- 
ical subtotal  Billroth  II  esophagogastric  resec- 
tion was  done  if  the  lesion  was  high.  In  1957 
Dr.  Marshall’-  editorialized  that  a total  gas- 
trectomy should  only  be  utilized  in  those  pa- 
tients whose  disease  process  could  not  be  re- 
moved completely  otherwise,  and  should  only 
be  used  when  a cure  is  to  be  expected.  It 
should  never  be  done  for  palliative  reasons. 
He  also  noted  that  this  was  fraught  with  an 
8.2  per  cent  operative  mortality  against  a 5.7 
per  cent  operative  mortality  for  subtotal  gas- 
trectomy. Fourteen  point  one  per  cent  of  the 
patients  lived  five  years  or  longer.  Radical 
partial  resection  of  the  stomach  with  removal 
of  the  spleen,  lymphnodes  and  omentum  is 
still  the  most  satisfactory  method  of  treat- 
ment and  total  gastrectomy  was  employed  in 
one-third  of  the  cases.  Early  recognition  re- 
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mains  paramount  in  the  overall  prognosis.  A 
recent  monograph uses  the  guiding  prin- 
ciple that  surgery  to  be  adequate,  resection 
with  safe  margin,  regardless  of  extent,  should 
be  done.  They  had  good  results  with  minimal 
resection  and  good  results  with  maximum  re- 
section if  the  case  was  carefully  chosen.  If 
metastasis  was  present  the  results  were  bad; 
if  they  were  not  present,  the  results  were 
much  better.  He  noted  that  adenocarcinoma 
had  the  best  prognosis  and  scirrhus  car- 
cinoma the  worst  prognosis. 

It  is  obvious  from  the  review  of  the 
analysis  presented  by  Dr.  Gaba,  of  5125  duo- 
denal ulcers  only  149  or  a little  less  than 
three  per  cent  had  some  type  of  surgical  pro- 
cedure. Now,  if  you  would  take  the  number 
of  ulcer  cases  treated  in  the  out-patient  clinic 
and  add  this  to  the  149  that  had  surgery,  I 
think  you  would  find  it  to  be  less  than  one 
per  cent.  This  shows,  without  a shadow  of  a 
doubt,  that  patients  have  gone  elsewhere  and 
had  surgery,  or  we  have  allowed  too  many  to 
suffer  too  long  without  surgery. 

A large  number  receive  relief  by  surgery 
as  50  per  cent  obtained  good  results  when  a 
gastrojejunostomy  was  done  30  or  more 
years  ago.  When  other  gastric  procedures  are 
done  90  per  cent  to  95  per  cent  receive  good 
results. 

As  noted  in  this  series,  the  average  age  was 
49  and  the  average  length  of  symptoms  was 
15  years.  I personally  feel  those  who  have 
hemorrhaged  more  than  twice,  perforated, 
developed  recurrent  ulcer  symptoms  or  have 
become  intractable  with  only  intermittent  re- 
lief should  not  continue  over  a six  to  12 
month  period  without  surgery.  Those  who 
have  repeated  attacks  from  scar  tissue  and 
complete  or  incomplete  obstruction  should  be 
operated  upon  early. 

I am  sure  patients  have  come  to  you  beg- 
ging to  be  operated  upon  to  obtain  relief,  as 
they  have  seen  numerous  doctors  with  many 
treatments  over  a long  period  of  time,  refus- 
ing to  return  to  their  medical  doctor.  It  is 
also  true  that,  as  surgeons,  we  have  a good 
idea  before  we  operate  of  those  who  are  go- 


ing to  obtain  the  best  results  or  complete  cure 
from  surgery.  This  is  the  patient  who  is  suf- 
fering from  intractable  pain,  obstruction,  re- 
peated hemorrhages  and  has  not  improved, 
although  he  is  following  his  doctor’s  orders 
of  diet,  medication  and  refraining  from  smok- 
ing, coffee  and  alcoholic  beverages.  There- 
fore, he  is  able  to  relax  mentally  and  physi- 
cally. 

The  type  patient  who  will  not  get  good  re- 
sults is  usually  that  patient  who  has  gone 
for  a long  time  taking  advice  from  his  neigh- 
bors. Usually  he  has  seen  many  physicians, 
but  does  not  adhere  to  treatment,  continues 
to  smoke,  drink  alcoholic  beverages,  had 
probably  become  partially  addicted  to  nar- 
cotics to  obtain  relief  and  had  probably  re- 
ceived psychiatric  treatment  or  needs  it.  Be- 
cause of  long  duration  of  intractable  pain  and 
ulcer  obstruction  it  is  necessary  to  do  gastric 
surgery,  knowing  they  will  not  follow  your 
treatment  or  advice.  I know  all  of  you  have 
two  or  three  patients  like  this  which  makes 
it  seem  like  200  or  300. 

It  is  noted  in  the  analysis  of  the  different 
type  of  operations,  whether  it  be  vagotomy 
with  pyloroplasty,  partial  gastric  resection 
Billroth  I or  Billroth  II  with  different  modi- 
fications; the  complications,  dumping  syn- 
drome and  recurrent  ulcer  are  about  the 
same,  varying  very  little.  In  reviewing  the 
literature,  this  is  pretty  well  the  findings  of  a 
large  series  of  cases. i-* 

Orr,’^  in  a large  series  of  1603  cases,  did 
three  types  of  operations,  alternating  all  con- 
secutive cases.  The  results  were  about  the 
same  in  all  three. 

Joseph  E.  Hamilton’’’'  and  his  group  at 
Louisville,  Kentucky,  alternated  211  cases 
with  vagotomy  and  drainage  procedure,  and 
gastrectomy.  Of  the  106  that  had  vagotomy 
and  drainage,  89  per  cent  had  good  results. 
Of  the  105  with  gastrectomy,  88  per  cent  had 
good  results.  Complications  were  about  the 
same  as  12  in  the  first  group  had  recurrent 
ulcers  and  eight  recurrent  in  the  second 
group. 
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J.  C.  Galigheri®  used  controlled  cases,  doing 
three  types  of  operations,  alternating  con- 
secutive cases;  vagotomy  and  pyloroplasty, 
vagotomy  and  antrectomy  and  subtotal  gas- 
trectomy. This  includes  360  patients  from 
1959  to  1962.  Overall,  the  patient’s  functional 
condition,  capacity  for  work  and  enjoyment 
of  life  showed  no  significant  difference  in  the 
outcome  after  all  three  operations.  It  is  still 
about  50-50  vagotomy  and  pyloroplasty  or 
antrectomy,  versus  subtotal  gastrectomy  with 
modifications  of  Billroth  I and  Billroth  II. 

Dr.  Alton  Ochsner  stated  in  his  personal 
experience  with  a 70  per  cent-80  per  cent  sub- 
total gastrectomy,  removing  a large  portion 
of  the  lesser  curvature  with  a posterior 
gastrojejunostomy  and  leaving  a three  to 
four  centimeter  opening  as  close  to  the  liga- 
ments of  Treitz  as  possible,  that  very  little  or 
no  prolonged  dumping  resulted  with  few,  if 
any,  marginal  or  recurrent  ulcers.  These  are 
the  patients  he  has  personally  operated  upon. 

I think  the  patient  obtains  the  best  results 
by  the  surgeon  doing  the  operation  that  he 
does  best  and  obtains  the  best  results.  I per- 
sonally favor  subtotal  gastrectomy  Billroth 
II  Hofmeister  anastomosis  close  to  the  liga- 
ments of  Treitz,  as  Dr.  Ochsner  describes. 
This  should  not  be  used  for  all  patients  as 
selective  operations  will  be  done,  depending 
upon  the  locations  and  the  amount  of  path- 
ology found  at  operation,  the  build  and  anat- 
omy of  the  individual,  other  associated 
diseases  and  the  condition  of  the  patient  at 
the  time  of  operation.  However,  in  benign 
gastric  ulcers,  my  preference  is  an  adequate 
gastric  resection  with  Billroth  I anastomosis. 
When  there  is  cancer  and  no  evidence  of 
metastasis,  a subtotal  gastrectomy  with  ade- 
quate margins  away  from  the  cancer  should 
be  done.  Always  leave  a portion  of  the  stom- 
ach to  keep  the  patient  from  being  a gastric 
cripple. 

Summary 

Duodenal  Ulcer — 149  (67  per  cent):  Three 
per  cent  were  treated  surgically  and  97  per 
cent  were  treated  medically.  Average  age, 
49  years;  81  per  cent  males  and  19  per  cent 


females.  Presenting  complaint:  1.  intractable 
pain.  2.  bleeding.  3.  obstruction.  4.  recur- 
rent ulcers.  Symptoms  were  present  for  an 
average  of  fifteen  years.  Operation:  2/3  gas- 
trectomy with  Billroth  II  anticolic  Hofmeis- 
ter anastomosis,  Billroth  II  Polya  anticolic 
anastomosis,  Billroth  I anastomosis;  vagot- 
omy with  either  Billroth  I or  Billroth  II  re- 
construction. Ninety  per  cent  good  results, 

10  per  cent  unsatisfactory  results.  One  per 
cent  dumper,  four  per  cent  overall  dumpers, 
four  per  cent  marginal  ulcers  and  one  per 
cent  operative  mortality. 

Gastric  Ulcer — 46  (21  per  cent):  Seventy- 
three  per  cent  were  treated  surgically  and  27 
per  cent  were  treated  medically.  Average 
age,  52  years;  72  per  cent  males  and  28  per 
cent  females.  Presenting  complaint:  pain 
with  no  or  poor  evidence  of  healing  on  ther- 
apy  by  x-ray;  weight  loss,  hemorrhage,  ob- 
struction and/or  combination  of  any  of  these. 
Operation:  2/3  gastrectomy  with  Billroth  II 
anticolic  Hofmeister  anastomosis,  Billroth  I, 
Billroth  II  with  Polya  anticolic  anastomosis; 
and  vagotomy  with  Billroth  I or  Billroth  II 
anastomosis.  Eighty-three  per  cent  good  re- 
sults and  17  per  cent  unsatisfactory  results 
and  an  operative  mortality  of  four  per  cent. 

Gastric  Cancers — 27  (12  per  cent):  One 

hundred  per  cent  were  treated  surgically. 
The  average  age  was  57  years;  70  per  cent 
males  and  30  per  cent  females.  Seven  per  cent 
underwent  a 3/4  gastric  resection  with  Bill- 
roth I anastomosis;  30  per  cent  had  a 3/4  gas- 
tric resection  and  a Billroth  II  Hofmeister  an- 
ticolic anastomosis;  30  per  cent  underwent  a 
2/3  gastrectomy  with  Billroth  I anastomosis; 
18  per  cent  a 2/3  gastrectomy  with  a Billroth 

11  Hofmeister  anticolic  anastomosis;  four  per 
cent  a 4/5  gastrectomy  with  Billroth  I anasto- 
mosis and  11  per  cent  a total  gastrectomy 
with  an  esophagojejunal  anastomosis.  Nine- 
teen per  cent  are  living  and  81  per  cent  are 
dead.  One  is  living  eight  years  postoperative- 
ly,  two  are  living  four  years  postoperatively, 
1 is  living  three  years  postoperatively  and  1 
is  living  two  years  postoperatively. 

Miscellaneous:  One  patient  with  a duo- 
denal carcinoma  who  underwent  3/4  gastrec- 
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tomy  with  Billroth  II  Polya  anastomosis  is 
mentioned.  Five  patients  found  to  have  duo- 
denal and  gastric  ulcers  are  mentioned  and  1 
with  a gastrojejunal  colic  fistula  is  men- 
tioned. 

An  analysis  of  a twelve  year  experience  of 
gastric  resections  at  Carraway  Methodist 
Hospital,  a 316  bed  community  hospital  in 
Birmingham,  Alabama,  is  presented  with 
statistical  data  and  discussions. 
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Surfers’  Knots,  Newest  Athletic  Injury 


The  newest  status  symbol  of  water  sports 
are  “surfers’  knots,”  the  knobby  lumps  which 
form  on  the  legs  and  feet  of  surfboard  riders, 
according  to  a recent  article  in  the  Journal 
of  the  American  Medical  Association. 

The  knots  are  apparently  harmless,  and  al- 
though they  cause  occasional  discomfort,  they 
are  regarded  as  a status  symbol  among  some 
teenagers,  reports  Sheldon  Swift,  M.  B.,  Ch. 
B.,  of  the  Department  of  Dermatology,  South- 
ern California  Permanente  Medical  Group, 
Kaiser-Permanente  Medical  Center,  Pano- 
rama City,  Calif. 

The  knots  are  formed  by  friction  between 
surfboard  and  skin,  and  are  of  two  types. 


One  type,  which  forms  just  below  the  knee,  is 
a hard  lump  which  is  essentially  a giant 
callus. 

A more  bothersome  type  appears  on  the 
upper  surface  of  the  foot.  This  is  a softer 
cystic  swelling  which  varies  in  size,  and  often 
grows  rapidly  after  a day  in  the  surf.  It  may 
rupture  and  discharge  a white  fluid. 

“While  some  of  us  in  Southern  California 
and  other  coastal  areas  are  familiar  with 
these  lumps,  they  sometimes  cause  alarm, 
and  as  the  sport  becomes  more  popular,  phy- 
sicians farther  from  the  ocean  will  see  these 
odd  nodules,”  Dr.  Swift  said. 


390 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAM/ 


Evaluation  Of  Current  Treatment 
Of  Myocardial  Infarction 
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Presented  at  the  Anniston  Medical  and  Surgical 
Seminars  sponsored  by  the  Calhoun  County  Medi- 
I cal  Society,  December  9,  1964. 

I The  mortality  of  acute  myocardial  infarc- 

tion remains  between  20  and  40  per  cent.  In 
this  country  alone,  almost  200,000  lives  are 
lost  each  year  from  this  cause.  Many  of  these 
^ deaths  can  be  prevented,  and  for  this  reason 
the  treatment  commonly  provided  today  is 
unsatisfactory.  During  the  15  years  preced- 
ing 1960,  discussion  of  this  subject  centered 
primarily  on  the  use  of  anticoagulants.  The 
controversy  regarding  their  effectiveness  dis- 
tracted the  clinician  from  a search  for  more 
fruitful  methods  by  which  to  reduce  the 
mortality  of  this  disease.  Although  this  con- 
troversy has  not  been  settled  to  everyone’s 
satisfaction,  the  past  four  years  have  seen  a 
surge  of  interest  in  new  therapies,  and  these 
will  comprise  a major  portion  of  this  presen- 
tation. 

Certain  principles  of  therapy  for  myocar- 
dial infarction  are  widely  accepted,  and  do 
not  warrant  individual  discussion.  These  in- 
clude: administration  of  oxygen  and  adequate 
analgesia  while  pain  persists,  prompt  treat- 
ment of  associated  shock  or  congestive  heart 
failure,  physical  rest  for  the  heart,  and  metic- 
ulous attention  to  the  details  of  general 
nursing  care.  That  these  measures  constitute 
the  foundation  of  therapy  is  reflected  in  the 
mortality  of  only  12  per  cent  (after  the  first 
24  hours)  reported  by  Tillman  in  a series  of 
cases  in  which  these  measures  were  em- 
phasized, and  anticoagulants  were  not  used.^ 

Anticoagulant  therapy  after  acute  myo- 
cardial infarction  is  used  to  prevent  intra- 
vascular or  intracardiac  thrombosis  and  em- 
bolism, both  of  which  may  be  enhanced  by 
ischemic  injury  of  the  endocardium,  by  re- 
duced cardiac  output,  and  by  prolonged  phys- 
ical inactivity.  A decreased  incidence  of 


clinically  recognized  thromboembolic  events 
and  a lower  incidence  of  mural  thrombosis 
at  autopsy  have  been  reported  among  pa- 
tients treated  with  anticoagulants. - 

Criticism  of  routine  anticoagulant  therapy 
has  been  based  on  the  difficulties  inherent  in 
this  therapy,  the  significant  incidence  of 
hemorrhage,  and  the  relatively  low  incidence 
of  thromboembolic  complications  when  anti- 
coagulant drugs  are  not  used.  In  addition, 
there  is  still  some  doubt  that  the  routine  use 
of  these  drugs  significantly  reduces  mortality 
from  acute  myocardial  infarction.  Table  1 
shows  data  from  two  widely  discussed  stud- 
ies, and  from  a smaller  series  in  which  I par- 
ticipated.-^ 

The  figures  of  Wright  are  those  of  the 
1954  Report  of  the  Committee  on  Anticoagu- 
lants of  the  American  Heart  Association,  and 
summarize  1031  cases.-  They  have  been  in- 
terpreted as  substantiating  the  effectiveness 
of  anticoagulation.  In  Hilden’s  series,  the  re- 
duction in  mortality  from  25  per  cent  to  23 
per  cent  was  not  statistically  significant,  and 
he  concluded  that  anticoagulant  therapy  is 
not  indicated  in  acute  myocardial  infarction.^ 
In  all  three  of  these  studies,  as  in  the  bulk 
of  published  work  on  this  subject,  there  is 

TABLE  1 

DATA  ON  ANTICOAGULATION  IN 
MYOCARDIAL  INFARCTION 


Deaths  Thromboembolism  Hemorrhage 


Wright. 

1031  cases 
Control 
Treated 

21.79r  } 
16  ! 

26  % 
10.9 

5.9  % 
15.3 

Hilden  et  al. 

800  cases. 

Control 

25 

25 

2 

Treated 

23  j 

15 

19 

Lindsay  and 

Spiekerman. 

355  cases. 

Control 

19.8 

9.4 

Treated 

17.6 

5.8 

3.8 
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an  unmistakable  reduction  in  thromboembol- 
ism and  a small  reduction  in  mortality  from 
myocardial  infarction  among  patients  treated 
with  anticoagulants. 

While  I believe  the  use  of  these  drugs  is 
justified,  I wish  to  emphasize  the  remaining 
mortality  of  20  per  cent  or  greater,  and  turn 
now  to  a consideration  of  the  new  therapies 
which  have  been  introduced  in  the  past  four 
years,  and  which  offer  real  promise  for  re- 
ducing the  mortality  of  this  disease. 

Autopsy  series  of  patients  dying  from 
myocardial  infarction  disclose  at  least  25 
per  cent  in  which  neither  recent  nor  old 
coronary  occlusions  or  infarcted  myocardium 
are  found. Recent  experience  throughout 
the  country  has  confirmed  the  suspicion  that 
many  of  these  patients  die  of  ventricular 
fibrillation  or  other  ectopic  rhythm  asso- 
ciated with  inadequate  support  of  circulation. 

In  1956  Zoll  introduced  the  use  of  exter- 
nally applied  electric  countershock  to  termi- 
nate ventricular  fibrillation."  He  used  an  al- 
ternating current  defibrillator,  and  reported 
four  cases  in  which  defibrillation  was  suc- 
cessful, with  one  survivor.  Electric  current 
applied  in  this  manner  instantly  depolarized 
the  myocardium,  extinguishing  the  ectopic 
sites  and  permitting  resumption  of  normal 
sinus  activity.  Because  restoration  of  normal 
cardiac  function  required  almost  immediate 
availability  of  the  defibrillator,  few  successes 
were  reported. 

The  introduction  by  Lown  of  the  direct  cur- 
rent Cardioverter,  utilizing  the  principle  of 
synchronized  capacitor  discharge,  represents 
a distinct  refinement  in  the  treatment  of  ven- 
tricular fibrillation.  The  more  pronounced 
success  of  this  instrument,  however,  has  been 
in  the  treatment  of  ventricular  tachycardia 
and  other  ectopic  rhythms,  many  of  which 
complicate  acute  myocardial  infarction  and 
add  to  its  mortality  if  not  promptly  and  ex- 
pertly reversed.^ 

In  1960  Kouwenhoven  introduced  the  con- 
cept of  closed-chest  cardiac  massage,  by 
which  effective  cardiac  output  and  systemic 
blood  pressure  may  be  maintained  by  appli- 


cation of  intermittent  pressure  over  the  lower 
sternum.'*  He  has  reported  successful  closed- 
chest  resuscitation  in  seven  of  28  cases  of 
cardiac  arrest  in  the  presence  of  myocardial 
infarction;  with  his  report  cardiac  resuscita- 
tion became  a practical  procedure  for  use  on 
the  medical  ward  as  well  as  in  the  operating 
room. 

Equipped  with  these  tools,  many  physicians 
realized  the  potential  salvage  of  lives  which 
might  occur  through  prompt  diagnosis  of 
cardiac  arrest  and  immediate  institution  of 
closed-chest  massage  with  assisted  respira- 
tion, followed  by  defibrillation  or  appropriate 
drug  therapy  or  cardiac  pacing.  Hospital 
nursing  personnel  were  instructed  in  Kou- 
wenhoven’s  technique.  In  some  hospitals, 
teams  of  physicians  were  established  to  re- 
spond to  an  emergency  call  in  the  event  of 
cardiac  arrest,  for  the  purpose  of  carrying 
out  resuscitation  when  possible.  In  January 
1964  such  a team  at  St.  Vincent’s  Hospital  in 
New  York  City  reported  successful  resuscita- 
tion and  long  term  survival  in  15  per  cent  of 
a series  of  60  cases.’"  They  cited  as  the  major 
deterrent  to  a higher  success  rate  the  failure 
of  early  recognition  of  cardiac  arrest  when  it 
occurred  unexpectedly  on  the  hospital  wards. 
A delay  of  more  than  five  minutes  almost 
precludes  success. 

The  natural  evolution  of  these  techniques 
and  experiences  leads  to  the  development  of 
a Central  Coronary  Care  Unit,  an  area  of  the 
hospital  set  aside  for  the  intensive  care  of 
patients  with  myocardial  infarction,  similar 
in  philosophy  to  the  postoperative  intensive 
care  unit.  Such  a unit  would  include  a cen- 
tral multichannel  physiologic  monitoring  sys- 
tem, by  which  a continuous  oscilloscopic 
electrocardiogram  and  recording  of  arterial 
pressure  or  pulse  volume  would  be  trans- 
mitted from  each  patient  to  the  central  nurs- 
ing station.  An  electronic  sensing  device  and 
alarm  actuated  by  v^entricular  fibrillation, 
ventricular  asystole,  or  by  predetermined 
changes  in  heart  rate  or  blood  pressure  may 
be  a part  of  this  equipment. The  Coronary 
Care  Unit  would  also  provide  nursing  person- 
nel trained  in  all  aspects  of  care  of  the  coro- 
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TABLE  2 

COAGULATION  AND  FIBRINOLYSIS 

Phase  I.  Thromboplastin  Formation 

Phase  II.  Prothrombin  Thrombin 

Phase  III.  Fibrinogen  >-  Fibrin 

Phase  IV.  Fibrin  h Lysed  Fibrin 

A 

Plasminogen Plasmin  >■  Inactive  Plasmin 

Activators  Antiplasmins 
Streptokinase 
Urokinase 

nary  patient,  and  especially  in  the  use  of  the 
monitoring  devices  and  the  initiation  of  car- 
diac resuscitation.  Other  integral  parts  of  the 
unit  are  a mobile  emergency  cart  equipped 
with  a defibrillator,  an  external  cardiac  pace- 
maker, a source  of  suction,  laryngoscope  and 
endotracheal  tube,  and  the  basic  cardiac 
drugs,  and  most  important,  the  constant 
availability  of  one  or  more  physicians  pre- 
pared to  manage  all  aspects  of  cardiac  resus- 
citation. 

Experience  with  a Coronary  Care  Unit  of 
this  type  at  the  Bethany  Hospital  in  Kansas 
City  was  recently  published.'  - During  its  first 
year  of  operation,  a drop  in  mortality  from 
myocardial  infarction  was  observed  from  39 
per  cent  to  19  per  cent.  Five  of  seven  patients 
who  developed  unexpected  cardiac  arrest 
were  successfully  resuscitated,  and  were  well 
at  the  time  of  publication. 

I believe  the  patient  with  myocardial  in- 
farction is  as  deserving  of  this  type  of  inten- 
sive care  as  is  the  patient  who  has  undergone 
cardiac  surgery.  In  the  establishment  of  this 
kind  of  facility  I foresee  a realistic  hope  for 
substantial  reduction  of  the  mortality  from 
this  disease. 

A number  of  additional  therapies  for  myo- 
cardial infarction  remain  in  the  stage  of  ex- 
perimentation, but  are  either  sufficiently 
promising  or  so  widely  discussed  that  they 
merit  our  consideration.  First  among  these 
is  thrombolytic  therapy.  Table  2 presents  a 


simplified  scheme  of  the  physiologic  systems 
of  coagulation  and  fibrinolysis.  The  primary 
mechanism  of  clot  lysis  involves  adsorption 
of  plasminogen  activators  on  the  thrombus, 
activation  of  intrinsic  clot  plasminogen  to 
plasmin,  and  lysis  of  the  thrombus  from 
within. 

The  clinician’s  problems  with  regard  to 
thrombolytic  therapy  in  myocardial  infarc- 
tion are  to  administer  the  necessary  amount 
of  a satisfactory  clot-lysing  agent  to  the  pa- 
tient whose  coronary  artery  has  been  oc- 
cluded by  a thrombus  within  the  previous 
several  hours,  to  accomplish  this  administra- 
tion without  substantial  discomfort  or  risk, 
to  monitor  the  thrombolytic  effect  during  ad- 
ministration, and  to  accurately  assess  the  re- 
sults of  this  treatment.  Since  only  40  per  cent 
to  80  per  cent  of  myocardial  infarctions  are 
the  result  of  coronary  thrombosis,  the  re- 
mainder being  due  to  atheromatous  plaques, 
hemorrhage  into  plaques,  or  to  emboli,  there 
is  no  certainty  in  the  individual  case  that  the 
thrombolytic  agent  will  serve  a therapeutic 
function.  When  thrombosis  is  present,  best 
results  are  obtained  when  the  thrombolytic 
agent  is  administered  within  10  hours  of  clot 
formation.  Delays  in  diagnosis  and  hospitali- 
zation often  prevent  the  initiation  of  this 
therapy  within  such  time. 

Because  the  drug  must  be  uninhibited  or 
free  in  the  plasma  to  be  active  in  clot  lysis, 
and  because  plasma  contains  inhibitors  to 
each  stage  of  the  thrombolytic  system,  dose 
measurement  is  complicated  by  the  necessity 
of  exactly  neutralizing  the  inhibitors  with  a 
priming  dose  before  additional  drug  will 
cause  active  thrombolysis.  This  necessitates 
preliminary  measurement  of  the  circulating 
inhibitors. 

Monitoring  the  effect  of  thrombolysin  or 
other  lytic  agent  during  the  infusion  is  neces- 
sary to  prevent  hemorrhage  from  a hyper- 
plasminemic  state.  Several  methods  have 
been  employed;  all  are  complex.  Measure- 
ments of  prothrombin,  plasma  fibrinogen, 
plasminogen,  and  activator  are  among  the 
more  important. 
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Evaluating  results  of  this  therapy  is  also 
difficult.  The  absence  of  a thrombus  at  au- 
topsy is  without  meaning  if  there  is  no  proof 
that  a thrombus  existed  originally  as  the 
cause  of  infarction.  Clinical  studies  have  dis- 
closed more  rapid  evolution  of  the  electro- 
cardiographic changes  which  accompany 
myocardial  infarction  when  a thrombolytic 
drug  is  employed.  The  significance  of  this  is 
uncertain.  Initial  studies,  using  a standard 
dose  of  lytic  agent,  which  cannot  be  satisfac- 
tory for  the  reasons  mentioned  above,  dis- 
close no  reduction  in  mortality  from  acute 
myocardial  infarction. If  all  this  sounds 
complicated,  it  is.  Experimentally,  however, 
ischemic  myocardium  is  salvaged  by  the  use 
of  these  drugs,  by  lysis  of  microthrombi  in 
the  collateral  circulation  even  prior  to  lysis 
of  the  major  obstructing  clot.  The  possible 
rewards  are  great,  but  at  present  the  use  of 
thrombolytic  agents  can  be  encouraged  only 
under  conditions  of  strictly  controlled  clinical 
investigation. 

A second  area  of  experimental  interest  and 
beginning  clinical  application  is  the  use  of 
hyperbaric  oxygen  therapy.  At  increased 
pressures,  usually  two  or  three  atmospheres 
absolute  pressure,  the  oxygen  carrying  capac- 
ity of  blood  is  greatly  increased.  Sufficient 
oxygen  may  be  carried  in  plasma  by  simple 
solution  under  these  conditions  to  sustain 
life  in  the  absence  of  red  blood  cells  and  of 
hemoglobin.  The  tissues  become  saturated 
with  unusually  high  concentrations  of  oxygen. 
Two  effects  of  this  therapy  in  the  subject 
with  myocardial  infarction  are  increased  dif- 
fusion of  oxygen  into  the  peripheral  areas  of 
ischemic  myocardium,  reducing  the  ultimate 
size  of  the  infarction,  and  a protective  effect 
against  development  of  ventricular  fibrilla- 
tion. In  a series  of  50  dogs  subjected  to  liga- 
tion of  the  circumflex  coronary  artery.  Smith 
reported  a mortality  of  10  per  cent  among 
those  treated  postoperatively  with  hyperbaric 
oxygen  at  two  atmospheres  as  opposed  to 
mortality  of  over  50  per  cent  among  the  con- 
trols.Trapp  studied  the  size  of  infarct  re- 
sulting from  ligation  of  the  left  anterior  de- 
scending coronary  artery  in  dogs,  and  found 


a reduction  of  more  than  50  per  cent  among 
animals  treated  postoperatively  with  hyper- 
baric oxygen  at  three  atmospheres  pressure. 
Initial  case  reports,  but  no  controlled  series 
of  the  use  of  hyperbaric  oxygen  in  human 
myocardial  infarction  have  been  published. 
The  major  deterrents  to  widespread  use  of 
this  therapy  are  the  great  cost  of  the  hyper- 
baric chamber,  and  the  training  necessary  for 
its  safe  application. 

The  last  area  for  discussion  is  the  role  of 
surgery  in  acute  myocardial  infarction.  A 
year  ago  Nardi  and  Shaw  reported  four  cases 
of  emergency  coronary  endarterectomy  from 
the  Massachusetts  General  Hospital. Each 
of  these  patients  was  taken  to  surgery  after 
cardiac  arrest  and  failure  of  conventional 
cardiac  resuscitation.  One  patient  lived  52 
hours  following  surgery;  the  others  failed  to 
revive.  Although  heroic  in  execution,  it 
seems  unlikely  that  many  lives  will  be  sal- 
vaged in  this  way.  Perhaps  coronary  endar- 
terectomy will  be  more  profitable  when  ap- 
plied to  selected  cases  prior  to  their  demise. 

A less  dramatic  but  possibly  more  helpful 
application  of  surgical  techniques  is  the  use 
of  left  heart  bypass,  as  suggested  by  Dennis, 
in  cases  of  shock  or  refractory  congestive 
heart  failure  complicating  myocardial  infarc- 
tion.A catheter  may  be  passed  down  the 
right  internal  jugular  vein  into  the  right 
atrium,  and  then  through  the  septum  of  the 
fossa  ovalis  into  the  left  atrium.  Blood  re- 
moved from  the  left  atrium  through  this 
catheter  may  be  returned  to  the  aorta  via 
femoral  artery  catheter.  The  purposes  of  this 
procedure  are  to  supplement  cardiac  output, 
increase  coronary  perfusion,  and  diminish 
the  work  load  and  oxygen  requirement  of  the 
myocardium.  In  experimental  animals,  myo- 
cardial oxygen  consumption  can  be  reduced 
about  40  per  cent  with  this  technique. 

In  conclusion:  The  rate  of  mortality  from 
acute  myocardial  infarction  has  not  declined 
in  accord  with  the  general  advancement  of 
medical  technology.  New  therapies  are  being 
developed.  Most  promising  among  these  is 
the  development  of  Central  Coronary  Care 
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Units  within  hospitals,  utilizing  electronic 
aids  for  constant  monitoring  of  cardiac  func- 
tion, and  for  resuscitation  when  necessary. 
The  use  of  thrombolytic  agents,  hyperbaric 
oxygen  therapy,  and  surgical  techniques  re- 
main in  the  stage  of  clinical  investigation. 
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Psychosomatic  Academy 
Announces  Annual 
Gold  Medal  Award 

The  Academy  of  Psychosomatic  Medicine 
announces  the  Annual  Gold  Medal  Award 
contest  for  the  best  paper  (not  over  4,000 
words)  on  a clinical  or  research  subject  in 
the  field  of  psychosomatic  medicine. 

The  winner  will  receive  the  Gold  Medal 
and  deliver  his  paper  at  the  12th  Annual 
Convention  of  the  Academy  of  Psychosomatic 
Medicine  in  Chicago,  Illinois,  October,  1965, 
and  the  paper  will  be  published  in  Psychoso- 
matics  the  official  journal  of  the  Academy. 

The  winner’s  travel  expenses  will  be  paid 
to  and  from  the  meeting.  The  committee  re- 
serves the  right  to  submit  all  articles  includ- 
ing the  winning  entry,  to  PSYCHOSOMAT- 


ICS,  the  official  Academy  journal.  Manu- 
scripts not  accepted  for  publication  by  PSY- 
CHOSOMATICS  will  be  returned  to  their 
authors. 

The  deadline  date  for  submission  of  manu- 
scripts is  July  1,  1965. 

For  full  particulars  write  to  Benjamin 
Schneider,  M.  D.,  Chairman,  123  E.  Market 
Street,  Danville,  Pa. 


Pediatricians  Enlisted  In  War 
On  Cigarette  Smoking  Habit 

The  American  Academy  of  Pediatrics  has 
issued  a statement  opposing  the  smoking  of 
tobacco  in  cigarettes  and  urging  its  8,500 
members  to  join  “in  every  effort  to  discour- 
age acquisition  of  the  habit  of  cigarette 
smoking  during  childhood  and  adolescence.” 
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Experiments  Show  Bees  ‘Taste’  Honey 


Is  taste  electrical  or  chemical? 

What  are  the  effects  of  a depressant  in 
taste  areas? 

Kamal  Yackzan,  who  earned  his  doctorate 
at  the  University  of  Alabama  Medical  Cen- 
ter in  physiology  and  bio-chemistry,  con- 
ducted a research  project  on  the  physiology 
of  taste,  using  the  honey  bee  as  an  experi- 
mental subject. 

He  selected  honey  bees  for  study  because 
there  are  narrow  variables  in  the  taste  area 
of  a honey  bee. 

Yackzan,  a native  of  Lebanon  who  became 
an  American  citizen  in  1960,  conducted  his 
doctorate  research  project  on  the  biological 
effect  of  gymnema  sylvestre — an  Indian 
plant  which  depresses  man’s  abilities  to  taste 
sweet  and  bitter  substances — on  the  honey 
bee.  He  also  tried  it  on  hamsters  and  rats. 

Using  electronic  equipment,  Yackzan  ex- 
tended his  study  to  show  depression  in  taste 
involves  other  taste  substances — acid  and  salt 
— when  the  study  was  done  by  electro- 
physiological  means  on  the  hamsters. 

Finding  the  right  receptors  sensitive  to 
sugar  on  the  tongue  of  a bee  was  difficult  be- 
cause there  are  so  many  hairs  on  a bee’s 
tongue.  Little  scientific  research  had  been 
done  on  the  honey  bee,  but  Yackzan,  through 
correspondence  and  Medical  Center  Library 
facilities  read  the  meager  literature  that 
exists  on  the  subject.  He  reviewed  the  pub- 
lications of  a German  named  von  Frisch,  who 
conducted  experiments  to  prove  by  behav- 
ioral studies  that  honey  bees  “taste”  honey. 

Using  electronic  equipment  he  found  there 
is  a chemical  reaction  on  the  receptor  on  the 
tongue  of  the  bee.  In  other  words,  a honey 
bee  is  able  to  sense  or  taste  sugar,  which 
means  taste  is  a chemical  phenomenon  which 
is  translated  into  electrical  signals. 

Research  on  a separate  topic  involving  the 
plant  gymnema  sylvestre  suggests  a possible 
future  use  of  this  plant  in  treatment  of  gas- 
tric hyperacidity  and  its  sequels. 


Yackzan,  who  recently  completed  his  re- 
search project  at  the  Medical  Center’s  De- 
partment of  Physiology,  has  joined  Auburn 
University  as  associate  professor  in  the  De- 
partment of  Physiology  and  Pharmacology. 
He  is  married  to  the  former  Morwenna  Rob- 
inson, a native  of  Alabama.  Dr.  and  Mrs. 
Yackzan  have  six  children. 

Yackzan’s  studies  started  in  his  native 
Lebanon.  He  won  a scholarship  to  high 
school  in  Cairo,  Egypt,  and  attended  his  first 
year  of  college  at  the  University  of  Cairo.  He 
came  to  Birmingham  to  study  at  Birming- 
ham-Southern College,  where  he  earned  his 
B.S.  in  biology.  He  next  earned  his  M.S.  in 
biochemistry  from  Vanderbilt  University.  He 
also  earned  graduate  credits  at  the  Univer- 
sity of  Tennessee  at  Memphis,  Florida  State 
University  and  he  attended  the  American 
University  at  Beirut,  Lebanon.  He  taught  at 
Memphis  State,  University  of  Alabama  Ex- 
tension Center  in  Gadsden,  Florida  State  and 
Alabama  College.  He  was  a visiting  lecturer 
at  Randolph  Macon  College. 


Knowhow  Is  Knowhow  Is  Knowhow 

The  pharmaceutical  industry  . . . has  de- 
veloped a great  deal  of  knowhow  in  the  prep- 
aration of  drugs  so  as  to  insure  the  stability, 
purity  and  reliability  of  their  products.  The 
excellent  work  done  by  the  Food  and  Drug 
Administration  to  insure  purity  in  food  and 
drugs  has  borne  fruit  and  no  sensible  manu- 
facturer would  release  imperfect  or  impure 
agents  for  use.  Furthermore,  manufacturing 
controls  have  become  much  more  effective. 
The  pharmaceutical  industry  can  take  great 
pride  in  its  achievements  in  insuring  that  its 
products  have  the  type  of  purity  and  sta- 
bility needed  for  use  in  man. — Dale  G. 
Friend,  M.  D.,  in  Journal  of  the  American 
Pharmaceutical  Association,  NS4:  11,  (Nov.) 
1964. 
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MILD,  CONTINDODS  SEDATION 


Solfoton* 

A Solfoton  tablet  or  capsule  at  six  hour  intervals  maintains  sedation  at  the  threshold 
of  calmness.  Usually  the  patient  is  not  conscious  of  sedation;  only  conscious  of 
feeling  better.  Safe  for  continuous  use. 

Each  tablet  or  capsule  contains:  Phenobarbital,  16  mg.  Warning:  may  be  habit-forming. 
‘Bensulfoid,  65  mg.  Contra-indications:  same  as  those  of  16  mg.  phenobarbital. 


Dispensed  in  bottles  of  100  and  500  tablets  or  capsules 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VA. 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


*See  white  section,  P.D.R. 
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COMMENT 


GUEST  EDITORIAL 


The  Latest  National  Nostrum 

By  John  P.  Lynch,  M.  D. 


The  Administration’s  proposed  war  on  the 
three  major  diseases,  which  constitute  the 
cause  of  71  per  cent  of  all  deaths,  is  just 
as  politically  cynical  as  the  war  on  poverty, 
and  for  essentially  the  same  reason.  It  pro- 
poses to  squander  tax  monies  to  solve  sud- 
denly, on  a crash  basis,  problems  which,  from 
the  beginning  of  man,  have  occupied  the 
minds  of  our  best  scientists  and  physicians. 
Many  of  these  problems  are  so  basic  that  they 
will  never  be  solved  until  we  have  learned 
the  origin  and  physiology  of  living  tissue,  the 
meaning  of  life,  and  the  way  to  insure  im- 
mortality. I am  a little  surprised  that  the 
goal  was  not  set  against  mortality  rather  than 
only  71  per  cent  thereof.  Of  course,  70  per 
cent  has  long  been  considered  a passing  mark 
and  politicians  have  to  be  practical  even  in 
health  matters. 

On  December  27th,  on  a panel  type  tele- 
vision program,  three  nationally  known  phy- 
sicians appeared  to  promote  this  surprising 
hoax  on  the  American  people.  They  inti- 
mated that  if,  what  they,  and  their  grant-sup- 
ported institutions  knew,  could  be  dissemi- 
nated to  the  level  of  the  practicing  physician 
there  would  be  a sharp  reduction  in  mortal- 
ity. For  instance,  cancer  mortality  could  be 
reduced  from  saving  one  out  of  three,  to  one 


Editor’s  Note:  Dr.  Lynch  is  chairman  of  the 

Committee  on  Aging  and  Chronically  III  of  The 
Medical  Society  of  Virginia. 

Guest  Editorial  . . . , The  Virginia  Medical 
Monthly,  March  1965  Vol.  92,  No.  3. 


out  of  two,  and  by  recognizing  early  signs  of 
stroke  vast  numbers  of  people  could  be 
spared  this  disabling  disease.  How  preposter- 
ous, how  cruel  such  statements  are  when 
they  come  from  supposedly  recognized  lead- 
ers in  their  field.  Their  knowledge  of  New 
York  and  Houston  is  gained  under  ideal  ex- 
perimental circumstances,  in  highly  selective 
patients,  carefully  screened  to  fit  their  par- 
ticular interests.  They  seem  to  have  lost  their 
perspective  for  what  really  confronts  the 
practitioner  in  dealing  with  people. 

Their  grandiose  scheme  to  bring  knowledge 
down  from  on  high  through  the  establish- 
ment of  four  hundred  health  centers  through- 
out the  country  is  patently  political,  an  omi- 
nous step  toward  State  medicine.  What  do 
they  think  the  fine  medical  schools  of  this 
country  are  doing,  and  have  been  doing  for 
the  past  hundred  years?  Are  they  not  bring- 
ing the  latest  techniques  to  students  and 
practitioners  by  continued  education  pro- 
grams? Are  not  the  great  specialty  organiza- 
tions such  as  the  American  College  of  Phy- 
sicians, and  the  American  College  of  Sur- 
geons busily  engaged  in  continued  education 
programs,  as  are  many  local  and  state  and 
national  medical  associations?  Have  not  the 
great  free  enterprise  pharmaceutical  houses 
of  America  already  expended  millions  of  dol- 
lars in  profitable  research  in  advancing  the 
role  of  antibiotics  and  steroids  and  other 
miraculous  drugs,  and  won’t  they  continue 
unless  hampered  by  Government’s  heavy 
hand?  These  nationally  known  grant-sup- 
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One  antibiotic  superior  to 
Tetracycline 
Chloramphenicol 
Streptomycin 
Kanamycin 
Polymyxin  B 
Penicillin  G 

against  Proteus  mirabilis  and  E.coli 


Proteus  mirabilis  is  not  only  the 
most  common  cause  of  Proteus 
infections  of  the  urinary  tract, 
but  such  infections  are  often 
resistant  to  other  antibiotics. 

' According  to  Anderson  et  al.fi 
“When  assessed  in  terms  of  serum 
levels  attainable  with  usual  dosage 
regimens,  ampicillin  was  the  most  effec- 
tive drug  tested  against  E.  coli  and  P.  mira- 
bilis.” These  authors  found  Klebsiella-Aero- 
bacter  and  Pseudomonas  organisms  relatively 
insusceptible  to  ampicillin.  With  its  broad- 
spectrum  coverage  of  many  gram-positive  and 
gram-negative  bacteria,  absence  of  toxicity, 
and  slow  emergence  of  resistant  strains, 
PENBRITIN  (ampicillin)  is  a most  beneficial 
and  safe  drug  in  treating  urinary  tract  infec- 
tions—the  pathogens,  not  just  suppress- 
ing them. 


Dosage:  Adults  — 500  mg.  every  six  hours 
(higher  doses  may  be  requii'ed  for  severe  in- 
fections). Children  — (under  13  years,  whose 
weight  will  not  result  in  a dosage  higher  than 
that  recommended  for  adults)  100  mg./Kg./ 
day  in  divided  doses  every  six  or  eight  hours 


for  moderately  severe  infections;  200  mg./ 
Kg. /day  in  divided  doses  every  six  hours  for 
severe  infections. 

Contraindications:  (1)  Hypersensitivity  to 
penicillin.  (2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillinase- 
producing  organisms.  Aerobacter  aerogenes, 
Pseudonwnas  pyocyanea,  and  Proteus  mor- 
ganii  are  resistant  to  PENBRITIN  (ampicillin). 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting,  have  occasion- 
ally appeared. 

Precautions : As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastrointesti- 
nal superinfection.  To  date,  safety  for  use  in 
pregnancy  has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References : 1.  Hanson,  R.  J.,  et  al.:  J.  Urol. 
7S:1016  (July)  1958.  2.  Middletown,  J.  E.: 
Brit.  M.  J.  n;497  (Aug.  31)  1957.  3.  Today’s 
Drugs,  Brit.  M.  J.  t:1475  (May  26)  1962.  4. 
Brumfitt,  W,  et  al.:  Lancet  i:130  (Jan.  20) 
1962.  5.  Anderson,  K.  N.,  et  al.:  J.A.M.A. 
187:81  (Feb.  22)  1964. 


Kills  bacteria— does  not  just  suppress  them 

PENBRITIN* 

Brand  of  Ampicillin 


AYERST  LABORATORIES,  NEW  YORK,  N.Y. 

Distributors  for 

BEECHAM  RESEARCH  LABORATORIES  INC. 
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ported  physicians  think  in  terms  of  what  will 
best  further  interest  of  the  welfare  state. 
They  seem  to  care  little  about  the  doctor- 
patient  relationship.  To  them  statistics  seem 
more  important  than  people  and  subsidies 
than  free  enterprise.  The  whole  situation  re- 
minds one  of  the  western  medicine  shows  of 
the  last  century,  only  the  stakes  are  higher, 
and  our  Leader  is  the  medicine  man. 

Are  we  beginning  to  witness  the  take-over 
of  American  Medicine  by  an  all  wise,  all 
powerful  Government  which  uses  every 
power  of  a totalitarian  state  by  control  of 
television  and  other  news  media  and  the 
creation  of  an  elite  coterie  of  health  commis- 
sars which  by  virtue  of  their  grants  speak 
for  this  Government  in  a superior  and  pater- 
nalistic way?  This  group  looks  down  on  the 
opinion  of  the  American  Medical  Association 
as  though  it  was  unworthy  to  represent  the 


physicians  of  this  country  and  not  to  be  con- 
sidered by  any  but  the  most  benighted, 
backward  supporters. 

In  the  December  28,  1964  issue  of  Medical 
Economics  it  was  stated  the  “Federal  Gov- 
ernment poured  $309,212,409  into  United 
States  medical  schools  in  1963.  This  is  51  per 
cent  of  what  the  schools  spent  for  all  pur- 
poses that  year.”  Of  course,  almost  a third 
of  a billion  is  chicken  feed  to  the  proposed 
three  billion  dollar  program  to  promote  the 
war  on  three  major  diseases.  Medical  educa- 
tion has  been  taken  to  the  extent  of  51  per 
cent  and  now  the  Federal  Government  bids 
strongly  to  take  over  medical  practice. 

It  is  to  be  hoped  fervently  that  the  Ameri- 
can people  will  awaken  to  this  peril  before  it 
is  too  late.  The  Great  Society  will  never  be 
worth  sacrificing  the  principles  upon  which 
these  United  States  were  founded. 


A Slander  Against  The  Doctors  of  Alabama 


The  State  of  Alabama  and  its  people  have 
suffered  grievously  during  the  past  few  years 
as  a result  of  the  civil  rights  fight.  We  have 
been  held  up  to  public  ridicule  and  contempt 
as  a backward  section  of  unwashed  bigots, 
lynch  mobs  and  kluxers. 

Almost  without  exception,  the  physicians 
of  this  State  have  remained  aloof  from  this 
sociological  embroilment.  True  to  the  tradi- 
tions of  our  profession  we  have  continued 
patiently  and  faithfully  to  discharge  our  ob- 
ligation to  minister  to  the  needs  of  all  races 
and  all  creeds. 

Our  refusal  to  become  involved  does  not  in- 
dicate a lack  of  interest  or  concern  for  the 
future  of  our  state  but,  rather,  an  iron-willed 
determination  to  set  an  example  for  all  citi- 
zens of  calm,  intelligent  approach  to  prob- 
lems which  beset  us. 

It  is,  therefore,  disturbing  to  find  the  medi- 
cal profession  of  Alabama  indicted  by  in- 
nuendo on  the  front  page  of  the  AMA  News 
(April  5,  1965)  for  reneging  on  our  sacred 
obligation  as  physicians  or,  to  say  the  least, 
for  being  absent  in  a time  of  crisis. 


The  AMA  News  quotes  David  French,  M. 
D.,  a member  of  the  Medical  Committee  for 
Human  Rights  as  saying  that  sore  and  blister- 
ed feet,  sunburn  and  windburn  constituted 
the  major  medical  problems  encountered  by 
the  Selma-to-Montgomery  demonstrators.  To 
minister  to  these  needs  were  “many  Alabama 
Negro  physicians  as  well  as  about  50  M.  D.s 
from  other  states  who  are  active  in  the 
MCHR.” 

The  marchers,  AMA  News  continues,  were 
accompanied  by  ambulances  and  an  alumi- 
num mobile  field  hospital.  Military  helicop- 
ters had  been  offered  to  transport  patients  to 
nearby  military  hospitals  but  were  not 
needed. 

And  where  were  the  members  of  the  Dallas 
County  Medical  Society  during  all  this  ac- 
tivity? 

At  a recent  meeting  of  the  State  Board  of 
Medical  Examiners  an  official  stated; 

1.  No  requests  for  additional  assistance 
from  any  of  the  county  medical  societies,  or 
from  any  group  of  Alabama  physicians,  were 
received; 
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to  help  relieve  pain 
in  common 
anorectal  disorders 


“non-came” 

Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION; 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Gncinnati,  Ohio  4S21S/Weston,  Ontario 
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2.  Selma  physicians  made  local  arrange-  practice  of  medicine  and  is  quite  different 

ments  to  render  needed  medical  care  in  their  from  first  aid  rendered  by  anyone,  including 

hospitals;  and  that,  a physician,  who  suddenly  finds  himself 

3.  Several  physicians  from  other  states,  not  ^ith  a problem  that  was  not  antici- 

licensed  in  Alabama,  brought  in  a trailer  and  pated. 

claimed  to  be  preparing  to  administer  emer-  It  has  been  rumored  that  two  of  the  three 
gency  care  to  demonstrators  at  some  future  deaths  which  occurred  during  the  Black  Belt 

time.  demonstrations  might  well  have  been 

The  official  quite  properly  noted  that  the  averted.  Perhaps  the  Federal  investigators, 

establishment  of  an  office  and  advance  now  so  active  in  this  State,  will  want  to  delve 

preparation  for  an  emergency  constitutes  the  a little  more  deeply  into  these  cases. 


Alabama’s  Role  In 

The  Johnson  Administration’s  relentless 
drive  to  ram  socialized  medicine  down  the 
throats  of  the  American  people  under  the 
guise  of  providing  medical  care  and  hospitali- 
zation for  the  needy  aged  is  moving  into  its 
final  phases  in  the  U.  S.  Congress.  Before  an- 
other issue  of  the  Journal  is  published  the 
issue  most  likely  will  be  resolved. 

Physicians  of  Alabama  performed  admir- 
ably in  this  crucial  fight  which  must  certainly 
revolutionize  the  practice  of  medicine  as  we 
now  know  it.  Through  countless  letters,  tele- 
grams and  telephone  calls  the  Congressional 
delegation  from  this  state  was  made  aware 
that  government-controlled  medicine  violates 
our  concept  of  freedom. 

That  this  campaign  was  successful  from  the 
standpoint  of  Alabama  physicians  there  can 
be  no  doubt.  Every  Congressman  from  Ala- 
bama stood  firm  against  the  Medicare  bill 
from  the  casting  of  the  first  vote  to  the  last. 
If  every  other  state  had  achieved  equal  suc- 
cess this  ogre  would  now  be  forever  dead. 

But  such  was  not  the  case,  and  Medicare 
has  passed  the  House  with  a respectable  mar- 
gin (although  not  by  the  overwhelming  num- 
bers predicted  for  it  last  November).  It  is 
now  being  considered  by  the  Senate  where 
it  is  likely  to  receive  a more  penetrating 
study  than  the  House  gave  it. 

Each  succeeding  public  opinion  poll  after 
Johnson’s  landslide  presidential  victory  last 
fall  disclosed  that  Americans  in  increasing 


The  Eldercare  Fight 

numbers  were  taking  second  looks  at  a com- 
pulsory health  program  which  covered  every- 
one over  65  years  of  age.  From  every  section 
of  the  nation  the  trend  was  toward  the  more 
democratic  voluntary  plan  sponsored  by  or- 
ganized medicine. 

This  change  in  public  opinion  is  directly 
attributable  to  the  educational  program  con- 
ducted by  the  doctors  of  America. 

Here  in  Alabama  every  conceivable  method 
was  used  to  state  our  position  to  the  public. 
Pamphlets  by  the  thousands  were  distributed 
to  organizations  and  individual  citizens.  More 
than  one  county  medical  society  spent  its  own 
funds  for  television  and  radio  broadcasts  and 
for  newspaper  advertising. 

A series  of  11  meetings  designed  to  bring 
together  the  leadership  of  all  67  county  so- 
cieties was  held  throughout  Alabama.  The 
records  show  that  these  meetings  were  at- 
tended by  not  less  than  10  per  cent  of  the 
total  membership  of  the  Medical  Association 
of  the  State  of  Alabama.  Some  of  these  meet- 
ings lasted  late  into  the  night  as  enthusiasm 
for  the  fight  waxed  hotter. 

Not  to  be  forgotten  is  the  cooperation  ex- 
tended by  the  ladies  of  the  county  Auxilia- 
ries. They  assumed  the  task  of  distributing 
materials  and  they  also  made  their  voices 
heard  in  countless  other  ways. 

Busy  doctors  took  time  off  to  appear  before 
civic  clubs,  on  radio  and  television  whenever 
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Murfreesboro — Vacancies 

STAFF  PHYSICIAN  for  1275  bed  Neu- 
ropsychiatric Hospital,  including  350 
general  medical  and  geriatric.  Mod- 
ern facilities  for  diagnosis  and  treat- 
ment of  mental  illness.  Salary  $12,075 
to  $21,590  depending  on  qualifications; 
fringe  benefits;  cost  of  moving  to  Mur- 
freesboro will  be  paid  by  Veterans 
Administration;  visit  here  for  evalua- 
tion can  be  arranged  at  our  expense. 
Excellent  educational  opportunities  for 
students  in  this  area.  Contact  Director, 
Veterans  Administration  Hospital,  Mur- 
freesboro, Tennessee. 


they  were  requested  to  do  so.  There  is  ample 
evidence  that  their  efforts  were  not  in  vain. 

Profiting  from  past  mistakes,  this  latest 
fight  against  Medicare  was  to  be  organized 
and  conducted  from  the  grass  roots.  AMA 
provided  one-half  the  campaign  funds  in  Ala- 
bama, the  state  association  and  county  socie- 
ties provided  the  balance. 

Did  we  win,  or  did  we  lose?  Whatever  may 
be  the  outcome  of  the  Medicare  bill,  there 
can  be  no  doubt  that  Alabama’s  physicians 
are  in  a more  advantageous  position,  politi- 
cally speaking,  than  ever  before.  For  one 
thing,  we  have  learned  the  value  of  united 
effort.  In  the  months  and  years  ahead,  when 
selfish  interests  threaten  our  welfare,  we  will 
use  this  knowledge,  and  this  experience,  to 
counterattack  until  the  victory  is  won. 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact;  Medical  Director,  Highland  Hospital,  Asheville, 
\.C.  28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 
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FAMOUS  ALABAMA  PHYSICIANS 


R.  ROBERT  ARCHIBALD  LAM- 
BERT (1883-1960),  who  spent  20 
years  on  medical  education  and  re- 
search in  four  universities — Colum- 
bia, Yale,  Sao  Paulo  and  Puerto  Rico 
— closed  his  distinguished  career  with  an 
equal  period  as  Associate  Director  of  Medi- 
cal Sciences  of  the  Rockefeller  Foundation. 

He  was  born  on  a farm  about  seven 
miles  from  Lamison  in  Wilcox  County  and 
lived  there  until  he  was  seven  years  of  age 
when  his  family  moved  to  Catherine.  He 
attended  a one-room  school  and  later  pre- 
pared for  college  by  attending  the  South 
Alabama  Institute  for  three  years. 

Later,  he  attended  Howard  College  in 
Birmingham  where  he  earned  B.A.  and 
M.A.  degrees,  the  latter  in  1903.  He  taught 
in  the  Anniston  school  system  for  two 
years  and  then  decided  to  enter  the  medi- 
cal profession. 

Lambert  selected  Tulane  University 
School  of  Medicine  for  his  medical  educa- 
tion and  graduated  May  8,  1907.  After  two 
years  of  postgraduate  study  in  pathology 
at  Johns  Hopkins  University,  he  joined 
Columbia  University  as  an  assistant  path- 
ologist. In  1911  he  was  elevated  to  asso- 
ciate pathologist,  a position  he  held  until 
1917. 

During  World  War  I,  Dr.  Lambert  served 
as  acting  head  of  the  Department  of  Path- 
ology at  Columbia. 

While  at  Columbia,  Dr.  Lambert  twice 
interrupted  his  career  to  embark  as  a med- 
ical officer,  once  with  the  Rice  Scientific 
Expedition  to  the  Amazon  regions  of 
Brazil,  and  later  as  director  of  laboratories 
for  the  Near  East  Relief  Mission  in  Syria 
and  Turkey. 

In  1919,  Dr.  Lambert  was  invited  to  join 
the  faculty  of  the  Yale  University  School 
of  Medicine.  He  remained  at  Yale  four 
years  before  being  appointed  Professor  of 
Pathology  and  Anatomy,  Faculdade  de 
Medicine  de  Sao  Paulo,  Brazil — a position 
sponsored  by  the  Rockefeller  Foundation. 

Then,  in  1926  under  the  sponsorship  of 
Columbia  University,  Dr.  Lambert  served 
as  Professor  of  Pathology  and  Director  of 


the  School  of  Tropical  Medicine  at  the 
University  of  Puerto  Rico. 

In  1929,  Dr.  Lambert  joined  the  Rocke- 
feller Foundation  as  Associate  Director  for  | 
the  Medical  Sciences,  a position  he  held  1 
until  his  retirement  in  1948.  } 

His  vast  store  of  technical  experience  \ 
and  knowledge  was  soon  recruited  again  | 
following  his  retirement.  Dr.  Lambert  be-  J 
came  consultant  for  the  Pan-American  * 
Sanitary  Bureau  Regional  Office  of  the  ! 
World  Health  Organization  in  Washington, 

D.  C. 

Early  in  his  medical  experiences,  he  be-  I 
came  interested  in  furthering  the  education  ; 
of  Negroes  and  in  1951  he  accepted  an  ap- 
pointment on  the  Interim  Committee  of  I 
Meharry  Medical  College  in  Nashville,  | 
Tenn.  Eventually,  he  became  acting  presi-  ' 
dent,  and  later  chairman  of  the  Board  of  I 
Trustees.  | 

Dr.  Lambert  then  returned  to  his  home  i 
in  Greensboro  and  promptly  was  named  ! 
to  the  Southern  Regional  Education  | 
Board. 

Dr.  Robert  Lambert’s  distinguished  ca-  | 
reer  came  to  an  end  November  20,  1960,  a < 
few  weeks  after  his  77th  birthday,  when  a ! 
fatal  heart  attack  claimed  one  of  Ala-  | 
bama’s  most  famous  physicians.  ' 


One  of  a series  of  Famous  Alabama  Physicians  based  on  research  compiled  by  Dr.  E.  B.  Carmichael 
for 

Durr  Surgical  Supply  Co. 


Montgomery  Birmingham  Huntsville 
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CHECK 

Your  Advantages 
In  Trading  With  Us 


□ CONFIDENCE — Backing  our  products  and  customers 

always 

□ PROMPT  DELIVERIES  — City  wide 

Q EMERGENCY  DELIVERIES  — Instantaneous 

□ QUALITY  MERCHANDISE  — Nation’s,  leading 

manufacturers 

□ COMPLETE  STOCKS  — 9,000  items,  minimum 

backorders 

□ FRESH  STOCKS  — “On  the  ball"  buying  system 

Q CLEAN  STOCKS  — Modern,  air-conditioned  warehouse 
n PROFESSIONAL  PERSONNEL  — With  years  of  experience 

□ ACCURATE  BILLING  — Neat  invoices,  within  24  hours 

□ LIBERAL  TERMS  — Lowest  rates  in  the  industry 

□ LOWEST  PRICES  — Through  efficient  management 

□ EASY  SHOPPING  — Central  location,  plenty  of  free 

parking 

n MODERN  DISPLAYS  — Clean  and  air-conditioned 

□ REPAIR  SERVICE  — Competent  men  and  complete  shop 

□ LOANERS  FOR  EMERGENCIES  — When  your  equipment 

is  down 

n MAINTENANCE  SERVICE — To  prolong  your  equipment’s 
life 

□ RENTAL  SERVICE  — Most  complete  line 

Q CITIZENSHIP  — Faithfully  supporting  City,  State  and 
Institutions  since  1870. 

SETTING  THE  PACE  - AND  LEADING  THE 
FIELD  - FOR  SERVICE 
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Dr.  Donald  Takes  Over  At  Annual  Session; 
Dr.  Finney  Chosen  President-Elect 


One  of  the  most  successful  annual  sessions 
in  the  history  of  the  Medical  Association  of 
the  State  of  Alabama  was  climaxed  last 
month  in  Birmingham  by  the  selection  of  Dr. 
J.  O.  Finney  as  president-elect. 

The  association  also  elected  Dr.  Frank  M. 
Phillippi  of  Brewton  as  vice  president  for  the 
Southwest  District  succeeding  Dr.  E.  L. 
Stranded  who  was  ineligible  for  reelection 
having  served  two  full  terms. 

Dr.  Harmon  Stokes  of  Dothan  was  elected 
to  a full  term  as  vice  president  for  the  South- 
east District  and  Dr.  H.  E.  Askin  of  Alexan- 
der City  also  was  elected  to  a full  term  from 
the  Northeast  District. 

Dr.  Stokes  was  named  vice  president  on  the 
only  ballot  cast  during  the  business  meeting, 
winning  over  Dr.  T.  R.  Lumpkin  of  Tuskegee. 
All  other  officers  elected  were  done  so  by 
acclamation. 

Two  men,  Dr.  Hugh  E.  Gray  of  Anniston 
and  Dr.  John  M.  Chenault  of  Decatur,  were 
named  to  a second  term  on  the  State  Board 
of  Censors  while  the  Board  of  Trustees  took 
on  a new  look  with  the  election  of  Dr.  Jean 
Clark  of  Vincent  to  succeed  Dr.  T.  B.  Norton 


Dr.  James  G.  Donald  of  Mobile,  the  new  presi 
dent,  takes  over  the  rostrum. 


of  York.  Dr.  Vincent  is  the  first  woman  to 
serve  on  the  Board. 

All  vacancies  in  the  College  of  Counsellors 
were  filled  by  the  present  incumbents — Dr. 
Cecil  E.  Kimbrough  and  Dr.  Arthur  Wood 
from  the  First  District,  Dr.  Samuel  Windham 
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one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark  ' 

Each  capsule  contains 

8 mg  of  Teidrin®  (brand  ...but  if  vour  patient  Can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  j ^ j ^7 

maieate),50mg.of  phenyl-  sneezinQ,  Weeping  an<J  nasal  congestion  for  24  hours  with 

propanolamine  hydrochio-  v-  a ^ 

ride,and2.5mg.ofisopro-  one  'Oma(Je’  SpanSUle®  brand  sustained  release  CapSule  q12h 
pamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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THE  ASSOCIATION  FORUM 


Staff  members  from  MASA  and  other  volunteers  are  shown  registering  doctors  at  the  main  regis- 
tration desk  in  the  lobby  of  the  Parliament  House. 


from  the  Second,  Dr.  James  E.  Cameron  from 
the  Fifth  and  Dr.  Paul  Burleson,  Dr.  Ben- 
jamin Carraway,  Dr.  William  E.  Coleman  and 
Dr.  Joseph  A.  Cunningham  from  the  Ninth. 

The  Committee  on  Legislation  held  an 
emergency  meeting  on  the  opening  day  of 
the  session  to  discuss  several  bills  which  had 
been  under  study  for  possible  introduction  in 
the  regular  session  of  the  Alabama  Legisla- 
ture. 

Only  one  measure  was  approved  for  Asso- 
ciation sponsorship — a bill  to  establish  cer- 
tificates of  qualification  for  foreign-born  in- 
structors at  the  Medical  College  of  Alabama. 

The  Committee  also  approved  a bill,  to  be 
sponsored  by  the  American  Legion,  to  protect 
the  abused  child  provided  it  assigns  responsi- 
bility for  reporting  cases  of  abuse  to  all  per- 
sons having  knowledge  of  the  incident. 

Tabled  for  further  study  were  bills  to 
legalize  voluntary  and  eugenic  sterilization 
and  to  relieve  doctors,  dentists  and  nurses 


from  civil  liability  in  the  performance  of 
“good  Samaritan”  acts. 

The  1965  session’s  scientific  program,  which 
was  well  attended  at  all  three  sections,  was 
highlighted  by  the  Jerome  Cochran  Lecture, 
delivered  this  year  by  Dr.  W.  M.  Christopher- 
son,  chairman  of  the  Department  of  Path- 
ology of  the  University  of  Louisville  School 
of  Medicine. 

Dr.  Christopherson’s  subject  was  “The 
Early  Diagnosis  of  Cancer.” 

Other  convention  highlights  included  the 
presentation  of  the  William  Crawford  Gorgas 
Award  to  Mr.  and  Mrs.  J.  S.  Smolian  of  Bir- 
mingham, the  presentation  of  the  Douglas  L. 
Cannon  Medical  Reporter  Awards  to  Daven- 
port Smith  of  Birmingham  and  Virginia 
Greer  of  Mobile,  and  the  recognition  of  the 
Fifty  Year  Club  whose  new  members  were 
honored,  along  with  association  past  presi- 
dents, at  a special  breakfast. 

(Continued  on  Page  412) 
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THE  ASSOCIATION  FORUM 


» .xv 


It  looks  like  fun  time  as  the  new  president-elect.  Dr.  J.  O.  Finney  of  Gadsden,  (left)  and  immediate 
past  president  Dr.  E.  B.  Glenn  (center)  talk  to  Dr.  John  Chenault  of  Decatur.  Dr.  Chenault  was  re- 
elected to  the  Board  of  Censors  and  also  was  named  to  represent  the  Medical  Association  at  a public 
U.  S.  Senate  hearing  in  Washington  concerning  tha  medicare  bill. 


Dr.  Vaun  Adams  of  Mobile  introduces  a resolution. 


Association  Executive  Secretary  W.  V.  Wallace, 
left,  and  Dr.  W.  L.  Smith  of  Montgomery,  secre- 
tary-treasurer, confer  during  business  session. 
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THE  ASSOCIATION  FORUM 


Past-President's  Plaque  is  presented  Dr.  Glenn 
by  Dr.  Donald. 


Dr.  John  Paul  Jones  of  Camden,  chairman  of 
the  Board  of  Censors,  addresses  the  association  as 
it  sits  as  the  State  Board  of  Health. 


Dr.  Glenn,  (extreme  right),  swears  in  three  newly  elected  vice  presidents — Dr.  Harmon  Stokes  of 
Dothan,  Dr.  Frank  Phillippi  of  Brewton  and  Dr.  H.  E.  Askin  of  Alexander  City  (left  to  right). 
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THE  ASSOCIATION  FORUM 


DR.  DONALD  TAKES  OVER  . . . 

(Continued  from  Page  409) 


In  addition  to  attending  scientific  papers 
and  tending  to  association  business,  the  meet- 
ing saw  doctors  meet  as  the  State  Board  of 
Health  and  hear  a report  by  Dr.  Ira  Myers, 
state  health  officer,  who  was  given  a standing 
ovation  at  the  conclusion  of  his  speech. 


Four  members  of  the  new  Board  of  Trustees  swap  stories  after  their  election.  Left  to  right,  they 
are  Dr.  H.  G.  Hodo  of  Fayette,  Dr,  R.  M.  Miller  of  Decatur,  Dr.  L.  B.  Cooper  of  Elba  and  Dr.  Buford 
Word  of  Birmingham. 


Dr.  N.  S.  Flowers  of  Mobile  invites  the  associa- 
tion to  the  Port  City  for  its  1966  annual  session. 


Non-association  activities  included  a wide 
variety  of  exhibits  just  outside  the  meeting 
hall,  the  annual  Scroll  and  Key  Dinner 
Dance,  and  a barbecue  hosted  by  the  Nor- 
wood Clinic  for  association  members  and 
their  guests. 

The  association  received  invitations  from 
the  cities  of  Birmingham  and  Montgomery 
to  be  the  site  of  the  1968  and  1967  sessions 
respectively  and  the  city  of  Mobile  renewed 
its  invitation  to  be  hosts  for  next  year’s  an- 
nual gathering. 
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SOf  341  patients  with  confirmed 

OB-GYN  infections... 

I 

320  or  93.8%  were  treated 
successfully  with  Signemycin® 


Note: 

In  50  cases  of  serious 
puerperal  and  postabortal 
infections  treated  with 
Signemycin,  complete 
cure  was  observed  in  49 
patients.*  Duration  of 
therapy  ranged  from  three 
to  eight  days.  Appropriate 
surgical  measures  were 
applied  as  indicated. 

•Heredia  Diaz.  J,  et  al.:  Medi- 
cina  (Mex.)  38  308,  July  10,  1958. 


Condition 

No.  of 
Patients 

No.  Responded 
to  Signemycin 

Abortion,  infected 

45 

44 

Adnexitis  (parametritis) 

66 

61 

Cervicitis 

18 

18 

Endometritis 

64 

61 

Mastitis  and  breast  abscess 

44 

42 

Puerperal  sepsis 

14 

14 

Salpingitis 

39 

34 

Other  ob-gyn  infections 

51 

46 

Totals 

341 

320  (93.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI.167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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THE  ASSOCIATION  FORUM 


Dr.  J.  P.  Collier  of  Tuscaloosa  and  Dr.  John 
Paul  Jones  confer  during  business  session. 


Dr.  W.  A.  Edwards  of  Wetumpka  takes  the  floor. 


ABOUT  YOUR  NEW 
PRESIDENT-ELECT 

Dr.  J.  O.  Finney  of  Gadsden,  president- 
elect of  the  Medical  Association  of  Ala- 
bama, is  a native  of  Florence,  Ala.  Dr. 
Finney  has  been  practicing  in  Gadsden  for 
the  past  29  years  except  for  a five-year 
period  during  World  War  II  when  he  was 
a U.  S.  Army  medical  officer.  He  special- 
izes in  internal  medicine. 

Dr.  Finney  received  his  A.B.  and  M.D. 
Degrees  from  Vanderbilt  University  and 
interned  at  the  Vanderbilt  University  Hos- 
pital. 

Professional  honors  accorded  Dr.  Finney 
have  been  numerous.  He  is  a Fellow  in  the 
American  College  of  Physicians,  a Diplo- 
mate  on  the  American  Board  of  Internal 
Medicine,  is  Clinical  Professor  of  Medicine 
at  the  Medical  College  of  Alabama  and  is 
consultant  in  medicine  at  the  Veterans 
Hospital  in  Birmingham.  He  also  is  Chief 
of  Medical  Service  at  the  Holy  Name  of 
Jesus  Hospital  in  Gadsden. 

Dr.  Finney  also  is  past  president  of  the 
Alabama  Society  of  Internal  Medicine  and 
past  president  of  the  Alabama  Heart  Asso- 
ciation. 

Currently,  he  is  president  of  the  Vander- 
bilt University  Medical  Alumni  Associa- 
tion and  a trustee  of  Snead  College  in 
Boaz,  Ala. 

Dr.  Finney  is  married  to  the  former 
Margaret  Pride  of  Florence. 


Members  of  the  Mobile  delegation  and  other  delegates  examine  reports  and  resolutions  as  the  asso- 
ciation met  officially  as  the  State  Board  of  Health. 
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Of  1,028  patients  with  confirmed 
respiratory  infections... 

954  or  92.8%  were  treated 
successfully  with  Signemycin® 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections,  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

'Hammerl,  H.:  Wien,  Med. 
Wschr.  108:629,  July  26,  1958. 


Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin® 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective. ..often  when  others  fail 


Signemycin 

capsulos (250  mg.) 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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II 


Dr.  Ira  Myers,  state  health  officer,  received  a standing  ovation  from  the  association  following  an 
address  on  state  of  the  Health  Department.  Dr.  Myers  is  shown  with  visual  aids  which  he  utilized 
during  his  talk. 


The  Fifty  Year  Club — doctors  who  have  been  practicing  for  that  length  of  time — was  honored  along 
with  association  past  presidents  at  a breakfast.  Some  of  the  group  are  shown  above. 
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Of  425  patients  with  confirmed 
G.l.  infections... 

387  or  91.1%  were  treated 
successfully  with  Signemycin° 


Note: 

Loughlin  and  co-workers* 
achieved  cure  (absence  of 
parasites)  in  all  1 00  of 
their  patients  with  chronic 
amebic  colitis.  Feces  be- 
came negative  in  all  within 
the  planned  ten-day 
period  of  Signemycin  ad- 
ministration. Upon  re-ex- 
amination  of  the  feces  six 
weeks  later,  the  offending 
pathogen  (E.  histolytica) 
had  reappeared  in  only  7 
cases. 

•Loughlin,  E.  H.  et  al.;  Anti- 
biot.  Med.  7:739,  Dec,,  1960. 


Condition 

No.  of 
Patients 

No. Responded 
to  signemycin 

Amebiasis 

237 

222 

Cholecystitis  and 
cholangitis 

105 

97 

Enteritis 

41 

31 

Peritonitis 

15 

14 

Various,  including 
pancreatitis,  appendicitis 
and  colitis 

27 

23 

Totals 

425 

387  (91.1%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

capsules  (250  mg.) 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin^ 


Note: 

The  high  rate  of  response 

Condition 

No.  of 
Patients 

No.  Responded 
To  Signemycin 

cases  is  noteworthy  be- 
cause the  totals  include 

Ear,  nose  and  throat  infections 

507 

465 

difficult-to-treat  infec- 
tions, many  whose 

Respiratory  infections 

1,028 

954 

resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "Improved" 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemyciri 


tetracycline  HCI.167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 


Science  for  the  world's  well-being®  Since  1849 

PFIZER  LABORATORIES  Division. Chas. PfizerS. Co., Inc. NewYork, New  YorklOO!  7 


MAY  1965— VOL.  34,  NO.  II 


4 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people  may 
be  obliged  to  leave  their  familiar  surroundings.  Moving 
in  with  children  or  entering  a home  for  the  aged  may 
satisfy  practical  requirements  but  can  be  psychologi- 
cally traumatic  since  emotional  resilience  tends  to  dimin- 
ish with  age. 

Even  when  anxiety  reaches  overwhelming  proportions, 
you  can  counteract  it  promptly  with  the  potent  tran<< 
quilizer  — Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax  makes 
it  particularly  suitable  for  geriatric  patients  whose  drug 
tolerance  is  often  low.  The  usual  initial  dosage  in  such 
patients  is  50  mg.  q.i.d.  However,  this  tranquilizer  is  so 
well  tolerated  that  dosage  can  be  adjusted  to  meet  in- 
dividual requirements.  The  wide  variety  of  dosage 
forms  allows  flexibility  of  administration  from  any 
standpoint  — convenience,  patient  preference,  or  emer- 
gency requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any  num-  1| 
ber  of  circumstances  can  unleash  it.  Keep  Atarax  in  \ 
mind  for  all  your  emotionally  distressed  patients  — from  |i 
under  6 to  over  60. 

for  any  age— for  any  stage  of  anxiety  ; 


(hydroxyzine  HCljHL, 

. . . In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  New  York  10017 


Side  effects  and  precautions;  The  transitory 
drowsiness  which  may  occur  with  hydroxyzine 
HCI  usually  disappears  spontaneously  in  a few 
doys  with  continued  therapy,  or  is  correctable 
by  dosage  reduction.  Dryness  of  the  mouth  may 
be  seen  with  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  hospitalized 
patients  on  higher  than  recommended  doses. 
Hydroxyzine  HCI  may  potentiate  CNS  depres- 
sants, narcotics  such  as  meperidine,  barbitu- 
rates, and  anticoagulants.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased. 
Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operat- 
ing dangerous  machinery.  Parenteral  Solution 
Precautions  and  contraindications;  This  dosage 
form  is  intended  only  for  I.M.  or  I.V.  adminis- 
tration and  should  not,  under  any  circum- 
stances, be  injected  subcutaneously  or  intra- 
arterially. When  the  usual  precautions  for  I.M. 
injection  have  been  followed,  reports  of  soft 
tissue  reactions  hove  been  rare.  I.V.  adminis- 
tration should  be  slow,  no  faster  than  25  mg. 
per  minute,  and  should  not  exceed  100  mg.  in 
any  single  dose.  Particular  care  should  be  used 
to  insure  injection  only  into  intact  veins;  a few 
instances  of  digital  gangrene  occurring  distal 
to  the  injection  site  have  been  attributed  to 
inadvertent  intraarterial  injection  or  periarte- 
rial extravasation,  both  of  which  should  be 
ovoided.  More  detailed  professional  informa* 
lion  available  on  request. 


J.  S.  Smolian  Honored 
With  Gorgas  Award 

J.  S.  Smolian,  Birmingham  philanthropist 
whose  generosity  made  possible  the  Smolian 
Psychiatric  Clinic  at  the  University  of  Ala- 
bama Medical  Center,  has  been  chosen  to  re- 
ceive the  medical  profession’s  highest  honor, 
the  William  Crawford  Gorgas  Award. 

The  award  is  presented  annually  to  a non- 
medical person  who  the  Association  feels  has 
done  most  to  advance  the  cause  of  public 
health  in  the  state  during  the  previous  year. 
It  is  named  for  the  late  Dr.  William  Crawford 
Gorgas  whose  work  in  conquering  malaria 
and  yellow  fever  brought  him  world  renown. 

The  doors  of  the  Smolian  Clinic  were 
opened  in  1960  as  a new  hope  for  the  nearly- 
forgotten  mentally  ill  in  Alabama.  The  clinic, 
named  for  Mr.  and  Mrs.  Smolian  by  a special 
act  of  the  Alabama  Legislature,  provides  out- 
patient facilities,  and  a home  for  the  Depart- 
ment of  Psychiatry  of  the  Medical  College  of 
Alabama,  as  well  as  beds  for  treatment  with- 
in the  clinic. 

The  clinic  was  made  possible  by  a number 
of  large  cash  donations  from  the  Smolians, 
the  money  being  used  to  match  federal  Hill- 
Burton  funds. 

While  considering  the  selection  for  the 
Gorgas  Award,  the  state  association  received 
letters  from  a large  number  of  influential  or- 
ganizations on  behalf  of  the  Smolians,  includ- 
ing the  University  of  Alabama,  the  Jefferson 
County  Medical  Society,  the  University  of 
Alabama  Medical  Center  and  many  other  in- 
dividual citizens. 

Previous  recipients  of  the  award  are:  Sena- 
tor Lister  Hill,  1958,  for  his  work  in  the  field 
of  health  legislation;  Marc  Ray  Clement,  1959, 
for  his  contribution  in  the  field  of  tuberculo- 
sis; Paul  Johnston,  1960,  for  his  work  in  the 
mental  health  field;  Frank  S.  Keeler,  1961,  for 
his  contributions  in  the  field  of  tuberculosis; 
and  Frank  E.  Spain,  1964,  for  his  contribu- 
tions and  work  on  behalf  of  improving  health 
resources  in  the  state. 


421 


...and  in  previously  treated 
hypertensive  patients... 


Uh-huh. 


Don’t  you  even  want  to  try  it,  Doctor? 


...reducing  mean  arterial  pressure 
from  135  to  112  mm.  Hg- 


Regroton  improved  response 
in  76  out  of  80... 


Uh-huh. 


I’ve  already  got  eleven  patients 
doing  fine  on  Regroton. 


Lk  If  Superior  to  other  antihypertensives 

I ■ I I in76  of  80  patients  in  a 2-year  study* 


Geigy 


Composition:  Each  tablet  contains  chlorthalidone, 
50  mg.,  and  reserpine,  0.25  mg. 

Contraindications:  History  of  mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal 
or  hepatic  diseases. 

Warning:  Discontinue  2 weeks  before  general 
anesthesia,  1 week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs. 
Precautions:  Reduce  dosage  of  concomitant  anti- 
hypertensive agents  by  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  cirrhosis  or 
' 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Etiects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Average  Dosage:  One  tablet  daily  with  bre£ 
Availability:  Bottles  of  100  and  1000  tablets. 

*Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  ui 
reserpine  in  moderately  severe  and  severe  'p 
tension:  A two  year  study.  Presented  at  the  ti 
Inter-American  Congress  of  Cardiology,  Me  re 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  (n 

Ardsley,  New  York  RE-3455 
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Award  time  saw  Davenport  Smith  of  Birming- 
ham and  Virginia  Greer  of  Mobile  receive  the 
Douglas  L.  Cannon  Medical  Reporter  Award.  Dr. 
Glenn,  right,  is  shown  with  the  two  recipients  in 
the  above  photo.  Below  are  Mr.  and  Mrs.  J.  S. 
Smolian  who  were  honored  with  the  association's 
' highest  honor,  the  William  Crawford  Gorgas 
Award. 


SMITH,  MRS.  GREER 
WIN  CANNON  AWARD 

The  Medical  Association  of  the  State  of 
Alabama  has  named  Mr.  Davenport  Smith 
of  WBRC-TV  in  Birmingham  and  Mrs.  Vir- 
ginia Greer  of  the  Mobile  Press-Register  as 
recipients  of  its  1965  Douglas  L.  Cannon 
Medical  Reporter  Awards. 

The  award,  established  to  honor  Ala- 
bama reporters  for  their  accurate  and  fac- 
tual reporting  of  medical  news,  was  named 
for  the  late  Douglas  L.  Cannon,  M.  D.,  of 
Montgomery,  Alabama. 

Dr.  Cannon  served  for  29  years  as  Editor- 
in-Chief  of  The  Journal  of  the  Medical 
Association  of  the  State  of  Alabama. 
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lEEITATIVE  DIAEEHEA 
MUCOUS  COLITIS 
SPASTIC  UEETEEITIS 
DIVEETICULITIS 
BLADDEE  SPASM 


. . . relieved  by  direct  musculotropic  action  with 

Trocinate' 

THIPHENAMIL  HCL 


BRAND 


(NON-MYDRIATIC— MAY  BE  USED  SAFELY  IN  GLAUCOMA) 


SYMPATHETIC 
NERVE  FIBER 


Smooth  muscle  cell  normally 
maintained  in  physiological 
balance  by  the  two  branches  of 
the  autonomic  nervous 


II 


PARASYMPATHETIC 
NERVE  FIBER 


Trocinate,  brand  of  thiphenamil, 
carried  by  the  blood  stream  to 
the  cell  relieves  spasm  directly 
without  significant  interference 
with  the  autonomic  system. 


Each  tablet  contains 
100  milligrams 
Thiphenamil  HCI. 


High  therapeutic  index  of  Trocinate  permits 
initial  dosage  level  sufficient  to  relieve  spasm 
promptly.  Usual  initial  dose,  4 tablets,  then  2 
tablets  q.4.11.  Maintenance  dose,  i or  2 tablets 
q.4.11.  No  serious  side-effects  have  been  reported 
in  13  years  of  clinical  use. 


Dispensed  in  bottles  of  100  and  250  tablets 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Gaiety  was  the  keynote  at  the  annual  Scroll  & Key  Club  dinner  dance  held  at  the  Vestavia  Coun- 
try Club. 


Acting  as  master  of  ceremonies  at  the  dinner  dance  was  Dr.  William  E.  Lawrence,  president  of  the 
Jefferson  County  Medical  Society.  Also  at  the  head  table,  with  their  wives,  are  Dr.  John  Paul  Jones, 
Dr.  Donald  and  Dr.  Glenn. 
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The  session's  scientific  sections  were  well  attended  and  the  speakers  presented  papers  on  a wide 
variety  of  medical  subjects.  Dr,  Champ  Lyons,  extreme  right  above,  is  shown  moderating  one  panel 
discussion  on  "New  Concepts  in  the  Diagnosis  and  Treatment  of  Malignancies."  Others  shown  above, 
left  to  right,  are  Dr.  A.  Earl  Walker  of  Johns  Hopkins,  Dr.  Robert  Roth  of  the  Medical  College  of  Ala- 
bama, Dr.  Charles  M.  Huguley  of  Emory  University  and  Dr.  William  M.  Christopherson  of  the  Univer- 
sity of  Louisville,  who  also  delivered  the  Jerome  Cochran  Lecture. 


DR.  LEROY  VANDAM  DR,  JAMES  P.  MARR  DR.  W.  M.  CHRISTOPHERSON 

Brigham  Hospital,  Boston  Women's  Hospital  of  New  York  University  of  Louisville 


426 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


THE  ASSOCIATION  FORUM 


Others  on  the  panel,  shown  above,  included,  left  to  right.  Dr.  William  J.  Pitts  of  the  Medical  College 
of  Alabama,  Dr.  William  H.  Hartmann  of  Johns  Hopkins,  Dr.  David  L.  Barclay  of  Tulane  University  and 
Dr.  David  M.  Witten  of  Mayo  Clinic. 


DR.  BRUCE  HOLDING 
Montgomery 


DR.  WILLIAM  L.  GLENN 
Yale  University 


DR.  BENJAMIN  FELSON 
University  of  Cincinnati 


As  the  photo  shows,  the  hall  was  packed  with  attentive  medical  men. 
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F.  J.  Brown,  Jr.— Montgomery-Mobile 


B.  E.  Strong— Birmingham 


J.  H.  Butler— Phenix  City 


“We’re  puzzled”*... 

• . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
• . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

• . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency — 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 
I n 

1 Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid  I 
j tablets  offered  on  your  new  continuous  Physicians  Personal  I 
1 Use  Program.  | 


RELATED  ARMOUR  PRODUCTS: 


M.D. 


Thyrar®  (Beef  Thyroid)  Thytropar®  (Thyrotropin) 


ADDRESS 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


CITY  STATE  ZIP  CODE 

I % gr.  'A  gr.  1 gr.  2 gr.  3 gr.  5 gr.  I 

I Please  circle  potency  requested.  ^ 
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JOINT  COUNCIL  SEEKS  TO  IMPROVE  THE  HEALTH 

CARE  OF  THE  AGED 

By  ].  J.  Kirschenfeld,  M.  D. 


The  Alabama  Joint  Council  to  Improve  the 
Health  Care  of  the  Aged  was  organized  in 
the  summer  of  1959  along  the  lines  recom- 
mended by  the  National  Joint  Council  to  Im- 
prove the  Health  Care  of  the  Aged.  The 
latter  organization  was  initiated  through  the 
efforts  of  the  AMA  in  order  to  “correlate  the 
efforts  and  resources  of  member  organiza- 
tions as  the  primary  purveyors  of  the  health 
care  of  the  aged  and  to  establish  liaison  and 
a cooperative  relationship  with  other  organi- 
zations working  with  similar  purposes.”  Both 
the  national  and  state  organizations  include 
representatives  of  the  dental,  hospital,  medi- 
cal, nursing  home  and  pharmaceutical  asso- 
ciations. 

The  following  goals  were  formulated  for 
the  state  councils: 

1.  To  identify  and  analyze  the  health 
needs  of  the  aged 

2.  To  appraise  the  available  health  re- 
sources for  the  aged 

3.  To  foster  effective  methods  of  payment 
for  the  health  care  of  the  aged 

4.  To  develop  community  programs  to  fos- 
ter the  best  possible  health  care  of  the 
aged 

5.  To  promote  the  health  education  pro- 
grams for  the  aged 

6.  To  inform  the  public  of  the  facts  related 
to  the  health  care  of  the  aged 


The  Alabama  Joint  Council  to  Improve  the 
Health  Care  of  the  Aged,  is  a loosely  knit  or- 
ganization, composed  of  representatives  of 
the  state  associations  mentioned  above.  The 
chairman  is  the  representative  of  the  State 
Medical  Association.  Periodic  meetings  have 
been  held  and  the  council  has  acted  as  a 
clearing  house  for  the  various  activities  on 
the  aging  being  conducted  by  the  constituent 
associations.  Representatives  of  the  council 
have  participated  in  the  National  and  Re- 
gional Joint  Council  Conferences. 

The  Alabama  Joint  Council  also  partici- 
pated in  the  information  gathering  activities 
of  the  Governor’s  Advisory  Committee  on 
Aging  in  preparation  for  the  White  House 
Conference  on  Aging  held  in  1961. 

Through  efforts  of  the  constituent  associa- 
tions, definite  programs  have  been  estab- 
lished towards  recruiting  and  improving  the 
education  of  nurses  in  regards  to  nursing 
homes  and  chronic  disease  programs.  The 
Joint  Council  has  worked  closely  with  other 
groups  towards  improving  the  number  and 
quality  of  nursing  homes  and  in  general  im- 
proving the  care  of  the  chronically  ill  aged. 
Efforts  have  been  made  to  make  dental  treat- 
ment available  for  patients  in  nursing  homes 
and  the  bedridden  at  home.  Pre-entrance 
dental  examinations  upon  admission  to  a 
nursing  home  have  been  recommended.  The 
Joint  Council  has  also  recommended  the  in- 
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auguration  of  homemakers’  services  and 
home  nursing  programs  for  the  chronically 
ill  at  home. 

The  Joint  Council  has  kept  its  member 
associations  informed  in  regards  to  imple- 
mentation of  the  Kerr-Mills  Program  in  the 
State  of  Alabama;  it  has  relayed  recommen- 
dations from  each  association  to  the  state 
agencies  involved. 

Since  its  inception,  the  Joint  Council  has 
witnessed  remarkable  and  continuing  prog- 
ress in  facilities  and  programs  available  to 
the  aged  in  Alabama.  The  nursing  home  pro- 
gram at  present  has  expanded  enormously  so 
that  the  state  expenditure  for  nursing  home 
patients  totals  approximately  $7,000,000.00 
per  year.  The  Kerr-Mills  Hospitalization  Pro- 
gram for  the  medically  indigent  and  the  old 
age  pensioner  is  currently  spending  at  the 
rate  of  7-8  million  dollars  per  year.  It  is  felt 
that  at  the  present  time  any  aged  individual 
in  the  State  of  Alabama  can  be  admitted  to  a 
hospital  or  nursing  home  for  any  type  of 
major  illness  regardless  of  financial  status. 

The  Joint  Council  to  Improve  the  Health 
Care  of  the  Aged  continues  to  function  in  its 
major  role  as  a clearing  house  and  coordi- 
nator for  the  various  medical  and  allied  pro- 
grams for  the  aging  in  a conservative  and 
rational  manner. 

Clarke  Medical  Society 
Endorses  Health  Center 

The  Clarke  County  Medical  Society  re- 
cently urged  county  commissioners  to  accept 
an  offer  from  the  city  of  Thomasville  to  give 
the  county  a plot  of  land  to  be  used  for  a 
public  health  center. 

In  a letter  to  the  commissioners,  the  so- 
ciety noted  that  “the  greatest  beneficiaries  of 
public  health  facilities  are  our  less  fortunate 
citizens.  Further  delays  in  securing  a health 
center  may  cause  unnecessary  pain,  suffering 
and  illness  among  these  people. 

“It  is  for  these  reasons,”  the  letter  con- 
cluded, “that  the  Clarke  County  Medical  So- 
ciety urges  you  and  the  Commissioners  Court 
to  take  advantage  of  the  generous  offer  made 
by  the  City  of  Thomasville.” 

JOURNAL 


COLLEGE  OF 
PHYSICIANS  NAMES 
NINE  FELLOWS 

The  American  College  of  Physicians 
named  nine  Alabama  doctors  as  Fellows 
during  the  college’s  Golden  Anniversary 
Session  recently  at  Chicago. 

Honored  were  Dr.  Richard  Carter,  Dr. 
Hugh  J.  Dempsey,  Dr.  H.  Joseph  Hughes, 
Dr.  Bruce  K.  Johnson,  Dr.  Alwyn  A. 
Shugerman,  Dr.  Robert  H.  Yoe,  all  of  the 
Alabama  Medical  College  faculty.  Dr.  H. 
Hamilton  Hutchinson  of  Montgomery  and 
Dr.  William  H.  Tucker  and  Dr.  Earl  B. 
Wert,  both  of  Mobile. 


Dr.  Herlihy  Guest  Speaker 
At  Livingston  Newman  Club 

Dr.  Charles  E.  Herlihy,  associate  professor 
of  psychiatry  at  the  University  of  Alabama 
School  of  Medicine,  was  a recent  guest  speak- 
er at  the  Newman  Club  at  Livingston  State 
College. 

Dr.  Newman  spoke  to  the  students  on  the 
proper  sense  of  values  to  be  considered  when 
contemplating  marriage. 

Psychiatrist  Now  Working 
With  Court  Officials 

The  medical  profession  has  joined  hands 
with  the  bench  in  Jefferson  County’s  Ju- 
venile and  Domestic  Relations  Courts. 

Dr.  Robert  Estock,  resident  in  psychiatry  at 
the  University  of  Alabama  Medical  Center, 
visits  the  court  once  a week  to  assist  dis- 
turbed children  and  to  lend  advice  to  court 
officials.  The  program  is  sponsored  by  the 
Psychiatry  Department  of  the  Medical  Col- 
lege. 

Dr.  Chenoweth  Participates 
On  'Indigent  Sick'  Panel 

Dr.  Arthur  I.  Chenoweth  of  Birmingham 
recently  represented  the  medical  profession 
at  a panel  discussion  on  the  needs  of  the  in- 
digent sponsored  by  the  Jefferson  County 
Health  Council. 
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at  Merck  Sharp  & Dohme... 


understanding 


• • • 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might  comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

Omerck  sharp  & dohme  Otvision  of  Merck  i Co  . Inc  . West  Point.  Pa 

where  today's  theory  is  tomorrow’s  therapy 
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TO  TRIPLE  IN  SIZE 

Funds  Asked  For  Expanded  Medical  Center 

The  Birmingham  City  Council  recently  authorized  the  Birmingham  District  Housing 
Authority  to  apply  for  funds  to  conduct  a survey  to  consider  a 45-block  expansion  of 
the  present  15-block  Medical  Center  in  Birmingham. 

The  Council  action  v/as  taken  as  a result  of  action  by  the  136-member  Mayor’s 
Committee  for  the  Medical  Center. 

After  hearing  reports  on  the  past  and  future  of  the  Medical  Center,  economic  effects 
of  the  center’s  annual  S30  million  budget,  and  a detailed  explanation  of  the  urban  re- 
newal program,  the  committee  unanimously  approved  a resolution  requesting  the  city 
to  take  the  initial  step  in  the  expansion  program. 


Medical  College  Doctors 
Address  Oral  Surgeons 

Two  members  of  the  faculty  of  the  Medical 
College  of  Alabama  recently  addressed  a 
gathering  of  oral  surgeons  from  the  Southeast 
at  a meeting  in  Birmingham. 

Speaking  to  the  group  were  Dr.  Champ 
Lyons,  professor  and  chairman  of  the  Depart- 
ment of  Surgery  of  the  college,  and  Dr.  J. 
Garber  Galbraith,  professor  of  surgery. 

The  Conference  was  conducted  by  Dr. 
Leonard  H.  Robinson,  professor  of  dentistry 
at  the  University  School  of  Dentistry  and  as- 
sociate professor  of  pathology  at  the  Medical 
Center. 


Dr.  John  Dossett  Awarded 
Residency  Fellowship 

Dr.  John  H.  Dossett  of  Eight  Mile,  Ala.,  has 
been  granted  a two-year  residency  Fellow- 
ship in  pediatrics  by  the  Wyeth  Fund  for 
Postgraduate  Medical  Education.  Dr.  Dossett 
will  study  at  the  University  of  Minnesota 
Hospitals  in  Minneapolis. 

Dr.  Dossett  is  one  of  15  physicians  awarded 
fellowships  this  year  by  the  Wyeth  Fund 
which  was  established  in  1958  by  Wyeth  Lab- 
oratories, pharmaceutical  antibiotic  and  in- 
fant formula  manufacturers. 
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in  theory, 
allergy  begins 
like  this: 

When  antigens  invade  the  body,  antibodies, 
formed  chiefly  by  plasma  cells,  may  become 
attached  to  mast  cells.  If  the  same  antigen 
reappears  and  reacts  with  the  antibodies, 
the  mast  cell  disrupts  (as  pictured  below). 
Subsequently,  the  “exploding”  mast  cell 
deposits  granules  of  bound  histamine  or 
histamine-like  substance  in  inter- 

cellular spaces.  ^ 


Robins 


in  allergy. 

Dimetane^  Eklentahs* 

(brompheniramine  maleate,  8 mg.  & 12  mg.) 

work  With  no  more 
sedation  than  placebo* 

Although  the  mechanisms  of  allergy  are 
still  theoretical,  the  response  to  Dimetane 
(brompheniramine  maleate)  is  ample 
proof  that  a good  antihistamine  can,  and 
does,  work  — and  (as  reported  in  one  in- 
vestigation*) with  no  more  sedation  than 
placebo.  Dimetane  (brompheniramine 
maleate)  assures  your  allergy  patients 
prompt  relief  of  symptoms  while  usually 
permitting  them  to  lead  active,  alert 
lives.  And  a single  Extentab  provides  con- 
tinuous action  for  up  to  10-12  hours. 
‘Schiller,  I.W.  and  Lowell,  F.C.:  New  England  J. 
Med.  261:478,  1959. 


BRIEF  SUMMARY:  Contraindications:  Hypersen- 
sitivity to  antihistamines.  Not  recommended 
for  use  during  pregnancy.  Precautions:  Until 
response  is  determined,  patient  should  be 
cautioned  against  engaging  in  mechanical 
operations  requiring  alertness.  Side  Effects: 
Hypersensitivity  reactions,  including  skin  rashes, 
urticaria,  hypotension,  and  thrombocytopenia 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  giddiness,  dry- 
ness of  the  mouth,  mydriasis,  increased  irrita- 
bility or  excitement  may  be  encountered.  Other 
dosage  forms  available:  conventional  tablets 
(4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc. 
in  2 cc.  vials). 


basic  therapy  in  low-back  pain:  bed,  board,  heat 

Whether  low-back  pain  is  in  the 
chronic  or  acute  phase,  the  appropri- 
ateness of  bed  rest  for  such  a patient 
is  beyond  controversy.  Boards  placed 
under  the  mattress,  for  a firmer  bed 
to  further  immobilize  the  spine,  are 
another  common  recommendation. 
And  most  investigators  consider  heat 
beneficial— moist  heat  in  particular.i-s 


and 


750 


•’'sthocarbatnol* 

750  mg. 

in  each  tablet 


'i  e>-<  '''  *»ch  taoiei  ^ _ j. 

• dS5?*'  f*Oeral  law  * 

without  pfeKfiP**®"' 


Robaxi  ri-750 

/ I I I I “Znn  \ (CAPSULE-SHAPED  TABLETS) 

(methocarbamol  750  mg.) 


does  Robaxin  (methocarbamol)  often  provide 
muscle  relaxation  in  such  conditions  as  mus- 
culoskeletal  injury,  chronic  neurological  disorders, 
and  orthopedic  situations. 


It  has  been  noted  that  low-back  disorders  fre- 
quently . . are  caused  by  truly  mechanical  condi- 
tions which  yield  to  conservative  treatment.”!  Basic 
to  this  conservative  treatment  are  bed  rest,  a board  for 
the  bed,  and  applied  heat.  In  addition,  a good  muscle 
relaxant  is  often  helpful,  as  “. . .muscle  relaxants  are 
useful  in  chronic  as  well  as  acute  low  backaches.”^ 

Robaxin  (methocarbamol)  has  relieved  spasm  and 
pain  in  cases  where  the  patient  “had  not  responded  to 
conservative  measures  prior  to  drug  therapy.”®  A 100- 
patient  study  showed  that  Robaxin  provided  greater 
relief  of  muscle  spasm  for  a longer  period  of  time 
without  adverse  reactions  “than  any  other  commonly 
used  relaxants ”® 

A well-tolerated’!  skeletal  muscle  relaxant  with 
“specificity  of  action,’”!  methocarbamol  leaves  normal 
muscle  tone  unaffected.  Moreover,  there  is  little  like- 
lihood of  sedation"!— a considerable  advantage  for  the 
patient  who  must  remain  active  and  alert  on  his  job. 

Significantly,  clinicians  advise  using  a muscle  re- 
laxant “early  and  in  adequate  dosage.”*  In  this 
regard,  Robaxin  (methocarbamol)  — pariicwiarZi/  in 
the  750  mg.  dosage  (2  tabs.  q.i.d.J  — offers  optimal 
therapeutic  benefits  without  a significantly  increased 
incidence  of  side  effects.  And  just  as  it  works  well  as 
part  of  the  basic  regimen  for  low-back  pain,  so  also 


BRIEF  SUMMARY— Robaxin  (methocarbamol) 
Tablets : Contraindicated  in  hypersensitive  patients. 
Side  effects  (light-headedness,  dizziness,  drowsiness, 
nausea)  may  occur  rarely,  but  usually  disappear  on 
reduced  dosage.  Hypersensitivity  reactions  develop 
infrequently. 

ALSO  AVAILABLE : Robaxin®  Tablets  (methocar- 
bamol, 500  mg.)  Robaxin  Injectable  (methocarbamol, 
1 Gm./lO  cc.) 

Robaxisal®  (methocarbamol  with  aspirin)  and 
Robaxisal-PH  Tablets  (methocarbamol  with 
Phenaphen®). 

REFERENCES:  l.  Soto-Hall,  R.:  Med.  Sci.  U:23,  1963. 
2.  McCarrol,  H.R.:  Paper  read  at  the  Annual  Meeting  of  the 
American  Medical  Association,  Atlantic  City,  June  16-20,  1963. 
See  Medical  News;  J.A.M.A.  185:39  (July  13),  1963.  3.  Gordon, 
E.J.:  Med.  World  News  5:54,  1964.  4.  Cozen,  L.:  GP  26:82, 
1962.  5.  Larson,  C.  B.:  Postgrad.  Med.  26:142,  1959.  6.  Forsyth, 
H.F.:  J.A.M.A.  167:163,  1958.  7.  Weiss,  M.,  and  Weiss,  S.;  J. 
Amer.  Osteopath.  Ass.  62:142,  1962.  8.  Rowe,  M.L.:  J.  Occup. 
Med.  2:219,  1960. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA  23220 


Robins 


AROUND  THE  STATE 


ALABAMIANS  ATTEND  RURAL  HEALTH  MEETING 


A number  of  Alabamians,  including  Emmett  Wyatt  of  the  Medical  Association  of  the  State  of  Ala- 
bama's Montgomery  staff,  recently  attended  the  18th  National  Rural  Health  Conference  in  Miami 
Beach.  The  conference  is  sponsored  by  the  American  Medical  Association.  Four  state  doctors  are 
shown  above  attending  a meeting  on  the  Committee  of  Maternal  and  Child  Health.  They  are.  left  to 
right.  Dr.  Gilder  L.  Wideman  of  Birmingham.  Dr.  James  H.  French  of  Montgomery.  State  Health  Offi- 
cer Dr.  Ira  Myers  and  Dr.  Harold  Klinger  of  Montgomery. 

Also  in  attendance,  below  left,  were  Miss  Fariss  Prickett  of  the  Auburn  University  Extension  Service. 
Dr.  John  D.  Rayfield  of  Sylacauga  and  Mrs.  Mary  E.  Coleman  of  the  Auburn  Extension  Service. 
Shown  below  right  are  Dr.  Francis  T.  Holland  of  Tallahassee.  Florida,  a member  of  the  AMA  Council  on 
Rural  Health.  Dr.  Rayfield.  who  is  Talladega  County  Health  Officer,  and  Dr.  Ben  N.  Saltzman  of  Moun- 
tain Home.  Ark.,  also  a member  of  the  Council  on  Rural  Health. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


.LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


DOCTOR!  A MINUTE,  PLEASE! 


We  know  you're  beseiged  by  insurance 
men  but  . . . The  Alabama  Medical  Asso- 
ciation has  a Special  Plan  for  you. 


Your  Insurance  Committee  has  Approved  It  And  Given  Us 
an  Exclusive  Endorsement. 


They  want  you  to  see  . . . 

THE  PLAN  THAT  PROTECTS  YOUR  INCOME! 

LOW  COST  TERM  LIFE  INSURANCE  ALSO  AVAILABLE! 


Administered  by: 


W.  T.  HALLIDAY 


AGENCY 

213  North  21st  Street 
Birmingham,  Alabama 


Mutual  (i^; 

OF  OMAHA^^^ 


Life  Insurance  Affiliate: 

UNITED  OF  OMAHA 
UNITED  BENEFIT  LIFE  INSURANCE 
COMPANY 

Home  Offices:  Omaha,  Nebraska 
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too  young 
to  be 

so  tired... 


revive  interest... 
restore  activity 
promptly  with 


Alertonic 


Three  tablespoonfuls  (45  cc. ) contain: 

Pipradrol  hydrochloride 2 mg. 

Vitamin  Bi  (thiamine  hydrochloride)  (lOMDR*)  10 mg. 

Vitamin  B2  (riboflavin)  (4MDR*)  5 mg. 

Vitamin  Bo  (pyridoxine  hydrochloride)  1 mg. 

Nicotinamide  (5MDR*)  50  mg. 

Cholinet  100  mg. 

Ino.sitolt  100  mg. 


Calcium  glycerophosphate (2%  MDR  for  calcium  and  phosphorus)  100  mg. 


Cobalt  (as  chloride)  1 mg. 

Manganese  (as  sulfate)  1 nag. 

Magnesium  (as  acetate)  1 mg. 

Zinc  (as  acetate)  1 mg. 

Molybdenum  (as  ammonium  molybdate)  1 mg. 

Alcohol  15% 


♦Multiple  of  adult  Minimum  Daily  Requirement  supplied 
fRequirement  in  human  nutrition  not  yet  established 


^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio /Weston,  Ontario 


the  need  tor  a tonic 

hnowDS  no  age  Anyone  can  feel  tired  and 

“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 
to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrochloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only.  For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  minutes  before  meals.  Contraindicated  in  agitated 
pre-psychotic  patients,  paranoia,  or  other  patients  in 
whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 

Brochure  with  full  product  information  available  on  request. 


For  that  discriminating  person  demanding  quality 
and  comfort  ...  a prestige  address  . . . Service 
and  friendliness  in  the  old  tradition 

. . . that  special  touch  for  convention  groups,  too 


2ND  AVENUE  & I7TH  STREET  BIRMINGHAM,  ALABAMA 


V 


f 1 * w . »*•  i'  ■■  'I  9 V*'  ■■  i ^ } 

for  psychiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  □ We  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE,  N.  E.  TELEPHONE  873-5681  ATLANTA  9,  GEORGIA 
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Convention  Calendar 


AMERICAN  COLLEGE  OF  PHYSICIANS 

May  10-14,  New  York  University  Medical 
Center,  New  York,  N.  Y.,  Postgraduate 
Course  No.  14,  Rehabilitation,  Howard  A. 
Rusk,  M.  D.,  director. 

^ ^ 

AMERICAN  COLLEGE  OF  PHYSICIANS 

May  24-26,  Royal  Victoria  Hospital,  Mon- 
treal, Canada,  Postgraduate  Course  No.  15, 
Current  Concepts  In  Gastroenterology,  Rich- 
ard D.  McKenna,  M.  D.,  director. 

^ iji  ❖ 

CHILDREN'S  HOSPITAL  OF 
PHILADELPHIA 

May  24-28,  Philadelphia,  Pa.,  Five-Day  Re- 
fresher Course  in  Pediatrics,  curriculum  con- 
sisting of  lectures  and  clinics  by  members  of 
the  faculty  staff. 


AMERICAN  COLLEGE  OF  PHYSICIANS 
(Postgraduate  Course  No.  16) 

June  7-11,  University  of  Iowa,  Iowa  City, 
Iowa.  Purpose  of  the  course  is  to  review  de- 
velopments and  newer  concepts  of  disease  in 
Internal  Medicine  for  the  practicing  intern- 
ist. The  major  subspecialties  of  Internal 
Medicine  will  be  included. 

^ 

AMERICAN  COLLEGE  OF  PHYSICIANS 
(Postgraduate  Course  No.  17) 

June  9-11,  New  York  University  Medical 
Center,  New  York,  N.  Y.  Course  is  entitled, 
“The  Hemodynamic  Basis  For  Auscultation” 
with  emphasis  placed  on  the  mechanisms  of 
production  of  heart  sounds  and  murmurs  and 
the  correlation  with  pressure-time  variables 
in  the  various  chambers  of  the  heart. 


^I 

ll  Qrest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 

Ma  li#  1 Hi ! 

W i nr 

i 118  * 8 
!!ii 

I MEDICAL  DIRECTORS: 

James  A.  Becion,  M.D.,  F.A.P.A. 

James  K.  Ward,  M.D.,  F.A.kA. 

Location:  7000  5th  Avenue  South 

Box  2895,  Woodlawn  Station 

BIRMINGHAM.  ALABAMA  35212 
Phone,  595-1  151 


is  a private  psychiatric  hospital  established 
in  192  5 for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 


HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
American  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 
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CONVENTION  CALENDAR 


AMERICAN  CANCER  SOCIETY 
(1965  Scientific  Session) 

June  16,  Drake  Hotel,  Philadelphia,  Pa. 
Course  entitled  “Hormones  and  Chemother- 
apy for  Cancer — A Critical  Appraisal.” 


Hygroton* 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


^ 


AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS 

June  17-21,  Waldorf  Astoria  Hotel,  New 
York,  N.  Y.  Scientific  program  under  the 
chairmanship  of  Dr.  David  P.  Boyd,  Boston, 
Mass. 


AMERICAN  MEDICAL  ASSOCIATION 

June  20-24,  New  York  Coliseum,  New  York, 
N.  Y.  Annual  convention. 


DR.  C.  T.  HAYES 

Dr.  C.  T.  Hayes,  who  had  practiced  medi- 
cine in  Elba  for  more  than  50  years,  died 
March  9 in  an  Elba  hospital.  He  was  81.  A 
native  of  Longstreet,  Ala.,  Dr.  Hayes  prac- 
ticed medicine  in  Enterprise  before  moving 
to  Elba.  Survivors  include  a son,  C.  T.  Hayes, 
Jr.,  of  Elba. 


Dr.  Gipson  Joins  Staff 
At  Partlow  State  School 

Dr.  Amos  C.  Gipson  has  joined  the  staff  at 
Partlow  State  School  and  Hospital,  according 
to  a recent  announcement  by  Dr.  J.  S.  Tar- 
water,  superintendent  of  Alabama  State  Hos- 
pitals. 

A native  of  Fyffe,  Dr.  Gipson  has  been  in 
private  practice  of  pediatrics  at  Gadsden  for 
the  past  34  years. 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  100  and  1000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

•■'Swartz,  C.,  et  al.:  Circulation 
28:1042,1963. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3515 
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a vy  weight 


ygroton* 

ind  of  chlorthalidone 


ieigy 


In  terms  of  sodium  excretion,  2 tablets  of  Hygroton 
brand  of  chlorthalidone,  are  significantly  more 
potent  than  4 tablets  of  chlorothiazide,  and  also 
more  potent-though  not  significantly-than  4 
tablets  of  hydrochlorothiazide.*  Thus,  tablet  for 
tablet,  you  can  expect  more  from  Hygroton,  brand 
of  chlorthalidone.  Especially  since  it  acts  for  up 
to  72  hours.  You  can  prescribe  fewer  tablets  at 
wider  intervals  than  with  any  other  diuretic. 


The  Woman’s  Auxiliary 


It  is  with  deep  gratitude  and  humility  that 
I accept  this  honor — grateful  for  the  privilege 
of  being  able  to  serve  this  wonderful  organi- 
zation as  president  and  humble  when  I realize 
that  I am  to  occupy  the  chair  as  chief  of  this 
group  where  so  many  outstanding  executives 
have  preceded  me.  I intend  to  give  my  best 
and  will  expect  the  same  from  all  of  you. 
I believe,  too,  that  I speak  for  the  officers 
and  committee  chairmen  when  I say  that  all 
of  us  will  uphold  the  highest  ideals  and 
standards  for  which  this  auxiliary  has  stood 
throughout  the  years. 


Just  as  progress  has  been  made  in  scientific 
fields  of  medicine,  so  has  our  auxiliary  made 
progress.  This  is  due  in  large  part  to  the 
combined  efforts  of  all  those  who  have  served 
this  group  loyally  and  faithfully  in  their 
various  capacities.  Also,  we  have  had  tre- 
mendous help  from  our  national  headquarters 
through  their  various  handbooks  for  guid- 
ance, bulletins  and  comparative  records  of 
other  states’  activities. 


What  are  we  actually  doing  to  justify  our 
existence?  What  is  our  purpose  and  program 
to  assist  our  husbands  in  their  objectives 
both  as  physicians  to  the  sick  and  worthy 
citizens  of  the  community?  We  are  our 
husbands’  trademarks!  We  can  help  or  we 
can  hinder.  The  eyes  of  the  community  are 
on  us,  the  wives,  as  well  as  our  noble  mates. 
At  times  we  are  called  upon  to  defend  and 
clarify  certain  medical  issues  when  the  truth 


would  be  distorted  by  the  misinformed  and 
prejudiced.  We  are  compelled  to  speak  out 
when,  in  our  opinion,  certain  political  actions 
are  not  for  the  best  interest  of  the  public  as 
well  as  our  medical  profession.  I refer  spe- 
cifically to  the  recently  passed  Medicare  Bill 
and  other  such  measures  which  are  leading  us 
steadily  and  surely  into  the  doldrums  of 
socialized  medicine.  On  such  issues,  we  have 
spoken  out  and  will  continue  to  do  so,  along 
with  our  husbands,  in  the  future! 

Our  objective  work  has  embraced  many 
health  activities.  In  particular,  I would 
mention  our  part  in  the  recent  polio  drive. 
Also,  our  efforts  to  inform  the  public  in 
health  education  through  various  channels 
of  communication  such  as  TV  and  radio  and 
the  many  bulletins  published. 

The  world  is  faced  with  numerous  problems 
today.  There  is  the  Russian  problem,  Viet 
Nam,  socialism,  the  racial  situation.  They 
all  loom  large  on  the  horizon.  We  can  always 
look  for  problems  too  on  a national  and  local 
basis.  Undoubtedly,  there  will  arise  difficult 
situations  in  our  own  organization,  both  state- 
wise  and  countywise.  With  understanding, 
tolerance,  hard  work  and  cooperation,  how- 
ever, I believe  we  can  overcome  any  obstacles 
which  confront  us. 

One  of  our  chief  aims  is  to  increase  our 
membership  by  proper  motivation  of  those 
counties  which  have  not  responded  fully.  We 
must  give  them  desire  and  purpose  for 
serving.  Also,  we  must  continue  to  stimulate 
those  who  have  been  loyal  members  through- 
out the  years.  Our  program  must  be  such 
that  those  in  our  membership  will  be  eager 
and  willing  to  serve  in  any  capacity  called 
upon. 

All  of  us  have  much  to  learn.  We  intend 
to  progress  further  by  attendance  at  our 
various  district  meetings  and  through  the 
Fall  Board  Meeting  and  conferences.  There 
is  no  county  in  the  state  which  cannot  profit 
by  the  progressive  hints  given  in  these  meet- 
ings. 

Firm  emphasis  is  to  be  placed  this  year  on 
forwarding  the  various  paramedical  careers 
offered  in  this  area.  Needless  to  say,  all  of 
us  recognize  the  grave  problem  of  shortage 
in  technical  help  for  our  doctors.  There  are 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquiiizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtualiy  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especiaily  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosaqe 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  (or 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines: 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


,ij  Squibb  Quallty-the  Priceless  Ingredient 
^ sotiB*  DIVISION  Clin 
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APP AL AGH IAN 

ESTABLISHED  1916 

ASHEVILLE 


HALL 

NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  coma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin,  Jr„  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr„  M.  D. 


THE 

SILVER  HILL 
FOUNDATION 

NEW  CANAAN 
CONNECTICUT 


A Psychotherapeutic  Unit 
for  the  Study  and  Treatment 
of  the  Psychoneuroses 


Announces 
THREE  YEAR 
RESIDENCY 
TRAINING 
PROGRAM 


IN  PSYCHIATRY 

Approved  by  the  American  Medical  Association  and  the  American  Board  of  Psychiatry  and  Neu- 
rology. Affiliated  with  Departments  of  Psychiatry  and  Neurology  of  the  College  of  Physicians  and 

Surgeons,  Columbia-Presbyterian  Medical  School,  New  York  City. 

First  year  spent  at  Medical  Center,  New  York,  N.  Y.,  second  and  third  years  at  Silver  Hill,  New 

Canaan,  Connecticut.  Applicants  also  considered  who  have  completed  one  year  or  more  of  train- 

ing elsewhere  for  the  second  and  third  year  program. 

Emphasis  placed  on  training  of  physicians  for  private  practice  of  psychiatry,  under  experienced 
preceptors.  Board  Diplomates,  with  teaching  background.  Generous  compensation,  opportunities  for 
permanent  staff  appointment.  Only  outstanding  applicants  accepted. 

For  further  information  and  application  form,  write:  William  B.  Terhune,  M.  D.,  Medical  Direc- 
tor, The  Silver  Hill  Foundation,  Box  1177,  New  Canaan,  Connecticut. 
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MISCELLANEOUS 


standing  many  wonderful  structures  through- 
out our  state  that  are  only  partially  occupied 
because  of  the  lack  of  doctor  assistants.  We 
must  carry  out  a vigorous  program  of  edu- 
cation in  these  fields  in  order  to  attract  more 
personnel  and  capable  assistants.  The  need 
for  medical  technologists,  x-ray  technologists, 
nurses,  dieticians  and  occupational  therapists 
is  well  known  to  us  all. 

It  is  my  hope  and  dream  that  the  coming 
year  will  be  one  of  the  finest  in  the  history 
of  the  Woman’s  Auxiliary  to  the  medical  pro- 
fession. With  your  hard  work,  great  desire, 
full  cooperation  and  prayers,  this  can  be 
accomplished.  And  finally,  when  our  years 
work  is  done  and  evaluated,  may  our  prede- 
cessors and  followers  and,  in  particular,  our 
husbands  be  able  to  say  “they,  indeed,  were 
good  trademarks.” 

Mrs.  J.  F.  Crenshaw 


NURSE-LIAISON 
GUIDES  AVAILABLE 

The  American  Medical  Association’s 
Committee  on  Nursing  has  developed  a 
series  of  guides  for  state  and  county  medi- 
cal societies  interested  in  initiating  or  re- 
vising programs  of  nurse-liaison  activities. 

According  to  Florence  M.  Alexander, 
Ph.  D.,  committee  secretary,  the  guides 
are  designed  to: 

— Assist  new  committees  to  organize. 

— Strengthen  committees  already  estab- 
lished. 

— Present  suggestions  for  expansion  of 
existing  committees. 

Dr.  Alexander  said,  “Close  collaboration 
of  physicians  and  nurses  on  matters  con- 
cerned with  the  quality  of  patient  care  is 
an  essential  ingredient  to  the  health  care 
of  the  people.” 

Copies  of  the  guides  may  be  obtained  by 
writing  the  Department  of  Nursing,  Amer- 
ican Medical  Association,  535  North  Dear- 
born, Chicago,  Illinois  60610. 


BUREAU  OF  LABORATORIES 
Thomas  S.  Hosty.  Ph.D.,  Director 
March  1965 


Examinations  for  intestinal  parasites 2,023 

Typhoid  cultures  ( blood,  feces, 

urine  and  other) 222 

Examinations  for  gonococci 1,970 

Serologic  tests  for  syphilis 

(blood  and  spinal  fluid) . 26,194 

Darkfield  Examinations — - 6 

Agglutination  tests  - 8 

Examinations  for  diphtheria  bacilli 

and  Vincent’s  73 

Complement  Fixation  74 

Examinations  for  Negri  bodies  (smears 

and  animal  inoculations ) 260 

Water  Examinations  ..  2,197 

Milk  and  dairy  products  examinations  3,945 

Examinations  for  tubercle  bacilli 4,213 

Miscellaneous  examinations 7,949 


Total  . 49,134 


it  it 

BUREAU  OF  PREVENTABLE  DISEASES 
W.  H.  Y.  Smith.  M.  D.,  Director 
CURRENT  MORBIDITY  STATISTICS 


1965 


*E.  E. 

Feb. 

Mar. 

Mar. 

Tuberculosis  . 

119 

118 

154 

Syphilis  

166 

171 

126 

Gonorrhea  

254 

236 

301 

Chancroid  

2 

2 

3 

Typhoid  fever 

0 

0 

0 

Undulant  fever  

0 

1 

0 

Amebic  dysentery 

1 

5 

5 

Scarlet  fever  & strep,  throat 

...  243 

283 

271 

Diphtheria  

2 

2 

2 

Whooping  cough 

2 

3 

15 

Meningitis  ..  

3 

3 

7 

Tularemia  ....  ...  . 

0 

0 

0 

Tetanus  

2 

1 

1 

Poliomyelitis  

0 

0 

0 

Encephalitis  

0 

0 

0 

Smallpox  . 

0 

0 

0 

Measles  

435 

569 

628 

Chickenpox  

- - 124 

193 

247 

Mumps  

32 

40 

186 

Infectious  hepatitis 

48 

31 

44 

Typhus  fever  

0 

0 

0 

Malaria  . . ..  

0 

0 

0 

Cancer  

587 

1,032 

599 

Peliagra  . — 

2 

1 

0 

Rheumatic  fever 

10 

14 

17 

Rheumatic  heart  

31 

22 

31 

Influenza  

2,987 

20,904 

796 

Pneumonia — 

361 

505 

285 

Rabies — Human  cases 

0 

0 

0 

Pos.  animal  heads 

1 

1 

0 

As  reported  by  physicians  and  including  deaths  not  re- 
ported as  cases. 

•E.  E. — The  estimated  expectancy  represents  the  median 
incidence  of  the  past  nine  years. 
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ETHICALLY  PROMOTED 

Meta  Cine 

mucolytic,  acidifying,  physiologic  vaginal  douche 


SEND  FOR  SAMPLES 


Name 

Address- 


City. 


.State Zip, 


^ PHARMACEUTI 

CHATTANOOGA,  TENN.  37409 


CAL 


CO. 


FOR  SALE 

46  Acres  with 
1 ,500  Peach  Trees 
Bearing  Now! 

PLUS 

I I Room  House 
with  2 baths, 

Good  Well. 

Shown  on  Weekends 

by  Appointment  Only. 

Call:  JOE  W.  COTTER 

BIRMINGHAM— 836-5834 
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“My  cooking  agrees  with  everyone  but  me” 


She  complains  about  her  upset  stomach  and  blames  her  cooking... you 
diagnose  functional  G.l.  disturbance  and  associated  stress. ..as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOLIN-BB 

(HydrocholeretiC'AntispasmodiC'Sedative,  Ames) 


Each  Tablet  Contains: 

BUTABARBITAL  SODIUM  15  mg  (I/4  gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (33/4  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Ve  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Decholin  BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana  AIVIES 


72764 


for  The  Age  of  Anxiety 


LIBRIUM^ 

(chlopdiazepoxide  HGB 

5 mg,  10  mg,  25  mg  capsulei 


In  prescribing:  Dosage  — Adults;  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatr 
patients:  5 mg  b.i.d.  to  q.i.d.  Side  Edecis:  Side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregularitie 
nausea  and  constipation.  When  treatment  is  protracted,  blood  counts  and  liver  function  tests  are  advisable.  Paradoxical  reactions  may  occasional 
occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined.  Precautions;  Advise  patients  against  possibly  hazardoi 
procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  combining  with  other  psychotropics,  parlic 
larly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual  precautions  in  impaired  renal  i 
hepatic  function,  and  in  long-term  treatment.  Exercise  caution  in  administering  drug  to  addiction-prone  patients  or  those  who  might  increase  do 
age;  withdrawal  symptoms,  similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon  abrupt  cessation  after  prolonged  overdosag 
Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for  pregnant  patients.  Supplied:  Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of! 
and  500. 


ROCHE  LABORATORIES  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.  J.  07110 
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Russian  Thistle 

(Salsola  pestifer,  A.  Nelson) 

Distress  for  Allergic  Patients 


Bencicl  ryri 

(diphenhydramine  hydrochloride) 


PARKE-DAVIS 


To  Combat  Symptoms  of  Weed-Pollen  Allergy 


This  time-tested  agent  provides  two  actions  that  effectively 
combat  symptoms  of  seasonal  allergy:  Antihistaminic-re- 
lieves  sneezing,  nasal  congestion,  itching,  and  lacrimation. 
Antispasmo({ic  — TeUe\'es  bronchial  and  gastrointestinal 
spasm.  Precautions:  Persons  who  have  become  drowsy  on 
this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  en- 
gage in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers, 
if  used  with  BENADRYL,  should  be  prescribed  with  cau- 
tion because  of  possible  additive  effect.  Diphenhydramine 


has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL.  Side  Effects:  Side  reac- 
tions, commonly  associated  with  antihistaminic  therapy 
and  generally  mild,  may  affect  the  nervous,  gastrointestinal, 
and  cardiova.scular  systems.  Most  frequent  reactions  are 
drowsiness,  dizziness,  dryness  of  the  mouth,  nausea,  and 
nervousness.  BEN.ADRYL  is  available  in  Kapseals®  of  50 
mg.  and  Capsules  of  25  mg.  diphenhydramine  hydrochlo- 
ride. The  pink  capsule  with 
the  white  band  is  a trademark 


PARKE-DAVIS 


of  Parke,  Davis  &:  Company.  pARKe.oAvtsi^  company,  oetnut. Michigan 4^332 


Lactinex 

TABLETS  & 
GRANULES 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  hulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adultsd' * 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin/’  ^ 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman,  H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955.  (2) 
Path,  E.J.:  The  J.A.M.A.,  Vol.  163,  No.  15,  April  13,  1957. 
(3)  McCivney,  J.:  Te.xas  State  Jour,  of  Med.,  Vol.  51,  No.  1, 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Amer.  Ger.  Soc., 
Vol.  II,  No.  3,  Mar.  1963.  (5)  IVeekes,  D.  J.:  N.Y.  State 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott,  P.L.: 
Jour,  of  Ora!  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vol.  19, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol.  25, 
No.  12,  Dec.  1963. 
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stop 

proteus, 

too! 


treat  the  source 
with  optimal  dosage 


nalidixic  acid 


Stop  most  gram-negative 
urinary  infections. 

Before  they  can  develop  into 
pyelonephritis,  pyonephrosis  or 
some  other  potentially  life-threat- 
ening urinary  condition.  With 
NegGram,  a specific  urinary  anti- 
bacterial. Clinical  reports  and 
extensive  patient  use  show  that 
in  adults  two  500  mg.  NegGram 
Caplets®  orally  four  times  a day  will 
control  most  urinary  infections. 
Quickly... effectively... with  minimal 
side  effects.  Gram-negative  uri- 
nary infection— cystitis,  pyelitis, 
pyelonephritis,  prostatitis,  ure- 
thritis? Start  first  with  NegGram 
...“a  good  ‘starting’  drug.”'  Neg- 
Gram “...treatment  may  be  first 
choice  in  potentially  curable  gram 
negative  bacterial  urinary  infec- 
tions.”^ 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  rtiild,  transient  gastrointestinal  disturbances;  in  occasional 
instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild  eosinophilia,  revers- 
ible subjective  visual  disturbances  (overbrightness  of  lights,  change  in  visual 
color  perception,  difficulty  in  focusing,  decrease  in  visual  acuity  and  double 
vision),  and  reversible  photosensitivity  reactions.  Marked  overdosage,  coupled 
with  certain  predisposing  factors,  has  produced  brief  convulsions  in  a few 
patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advisable 
during  prolonged  treatment  Pending  further  experience,  like  most  chemothera- 
peutic agents,  this  drug  should  not  be  given  in  the  first  trimester  of  pregnancy.  It 
must  be  used  cautiously  in  patients  with  liver  disease  or  severe  impairment  of 
kidney  function.  Because  photosensitivity  reactions  have  occurred  in  a small 
number  of  cases,  patients  should  be  cautioned  to  avoid  unnecessary  exposure  to 
direct  sunlight  while  receiving  NegGram,  and  if  a reaction  occurs,  therapy  should 
be  discontinued.  The  dosage  recommended  for  adults  and  children  should  not 
arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a physician. 
Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a false- 
positive reaction. 

Dosage:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times  daily) 
for  one  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  indicated,  the  dosage 
may  be  reduced  to  two  Gm.  daily.  Children  may  be  given  approximately  25  mg. 
per  pound  of  body  weight  per  day,  administered  in  divided  doses.  The  dosage 
recommended  above  for  adults  and  children  should  not  arbitrarily  be  doubled 
unless  under  the  careful  supervision  of  a physician.  Until  further  experience  is 
gained,  infants  under  1 month  should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conveniently 
available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in  bottles 
of  1,000.  250  mg.  for  children,  available  in  bottles  of  56  and  1,000. 

References:  (1)  Carroll,  G.:  Urologists'  Letter  Club,  June  1,  1964.  (2)  McDonald, 

D.  F.,  and  Short,  H.  B.:  Address  to  the  Fourth  Interscience  Conference  on  Anti- 
microbial Agents  and  Chemotherapy,  New  York,  Oct.  26-28,  1964. 
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Ducks  Can  Be  Dangerous 

By  Forest  E.  Ludden,  Director 
Division  of  Health  Education  and  Information 
Alabama  Department  of  Public  Health 


A stuffed  toy  duck  submitted  to  the  Ala- 
bama Department  of  Public  Health  for 
inspection  by  a local  department  store  was 
recently  found  to  be  contaminated  by  Sal- 
monella Give. 

The  duck  was  one  from  a large  shipment 
of  novelty  products  known  in  the  trade  as 
natural  chicks  and  natural  ducks.  These 
are  chick  and  duck  skins  stuffed  with  artifi- 
cial material  and  sold  for  inclusion  in  Easter 
baskets.  These  items  are  imported  from 
Japan  and/or  Germany  and  distributed 
throughout  the  country.  The  ducks  in  the 
Montgomery  store  were  bought  from  an 
import  firm  in  Massachusetts. 

A department  store  clerk  first  contacted 
the  Montgomery  County  Health  Department 
concerning  the  safety  of  the  toy  ducks  be- 
cause of  their  rank  odor.  When  the  State 
Health  Department  was  notified  of  the  pos- 
sibility of  a problem,  one  of  the  ducks  was 
sent  to  Dr.  C.  J.  Rehling,  state  toxicologist, 
for  analysis  to  determine  if  the  toy  ducks 
were  harmful  to  young  children.  In  the 
meantime  the  department  store  was  advised 
to  hold  the  ducks  off  the  shelf  until  there  was 
a report  from  the  tests  being  made. 

The  state  toxicologist  reported  that  the 
toy  duck  had  the  skin  and  first  feathers  of 
a recently  hatched  duckling,  including  the 
bill  and  the  feet  and  legs.  The  dried  skin 
had  been  stuffed  with  cotton  waste  material 
but  was  impregnated  with  a mixture  of 
naphthalene  and  a chlorinated  hydrocarbon 
insecticide,  benzenehexachloride,  commonly 
sold  for  agricultural  purposes  under  the  name 
of  Lindane.  The  benzenehexachloride  is  a 
rather  potent  substance  and  poisonous  to  the 
higher  animals  as  well  as  insects.  If  a child 
put  some  of  the  stuffing  material  in  his 
mouth,  the  benzenehexachloride  would  con- 
stitute a danger. 
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The  State  Health  Department  also  con- 
tacted the  Food  and  Drug  Administration  in 
New  Orleans,  but  that  agency  has  no  juris- 
diction over  items  not  food,  drink,  or  cos- 
metic. Imports  of  bulk  shipments  of  stuffed 
ducklings  or  chicks,  as  such,  may  not  be 
subject  to  the  requirements  of  either  the 
Federal  Food,  Drug,  and  Cosmetic  Act  or  the 
Federal  Hazardous  Substances  Labeling  Act. 
However,  the  Food  and  Drug  Administration 
is  investigating  the  possibility  that  toy  ducks 
or  chicks  may  be  included  in  Easter  candy 
packages,  or  may  in  other  ways  present 
health  hazards  through  association  with 
products  within  their  jurisdiction. 

While  the  duck  was  being  tested,  a tele- 
gram came  to  the  State  Health  Department 
from  the  Communicable  Disease  Center  in 
Atlanta.  The  telegram  indicated  that  sal- 
monella organisms  had  been  recovered  in  the 
Pennsylvania  State  Health  Department  lab- 
oratory from  5 out  of  7 samples  of  skins  from 
both  natural  chicks  and  natural  ducks. 

Reports  of  the  findings  of  the  state  toxi- 
cologist and  the  communications  with  the 
Communicable  Disease  Center  were  sent  to 
the  department  stores  involved  and  to  all 
county  health  officers  so  they  would  be  aware 
of  the  problem  and  could  be  on  the  lookout 
for  the  contaminated  ducks  in  their  areas. 

Before  every  holiday  there  are  many 
novelties  which  appear  on  the  store  shelves 
to  attract  the  holiday  buyer.  Some  of  these 
novelties  may  be  extremely  harmful  to  chil- 
dren. The  consumer  is  unaware  of  these 
hazards.  Because  of  our  existing  structure 
it  is  most  difficult  to  run  necessary  tests  and 
get  results  before  the  holiday  season  has 
passed.  It  is  hoped  that  material  such  as 
this  will  alert  physicians  and  others  in  the 
health  field  to  be  on  guard  against  harmful 
novelties. 
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revive  interest*., 
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promptly  with 
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Three  tablespoonfuls  (45  cc.)  contain: 

Pipradrol  hydrochloride 2 mg. 

Vitamin  Bi  (thiamine  hydrochloride)  (lOMDR*)  10  mg. 

Vitamin  B2  (riboflavin)  (4MDR*)  5 mg. 

Vitamin  Bo  (pyridoxine  hydrochloride)  1 mg. 
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Alcohol  15% 

^Multiple  of  adult  Minimum  Daily  Requirement  supplied 
tRequirement  in  human  nutrition  not  yet  established 
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knows  no  age  Anyone  can  feel  tired  and 

“old”  too  soon.  In  such  functional  fatigue,  Alertonic  helps 
to  lift  mood,  revive  interest,  restore  purposeful  activity 
promptly.  Yet  it  contains  no  MAO  inhibitors,  no  hormones. 
Alertonic  is  the  effective  formulation  of  a cerebral  stimulant 
(pipradrol  hydrochloride),  alcohol,  vitamins,  and  minerals 
...available  on  prescription  only.  For  common  functional 
complaints  (mild  mood  depression,  tiredness) ; geriatric  or 
convalescent  patients,  Rx  one  tablespoonful  Alertonic  t.i.d., 
thirty  minutes  before  meals.  Contraindicated  in  agitated 
L pre-psychotic  patients,  paranoia,  or  other  patients  in 
^ whom  hyperexcitability,  anxiety,  chorea,  or  obsessive- 
compulsive  states  are  present.  Mild  central  stimulant 
side  effects  may  occasionally  occur. 

Brochure  with  full  product  information  available  on  request. 
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Division  of  Richardson-Merrell  Inc. 
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Even  raw  materials  of  the  highest  quality  are 
not  above  suspicion.  That’s  why  we  screen 
them  through  this  "security  sieve.”  It  sepa- 
rates foreign  elements  from  all  incoming  mate- 
rial intended  for  granulation.  Here’s  how  it 
works;  The  screen  vibrates  over  a tub  at  the 
rate  of  1,000  to  3,000  times  a minute  and  sifts 
the  material.  Anything  larger  than  the  speci- 


fied particles  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rotation” 
so  that  all  particles  wiU  ultimately  come  in 
contact  with  the  screen  surface.  Security  screen- 
ing is  just  one  aspect  of  an  elaborate  program 
at  Eli  Lilly  and  Company  to  insure  the  highest 
quality  in  our  finished  products. 
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Cancer  Of  The  Breast 

by  John  L.  Carmichael,  M.  D. 
Birmingham,  Alabama 


One  hears  expressed  rather  frequently, 
pessimistic  opinion  as  to  the  curability  of 
breast  cancer.  These  expressions  are  more 
likely  to  come  from  the  internist  than  from 
other  specialists.  One  such  expression  re- 
cently couched  in  the  form  of  the  question, 
“Why  do  a radical  operation  for  cancer  of  the 
breast  since  the  disease  is  rarely  ever  cured,” 
stimulated  me  to  review  a part  of  my  own 
cases.  The  series  is  admittedly  too  small  to 
be  statistically  important.  However,  it  is 
comprised  only  of  personal  cases  and  those 
arising  only  in  private  practice.  For  these 
reasons,  the  analysis  of  this  group  of  cases 
may  be  a little  more  than  usually  meaning- 
ful for  those  physicians  interested  in  the 
treatment  of  breast  cancer. 

Several  aspects  of  the  problem  of  breast 
cancer  were  considered  in  analyzing  these 
cases.  Some  comparison  will  be  made  with 
other  series.  Several  aspects  of  treatment 
of  this  malignancy  will  also  be  discussed 
briefly. 

In  the  period  of  time  under  review,  498 
operations  were  done.  Multiple  incisions 
in  the  same,  or  in  both  breasts  if  done  at  the 
same  time,  were  considered  as  one  operation. 
Operations  done  on  the  same  patient  if  done 
at  different  times  were  considered  as  separate 
operations.  Sixty  of  the  498  operations  re- 
vealed cancer.  Table  I compares  this  inci- 
dence of  cancer  in  total  breast  operations  to 
that  of  two  other  series. 


TABLE  I 

SERIES 

McLaughlin,  Et  Als 

Total  Operated  Breast  Cases 923 

Total  Cancers  250 

Parsons 

Total  Operated  Breast  Cases  336 

Total  Cancers  76 

Author 

Total  Operated  Breast  Cases 498 

Total  Cancers  60 


Of  the  60  cases  of  cancer  operated  upon, 
only  56  were  operated  upon  with  the  hope 
of  cure,  i.e.  only  56  were  considered  operable. 
The  age  incidence  in  the  series  of  56  is  in- 
dicated in  Table  II. 

TABLE  II 


AGE:  CURATIVE  RADICALS 


20-29 

1 

60-69 

15 

30-39 

5 

70-79 

6 

40-49 

17 

80-89 

2 

50-59 

10 

Table  III  gives  a brief  analysis  of  the  498 
cases  including  the  60  carcinomas  of  the 
breast  and  one  other  case  which  was  sub- 
mitted to  radical  mastectomy  because  of 
mistaken  diagnosis  on  frozen  section.  There 
was  no  operative  mortality  nor  any  exces- 
sive operative  morbidity.  Only  four  of  the 
curative  radical  operations  were  on  colored 
patients. 

In  the  60  cases,  28  were  noted  to  be  in  the 
left  breast  and  30  in  the  right  breast.  The 
site  of  the  lesion  was  not  recorded  in  two. 
The  quadrant  of  the  breast  affected  was  as 
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TABLE  III 


Total  Breasts  Operated  498 

Total  Rad.  (curative)  56 

With  Axill.  Metast.  28 

W/out  Axill.  Metast 28 

Radical  for  Palliation  1 

Radical  for  Granuloma  1 

Simple  1 

Biopsy-Supraclav.  nodes  2 


recorded  in  Table  IV.  The  middle  quadrant 
lesions  are  those  lesions  occurring  in  two  ad- 
jacent quadrants  where  the  quadrants  are 
formed  in  the  conventional  manner  by  ver- 
tical and  horizontal  lines  through  the  nipple. 

TABLE  IV 
Location  of  Lesion 

Left  28  Right  30 

QUADRANTS 

Upper  Outer  25  Inner  Upper  3 Upper  Middle  5 

Lower  Outer  7 Inner  Lower  5 Lower  Middle  1 

Middle  Outer  4 Inner  Middle  2 Not  Noted  8 

Forty-four  of  these  56  cases  had  been  oper- 

ated on  for  five  or  more  years,  and  34  had 
been  operated  on  for  ten  or  more  years. 
The  cure  rate  (survival  without  evidence  of 
disease)  in  those  groups  is  indicated  in  Table 
V. 


TABLE  V 

LIVING  & WELL 

5 Yr.  or  more  Postoperative 

24 

57.1% 

Lost  to  Follow-up 

2 

Dead — other  causes 

3 

Dead — Cancer 

13 

30.9% 

LIVING  & WELL 

10  Yr.  or  more  Postoperative 

14 

41.2% 

Lost  to  Follow-up 

2 

Dead — other  causes 

3 

Dead — Cancer 

15 

44.1% 

Of  these  56  cases,  28  had  axillary  metas- 
tases  and  28  were  without  axillary  metas- 
tases.  Of  the  28  cases  with  axillary 
metastases,  only  24  had  been  operated  upon 
for  five  years  or  more  and  only  16  cases,  ten 
years  or  more.  Of  28  cases  without  axillary 
metastases,  only  19  had  been  operated  upon 
for  five  or  more  years  and  only  14  for  ten  or 
more  years.  The  five  and  ten  year  cure  (sur- 
vival) rate  for  these  groups  is  indicated  in 
Tables  VI  and  VII. 

Urban'  states  that  in  the  last  50  years 
the  salvage  rate  of  primary  operable  cancer 
of  the  breast  has  almost  doubled,  55  per  cent 
now  as  compared  to  28.9  per  cent  reported 
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TABLE  VI 

PATIENTS  WITH  AXILLARY  METASTASES 


Living  and  well  (5  yr. ) 

8 

33.3% 

Lost  to  follow-up 

2 

Dead — Other  Causes 

1 

Dead — Cancer 

13 

30.9% 

Living  and  Well  (10  yr.) 

4 

25  % 

Lost  to  follow-up 

1 

Dead — Cancer 

11 

68.7% 

TABLE  VII 

PATIENTS  WITHOUT 

AXILLARY  METASTASES 

Living  and  Well  (5  yr.  or  more) 

16 

84.2% 

Dead — other  causes 

2 

10.5% 

Dead — Cancer 

1 

5.3% 

Living  and  Well  (10  yr.  or  more) 

11 

78.6% 

Dead — other  causes 

2 

14.3% 

Dead — Cancer 

1 

7.1% 

by  Halstead  in  1907.  This  appears 

to  have 

been  due  chiefly  to  finding  lesions  early. 

There  are  many  undecided  questions  in  re- 
gard to  treatment  of  breast  cancer.  Some 
of  these  are  minor  questions  and  relate  only 
to  adjuvant  therapy.  The  major  question 
has  to  do  with  whether  the  primary  treat- 
ment shall  be  surgical  or  radiological.  The 
radical  Halstead  type  of  mastectomy  is  at- 
tacked by  those  who  would  use  more  limited 
surgery  as  the  primary  treatment  and  then 
use  radiation  if  at  all  in  a half-hearted  way. 

In  this  group  would  be  placed  also,  those 
who  think  that  it  might  be  wise  to  preserve 
the  regional  nodes  for  their  immunologic 
defense  against  the  cancer.  On  the  other 
hand,  the  radical  operation  is  attacked  by 
those  such  as  McWhirter  who  would  use 
radiation  as  the  primary  treatment  and  sur- 
gery only  as  an  adjuvant  to  make  irradiation 
more  effective.  A randomized  study  of  this 
question  has  not  been  done  and  it  would 
seem  that  no  authoritative  answer  can  be 
given  to  it  otherwise.  It  can  safely  be  said 
that  the  consensus  still  is  that  radical  sur- 
gery as  the  primary  treatment  is  as  effective 
and  likely  more  effective  than  any  other 
treatment  designed  for  cure  of  cancer  of  the 
breast.  The  type  of  treatment  that  Mc- 
Whirter recommends,  with  its  extensive  use 
of  irradiation,  would  seem  to  be  more  dev- 
astating to  the  general  health  of  the  patient 
than  the  Halstead  type  of  radical  surgery. 

McWhirter-  reports  on  2507  cases  with  43 
per  cent  five  year  and  26  per  cent  ten  year 
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survival.  When  these  are  age  corrected,  the 
figures  are  51  per  cent  five  years  and  36  per 
cent,  ten  year  survivals.  If  they  are  corrected 
for  operability,  there  are  58  per  cent  five 
years  and  39  per  cent  ten  year  survivals. 

TABLE  VIII 

1882  Cases  1941-1947,  Cases 
later  added  to  total  2507 


5 Yr. 

10  Yr. 

Gross 

43% 

26% 

Age  Corr. 

51% 

36% 

Oper.  Corr. 

58% 

39% 

Another  question  of  some  importance  is 
the  place  of  the  supra  radical  mastectomy. 
This  includes  enbloc  dissection  of  the  internal 
mammary  chain  of  nodes.  Not  enough  work 
has  been  done  to  evaluate  this  extension  of 
the  radical  mastectomy.  However,  Urban-’* 
estimates  that  the  five  year  survival  rate 
clinically  free  of  disease  has  been  increased 
about  ten  per  cent  by  such  extension. 

There  has  been  some  question  as  to  the 
real  significance  of  survival  rates  as  applied 
to  cancer  of  the  breast.  Metastasis  40  years 
or  more  after  operation  has  been  known  to 
occur.  Dymarski^  from  the  Institute  of 
Oncology  at  Leningrad  reports  12  cases  where 
metastasis  occurred  11  to  21  years  after  sur- 
gery. However,  Lavigne-’^  in  a study  of  682 
cases  of  recurrence  found  85  per  cent  of  re- 
currence to  take  place  in  the  first  five  years. 
He  found  the  percentage  of  recurrence  after 
eight  years  to  be  negligible. 

The  use  of  irradiation  for  localized  recur- 
rences or  localized  metastases  seems  to  be 
uncontested  as  the  desirable  first  treatment. 
There  is  an  occasional  article  that  argues  for 
the  value  of  preoperative  irradiation  but  the 
general  consensus  is  against  this.  Hoffman" 
et  als  conclude  from  their  review  that  no 
specifically  proven  effect  on  survival  statis- 
tics is  to  be  deduced  from  reports  of  pre- 
operative irradiation.  The  consensus  also 
seems  to  be  that  postoperative  irradiation 
should  be  given  only  if  a secondary  area  has 
been  proven  to  be  involved  or  if  an  unsam- 
pled area  is  thought  to  contain  tumor.  Pat- 
erson and  Russell"  from  the  Holt  Radium 
Institute  of  Manchester,  England,  found 
irradiation  good  for  the  prevention  of  local 


recurrences  but  no  more  effective  than  treat- 
ment after  recurrences  have  appeared.  They 
found  postoperative  irradiation  to  have  no 
effect  on  survival  statistics.  This  latter  con- 
clusion is  contrary  to  widely  held  opinion 
in  this  country. 

Although  the  use  of  irradiation  for  recur- 
rence is  considered  as  only  palliative  treat- 
ment, the  proponents  of  pre  and  post  oper- 
ative irradiation  use  these  methods  to 
enhance  the  cure  rate.  Two  other  procedures 
are  also  used  to  enhance  cure  rate.  One  of 
these,  an  old  one  is  prophylactic  castration. 
Treves,*^  in  1957,  after  a study  of  109  patients 
who  had  been  prophylactically  castrated  con- 
cluded that  castration  delayed  the  recurrence 
rather  than  effected  a cure.  He  was  not 
sure  if  castration  should  be  done  prophylacti- 
cally or  delayed  until  recurrence  had  taken 
place.  Trimble  and  Trimble"  in  1962,  recom- 
mended prophylactic  castration  in  any 
patient  under  the  age  of  30,  whether  or  not 
there  are  axillary  metastasis.  They  further 
recommend  castration  in  all  patients  operated 
upon  up  to  five  years  after  menopause  if 
there  are  axillary  metastases.  They  empha- 
size that  estrogens  should  not  be  used  after 
castration  and  add  that  neither  should  phe- 
nothiazine  derivatives  be  used  for  long  peri- 
ods since  they  stimulate  breast  tissue.  Cas- 
tration may  be  by  surgery  or  irradiation  with 
advantages  and  disadvantages  associated 
with  both  procedures.  Thyroid  medication 
used  prophylactically  as  suggested  by  the 
British  gynecologist.  Looser,  would  come  in 
this  category  of  adjuvant  methods  to  increase 
cure  rates  from  radical  mastectomy. 

Besides  preoperative  and  postoperative 
irradiation  and  hormone  therapy  including 
castration,  a third  and  newer  method  has 
been  proposed  to  enhance  the  cure  rate  of 
breast  cancer.  This  is  prophylactic  chemo- 
therapy. The  rationale  for  this  rests  on  the 
finding  by  several  investigators  of  showers 
of  cancer  cells  in  the  blood  stream  after  sur- 
gery and  other  manipulation  of  the  breast. 
Roberts^"  in  studying  cancer  in  general  with 
follow  up  of  two  to  five  years,  found  the 
survival  rate  to  be  50  per  cent  (38  per  cent 
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as  compared  to  20  per  cent)  higher  in  those 
cases  in  which  no  circulating  tumor  cells 
were  found  during  surgery.  Moore  and 
Stiver,’’  in  a nationwide  study  of  the  use  of 
Thiotepa  in  various  University  and  Veteran 
Administration  hospitals,  in  a follow  up 
period  covering  26  months,  were  somewhat 
optimistic  as  to  results  obtained.  There  are 
those  however,  who  discredit  the  significance 
of  the  circulating  cancer  cells  and  also  dis- 
count the  accuracy  of  the  findings  of  these 
cells  in  the  blood  stream. 

The  discussion  so  far  has  been  of  the 
methods  of  treatment  designed  to  cure  cancer 
of  the  breast.  We  shall  turn  now  to  methods 
of  treatment  that  admittedly  are  only  for 
palliation.  There  are  many  of  these.  For 
clearness  of  thinking  we  should  classify  these 
also  into  three  groups.  They  parallel  the 
three  groups  discussed  above.  They  are 
radiological,  hormonal  and  chemical  therapy. 
They  are  used  in  recurrent  disease  for  pallia- 
tion alone  although  conceivably  they  could 
very  rarely  result  in  a cure. 

Irradiation  as  stated  above  is  usually  the 
first  treatment  used.  Especially  in  bone  does 
it  appear  to  be  the  most  effective.  It  can  be, 
although  it  usually  is  not  given  simultan- 
eously with  hormone  therapy.  The  primary 
aim  of  hormone  therapy  in  the  premeno- 
pausal or  early  menopausal  woman  is  to  get 
rid  of  estrogen.  This  may  be  by  antagonizing 
estrogen  directly  with  testosterone  or  by 
reducing  estrogen  by  removing  the  ovary 
and/or  the  adrenal  and/or  the  pituitary 
glands.  A further  way  of  suppressing  estro- 
gen production  is  the  administration  of 
testosterone  or  cortisone  or  prednisone  which 
lessens  the  pituitary  stimulation  of  these 
glands.  Some  have  used  these  hormones 
with  bilateral  oophorectomy  and  have 
obtained  good  results. 

Estrogens  in  high  doses  especially  diethyl- 
stilbesterol  have  been  used  with  good  effect. 
The  reason  for  this  is  not  apparent  unless 
this  hormone  is  not  equally  as  effective  as 
estrogen  in  directly  stimulating  breast  tissue 
but  is  effective  in  suppressing  the  pituitary 
hormone  secretion  especially  so  far  as  follicle 
stimulating  hormone  is  concerned. 
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Chemotherapy  has  apparently  been  used 
as  a last  resort  after  all  else  has  failed.  Hoff- 
man'’ et  als  in  a review  of  the  world  litera- 
ture considers  thiotepa  to  be  the  drug  most 
frequently  used  and  the  one  used  with  the 
best  results.  This  has  been  combined  with 
testosterone  because  of  the  hemapoietic 
effect  on  the  latter. 

Palliative  therapy  has,  on  the  whole,  been 
disappointing  but  there  have  been  cases  of 
outstanding  success  with  this. 

SUMMARY;  A small  series  of  personal 
private  cases  have  been  analyzed. 

Some  of  the  problems  concerned  with  both 
curative  and  palliative  treatment  have  been 
briefly  considered. 

Bibliography 

1.  Urban,  Jerome  A.;  Radical  Mastectomy  with 

en  bloc  in  Continuity  Resection  of  Internal  Mam- 
mary Lymph  Node  Chain.  Cancer:  Bulletin  of 

Cancer  Progress,  Vol.  8;  20-26,  1958. 

2.  McWhirter,  R.;  Treatment  of  Carcinoma  of 
Breast,  Irish  Journal  Medical  Science  6:  475-483 
1956. 

3.  Urban,  Jerome  A.;  Clinical  Experience  and 
Results  of  Excision  of  Internal  Mammary  Lymph 
Node  Chain  in  Primary  Operable  Breast  Cancer. 
Cancer  12:  14-22  1959. 

4.  Dymarski,  L.  lu.;  Late  Metastasis  of  Mam- 
mary Carcinoma.  Vopr  Onkol  4:  188-192  1958. 
Translated  by  F.  S.  Freisinger. 

5.  Lavigne,  J.;  Considerations  Clinique  et  Ex- 
perimentales,  sur.  1627,  Cas  de  Cancer  du  Sein, 

Acta  Chirurgica  Belgiea  57-3,  215-231  1958. 

6.  Hoffman,  H.  Clark,  M.  D.,  White,  Thomas 

Taylor  and  Wildermutt,  Orliss,  M.  D.:  Progress 

in  the  Treatment  of  Female  Breast  Cancer  since 
1955,  Review  of  Surgery,  Part  II,  19:  217-239  July- 
August  1962. 

7.  Paterson,  R.  and  Russell,  M.  H.:  Clinical 
Trials  in  Malignant  Disease  III.  Breast  Cancer 
Evaluation  of  Postoperative  Radiotherapy.  J.  Fac. 
Radiol.  (London)  10:  175-180  1959. 

8.  Treves,  N.;  An  Evaluation  of  Prophylactic 
Castration  in  the  Treatment  of  Mammary  Car- 
cinoma. An  Analysis  of  152  Patients.  Cancer, 

10:  373-407  1957. 

9.  Trimble,  R.  and  Trimble,  F.  H.;  Collective 
Review  of  Changes  in  Treatment  of  Cancer  of 
Breast.  Surg.  Gynec.  & Obst.  114:  103-122  1962. 

10.  Cole,  W.  H.,  McDonald,  G.  O.,  Roberts,  S.  S. 

& Southwick,  H.  W.;  The  Dissemination  of  Cancer; 
Prevention  and  Therapy,  New  York,  N.  Y.  Apple- 
ton  Century  Crofts,  Inc.  1961. 

11.  Moore,  George  E.  & Stiver,  Ray  R.;  Review  of 
the  University  Surgical  Adjuvant  Chemotherapy 
Studies,  Cancer  Chemotherapy  Report,  7:  53  1960. 

OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


460 


I 


Usefulness  Of  Gamma  Globulin 
To  Prevent  Rubella  Doubted 

Serious  doubt  concerning  the  usefulness  of 
gamma  globulin  as  a means  of  preventing 
rubella  (German  measles)  among  pregnant 
women  has  been  expressed  by  the  American 
Academy  of  Pediatrics. 

Two  Committees — on  the  Control  of  In- 
fectious Disease  and  on  Congenital  Malforma- 
tions— in  a joint  statement  advised  physicians 
that  they  should  make  decisions  and  recom- 
mendations for  the  management  of  pregnant 
women  exposed  to  German  measles  “on  the 
assumption  that  there  is  still  no  firm  evidence 
that  immune  globulin  is  effective  in  reduc- 
ing the  risk  of  congenital  anomalies.” 

Noting  that  the  1963-1964  epidemic  of  ru- 
bella provoked  the  need  for  reviewing  recom- 
mendations about  the  use  of  human  immune 
globulin,  the  Committees  said,  “In  the  ab- 
sence of  definitive  data  to  support  or  reject 
its  use,  physicians  have  continued  to  use  it  in 
the  hope  that  a few  malformations  might  be 
prevented.  This  creates  an  acute  shortage 
of  human  immune  globulin  in  epidemic  years, 
a useless  expense  for  families  if  it  is  not  ef- 
fective, and  diverts  the  product  from  other 
diseases  where  it  is  of  established  value.” 

Recent  experimental  studies  involving 
blood  tests  and  virus  isolation  from  patients 
injected  with  immune  globulin  and  rubella 
virus  “suggests  that  immune  globulin  may 
suppress  only  the  clinical  manifestations  of 
rubella  without  preventing  the  occurrence  of 
infection  or  viremia,”  the  Committees  said. 
“It  has  not  been  established  whether  such 
viremia,  in  the  absence  of  other  manifesta- 
tions of  rubella  in  the  first  trimester  of  preg- 
nancy, can  be  associated  with  fetal  damage.” 


A Law  That  Curtails  Progress 

There  is  no  doubt  that  the  industry  has 
been  hurt  by  the  Drug  Amendments  of  1962 
and  subsequent  regulations  . . . Ten  major 
U.  S.  pharmaceutical  firms  have  reported 
curtailment  of  research  and  development 
operations,  and  even  those  which  report  in- 
creased expenditures  in  these  fields  claim 
that  they  have  had  to  cut  back  on  the  num- 
ber of  substances  being  investigated  because 
of  added  costs  and  paperwork.  We  believe  it 
is  necessary,  at  long  last,  to  challenge  the 
steady  erosion  of  our  freedom  by  a regula- 
tory agency;  in  effect  to  attempt  to  halt  the 
steady  descent  of  the  pendulum. — C.  Joseph 
Stetler,  in  Cincinnati  Journal  of  Medicine,  45: 
12,  (Dec.)  1964. 

Double-Blind  Method — 

Short  Cut  to  Nowhere? 

The  double-blind  method  is  an  expensive 
device  (expensive  in  terms  of  the  cost  in  ef- 
fort and  of  the  low  yield  of  information) 
used  in  the  hope — often  the  vain  hope — of 
obtaining  a quick  answer  to  the  simple  ques- 
tion of  a drug’s  effectiveness  in  restricted 
circumstances.  It  can  be  justified  only  as  a 
means  to  be  used  by  understaffed  and  over- 
worked government  agencies  who  have  been 
given  the  impossible  task  (written  into  law 
by  well-meaning  but  ill-informed  legislators) 
of  stating  which  drugs  are  effective  and 
which  are  not.  In  the  evaluation  of  drugs,  or 
of  anything  else  in  medicine,  there  is  no  sub- 
stitute for  extensive  minute  observations 
made  closely,  continuously,  and  for  long 
periods  under  conditions  as  much  like  those 
of  ordinary  practice  as  possible. — M.  D. 
Altschule,  M.  D.,  in  Medical  Science,  15:  12, 
(Dec.)  1964. 
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Essential  Hypertension* 
Clinical  Experience  With  A New 
Combination  Of  Reserpine-Thiazide 
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Auburn,  Alabama 


The  past  two  decades  have  brought  a num- 
ber of  advances  in  both  the  theory  and 
management  of  hypertension.  Despite  in- 
tensive work  in  this  field,  there  remain  many 
questions  yet  to  be  resolved. 

Experts  continue  to  hold  opposing  view- 
points on  the  management  of  the  hyperten- 
sive patient.  The  selection  of  patients  who 
should  be  treated  must  take  into  account  a 
number  of  variables  including  the  degree  of 
blood  pressure  elevation,  evidence  of  existing 
vascular  changes,  symptoms,  and  emotional 
factors  which  may  influence  the  disease. 
While  there  are  undoubtedly  those  patients 
with  significantly  elevated  diastolic  blood 
pressures  who  will  live  to  the  normal  life 
expectancy  without  treatment,  such  blood 
pressures  can  be  shown  statistically  to  de- 
crease the  life  span. 

There  are  many  possible  approaches  to  the 
management  of  the  hypertensive  patient  and 
the  appropriate  measures  will  depend  on  the 
individual  case.  Diet  and  relief  of  symptoms 


*This  paper  was  presented  in  part  at  the 
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National  meeting  of  the  American  College  of 
Cardiology. 


**Dr.  Schultz  is  a graduate  of  Georgetown  Uni- 
versity School  of  Medicine  and  is  a special  lecturer 
in  the  School  of  Chemistry  at  Auburn  University, 
Auburn,  Alabama.  He  is  Governor  of  The  Ameri- 
can College  of  Cardiology  for  the  State  of  Ala- 
bama, member  of  the  medical  service,  Lee  County 
Hospital,  Opelika,  Alabama,  and  consultant  in 
cardiovascular  diseases  at  the  Veteran’s  Adminis- 
tration Hospital,  Tuskegee,  Alabama. 


*Reserclex®,  A.  H.  Robins  Co.,  Inc.,  Richmond, 
Virginia. 

JOURNAL 


may  suffice  for  some.  Control  of  emotional 
factors  may  be  helpful.  For  others,  specific 
drug  therapy  to  control  blood  pressure  may 
be  indicated. 

Numerous  antihypertensive  agents  have 
been  introduced  including  the  Rauwolfia 
derivatives,  ganglionic  and  sympathetic 
blocking  agents,  hydralazine,  guanethidine, 
and  the  thiazide  diuretics.  These  agents 
differ  not  only  in  potency  and  mechanism  of 
action  but  also  with  respect  to  the  nature 
and  severity  of  side  effects  which  they  pro- 
duce. Combined  with  the  older  methods  of 
medical  management  of  hypertensive  pa- 
tients, these  agents  provide  the  practitioner 
with  a wide  variety  of  approaches,  some  suit- 
able for  the  milder  forms  of  hypertension, 
others  for  the  more  severe.  In  selecting 
suitable  therapy  for  hypertensives,  the  ra- 
tional approach  suggests  the  use  of  mild 
treatment  for  mild  forms  of  hypertension.' 

In  order  to  reduce  unpleasant  side  effects 
of  some  of  the  antihypertensive  agents  and 
to  further  enlarge  the  therapeutic  armamen- 
tarium for  hypertension,  a number  of  com- 
binations have  become  available.  The  author 
has  previously  reported-  his  observations  on 
the  diuretic  and  antihypertensive  properties 
of  benzthiazide  (Exna,®  Robins) . The  pres- 
ent report  is  based  on  a subsequent  study 
of  a new  combination  containing  50  mg  benz- 
thiazide and  0.125  mg  reserpine*. 

Method  of  Study 

Fifty  patients  (ranging  in  age  from  32  to 
82  years)  with  essential  hypertension  were 
selected  for  inclusion  in  the  study.  Thirty- 
seven  were  women  and  13  were  men.  Only 
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those  patients  with  systolic  pressures  above 
150  and/or  diastolic  pressures  over  90  mmHg 
were  included.  All  medication  except  digita- 
lis preparations  was  discontinued.  One  week 
later,  control  blood  pressure  readings  were 
taken  with  the  patient  at  rest,  eye  grounds 
were  examined,  and  particular  attention  was 
given  to  the  character  of  the  apical  impulse 
and  heart  sounds.  Hepatic  enlargement  and 
indications  of  peripheral  edema  were  noted. 
Laboratory  studies  included  a hemoglobin 
and  urinalysis. 

Each  patient  was  given  a supply  of  cap- 
sules containing  50  mg  benzthiazide  and 
0.125  mg  reserpine  with  instructions  to  take 
one  capsule  daily  after  breakfast.  Specific 
dietary  instructions  were  not  given  except 
to  frankly  obese  patients  who  were  advised 
to  reduce  their  intake  of  fats  and  sweets. 
Since  only  enough  medication  was  supplied 
to  last  one  week,  patients  returned  regularly 
for  re-examination.  Each  was  carefully 
questioned  regarding  his  general  feeling  of 
well  being,  undesirable  drug  effects,  changes 
in  urinary  output  and  other  indications  of 
drug  action.  After  the  first  week,  the  dose 
for  one  patient  whose  initial  blood  pressure 
was  222/114  was  increased  to  two  capsules 
daily  because  of  a poor  response  to  the  lower 
dosage.  Another  patient  whose  initial  blood 
pressure  was  246/170  was  started  on  two 
capsules  daily.  A subsequent  trial  on  the 
lower  dosage  failed  to  control  the  blood 
pressure  and  he  was  returned  to  the  larger 
dose. 

All  patients  (except  one  who  died)  were 
followed  for  a period  of  at  least  five  weeks. 
Twenty-five  were  still  under  treatment  and 
careful  supervision  at  the  end  of  ten  weeks, 
and  23  were  followed  for  as  long  as  15  weeks 
or  more. 

All  patients  were  managed  on  an  out-pa- 
tient basis  and  were  subject  to  the  usual 
social  and  environmental  factors.  The  pa- 
tients were  weighed  at  approximately  the 
same  time  on  each  visit.  A sphygmomanom- 
eter with  a 13  centimeter  cuff  was  used. 
The  cuff  was  placed  above  the  elbow  and 
readings  were  recorded  at  the  points  where 


the  sounds  were  first  heard  and  where  they 
abruptly  diminished.  All  readings  were 
taken  by  the  author  or  his  office  nurse. 

Results:  ' ^ 

The  average  mean  blood  pressures  (mean 
blood  pressure  = diastolic  -|-  V:^  pulse  pres- 
sure) at  the  initial  visit  and  at  the  end  of  five, 
10,  and  15  -|-  weeks  were  determined  (Table 
1).  At  the  end  of  five  weeks,  the  average 
mean  blood  pressure  of  the  49  patients  still 
in  the  study  was  106.1  mmHg,  a decrease  of 

23.1  mmHg  from  the  control  average  of  129.2 
mmHg.  At  the  10  week  interval  the  average 
mean  blood  pressure  had  risen  to  111.8,  and 
at  the  15  -f  week  interval  it  stood  at  113.5. 
At  this  point  in  the  study,  the  average 
mean  blood  pressure  was  still  15.7  mmHg 
below  the  control  average. 

Changes  in  body  weight  were  noted  at  the 
five  week  interval.  Analysis  of  these  data 
revealed  that  22  patients  lost  an  average 
of  3.0  lbs.,  22  patients  gained  an  average  of 

2.1  lbs.,  and  the  weight  of  five  patients  re- 
mained stable. 

There  were  no  significant  side  effects  that 
could  be  attributed  to  the  test  medication. 
One  patient,  a 62  year  old  woman,  went  into 
acute  congestive  heart  failure  two  weeks 
after  initiation  of  therapy  and  died.  Until 
that  time,  her  response  was  excellent  and 
her  blood  pressure  was  under  good  control. 
Another  patient,  a 62  year  old  man,  became 
extremely  agitated  and  disoriented  during 
the  eighth  week  of  the  study.  He  was  ad- 
mitted to  a state  mental  hospital  for  obser- 
vation and  died  there  five  days  later, 
presumably  of  acute  mycardial  insufficiency. 

Although  average  values  show  trends  and 
permit  statistical  comparisons,  the  response 
of  individual  patients  is  of  interest.  At  the 
end  of  five  weeks,  the  blood  pressures  of  48 
patients  were  down,  one  was  up,  and  one 
patient  was  dead.  After  10  weeks,  25  patients 
were  still  in  the  study.  Of  the  25,  the  blood 
pressures  of  22  were  below  control,  one  was 
unchanged  and  two  were  above  control. 
After  15  weeks,  23  patients  were  still  in  the 
study.  The  blood  pressures  of  20  were  still 
below  control  and  three  were  above. 
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TABLE  1 


Av^erage  mean  blood  pressure  after  5,  10,  and  15  -f-  weeks 
of  treatment  with  benzthiazide  and  reserpine 


\Veeks 

Pts. 

Av.  Mean  BP 

■Variation 
from  Control 

Variation 
from  previous 
Mean 

Control 

50 

129.2 

5 

49 

106.1 

—23.1 

—23.1 

10 

25 

111.8 

—17.4 

+ 5.7 

15+ 

23 

113.5 

—15.7 

+ 1.7 

Discussion: 

The  antihypertensive  effects  of  reserpine 
and  other  Rauwolfia  alkaloids  are  thought 
to  be  related  to  their  ability  to  deplete  body 
stores  of  catecholamines  and  serotonin  from 
the  brain,  blood  platelets,  heart,  arterial 
walls  and  other  sites-'*-  The  central 
antihypertensive  action  of  reserpine  is  prob- 
ably a result  of  its  tranquilizing  properties. 
The  theory  of  a direct  effect  on  the  vasomotor 
center  has  never  been  proven.  Certain 
studies'*'  ’’  ^ in  which  reserpine  failed  to  block 
the  hypertensive  effects  of  direct  stimulation 
of  the  vasomotor  center  tend  to  discount  this 
type  of  central  action. 

The  antihypertensive  effect  of  the  thiazide 
diuretics  results  from  two  separate  mech- 
anisms of  action.  Initially,  they  bring  about 
a diminution  of  the  extracellular  compart- 
ment of  the  body  fluids  through  their  diuretic 
action.  However,  since  it  has  been  shown 
that  blood  pressure  does  not  rise  again  even 
when  the  extracellular  compartment  is  re- 
stored with  isotonic  saline  or  glucose  solution, 
it  is  now  felt  that  the  thiazides  also  have 
intrinsic  antihypertensive  properties  unre- 
lated to  their  effect  on  edema  and  body  fluids. 

The  combination  of  two  effective  and 
synergistic  agents  represents  a rational 
approach  to  the  therapy  of  hypertension  and 
may  offer  some  advantage  over  a single 
agent.  In  the  present  study,  the  daily  dose 
of  50mg  benzthiazide  and  0.125  mg  reserpine 
lowered  both  the  systolic  and  diastolic  pres- 
sures and  brought  about  an  improvement  of 
symptoms  in  all  except  two  cases.  “When  the 
daily  dose  was  doubled  in  these  cases,  the 
systolic  and  diastolic  pressures  began  to  drop 
and  no  side  effects  were  noted. 
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The  lowering  of  blood  pressure  readings 
to  more  nearly  normal  levels  was  most 
marked  during  the  first  two  weeks.  There- 
after, there  was  a tendency  for  the  mean 
blood  pressures  to  slowly  rise  with  the  pas- 
sage of  time.  'Whether  this  was  due  to  a 
slight  tolerance  to  the  combination  of  drugs 
or  to  an  unwillingness  of  the  patients  to 
adhere  to  their  regimen  is  debatable. 

Reported  side  effects  of  reserpine  include 
nasal  stuffiness;  gastritis,  diarrhea,  drowsi- 
ness, fluid  retention,  and  depression.  Since 
these  side  effects,  and  particularly  depres- 
sion, are  insidious  in  onset,  the  clinician  must 
maintain  constant  vigilance  for  early  signs. 
None  of  these  side  effects  was  observed  in  the 
present  study,  perhaps  due  to  the  small  dose 
of  reserpine  or  the  relatively  small  number 
of  patients  in  the  study. 

Summar-y  and  Conclusions: 

The  antihypertensive  effect  of  a combin- 
ation of  benzthiazide  and  reserpine  was 
evaluated  in  50  patients  with  essential  hyper- 
tension. The  patients  were  examined  at 
weekly  intervals  for  at  least  five  weeks  and 
intermittently  thereafter  for  up  to  19  weeks. 

An  excellent  or  good  antihypertensive 
response  was  observed  in  48  of  the  50  patients 
during  the  first  five  weeks.  The  average 
mean  blood  pressure  dropped  from  a control 
value  to  129.2  mmHg  to  106.1  mmHg  during 
this  period.  During  ensuing  weeks  there 
was  a gradual  rise  in  the  mean  blood  pres- 
sure, but  in  only  three  of  the  23  patients  who 
remained  in  the  study  for  15  weeks  or  longer 
did  the  mean  blood  pressure  rise  above  the 
premedication  reading. 
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Weight  loss  during  the  first  five  weeks 
of  study  was  not  impressive.  Although  a 
satisfactory  diuresis  accompanied  treatment 
with  benzthiazide  and  reserpine,  only  22  pa- 
tients lost  weight  (an  average  of  three  lbs 
each).  Twenty-two  patients  gained  weight 
(an  average  of  2.1  lbs.  each)  and  five  neither 
gained  nor  lost.  There  were  no  significant 
side  effects  that  could  be  attributed  to  the 
test  medication.  The  combination  of  benz- 
thiazide and  reserpine  used  in  this  study 
would  seem  to  be  a safe  and  effective  agent 
for  use  in  the  treatment  of  selected  cases  of 
essential  hypertension. 
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PATIENTS  IN  APPEALS  CASES  MAY  SEE 
PENSIONS-SECURITY  MEDICAL  FORMS 


Any  information  on  medical  forms  used 
in  the  public  assistance  program  by  the 
Department  of  Pensions  and  Security 
must  be  made  available  to  the  patient  in 
the  event  of  an  appeal  hearing,  Commis- 
sioner Ruben  K.  King  reported  today  in 
a special  release  to  the  Alabama  Medical 
Association. 

“On  certain  forms,  such  as  those  for 
hospital  claims  and  eligibility  for  aid  to  the 
disabled,  a diagnosis  and/or  other  medical 
information  appears,”  King  continued. 

“We  hold  information  on  these  and  other 
forms  to  be  entirely  confidential,  and 
never  release  it  to  the  patient  (assistance 
recipient)  except  in  cases  where  there  is 
an  appeal  hearing,”  King  said.  He  added 
that  since  the  inception  of  the  hospital 
care  programs  there  have  been  no  appeals 
regarding  claims,  but  wanted  physicians 


to  be  aware  of  the  situation  should  any 
be  filed. 

Mr.  King  said  that  if  any  forms  are 
revised,  efforts  will  be  made  to  include 
on  each  a statement  to  the  effect  that  the 
information  thereon  would  be  confidential 
unless  an  appeal  occurred.  Such  statement 
already  appears  on  the  disability  eligibility 
form. 

“We  recognize  not  only  the  confiden- 
tiality of  the  medical  information,  but 
also  the  desirability  and  right  of  the  phy- 
sician to  disclose  what  he  sees  fit  to  the 
patient  under  normal  circumstances,”  the 
Commissioner  concluded,  expressing  deep 
appreciation  to  the  Medical  Association 
for  the  continued  cooperation  of  its  mem- 
bers with  the  Department  of  Pensions 
and  Security  in  regard  to  the  medical  care 
programs. 
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Progress  In  the  Study  Of  Rheumatic  Diseases: 
Microscopic  Analysis  Of  The  Synovial  Fluids* 

Frank  Lehn,  M.  D.** 

Birmingham,  Alabama 


Termed  the  “most  neglected  differential 
test  in  arthritis”  five  years  ago/  this  appel- 
lation still  unfortunately  applies  to  analysis 
of  the  synovial  fluid.  In  the  five  years  since 
this  pronouncement,  the  simple  procedure  of 
examining  the  synovial  fluid  under  the  mic- 
roscope has  assumed  a role  of  even  greater 
importance;  a role  that  should  never  be  neg- 
lected in  the  intelligent  appraisal  of  a patient 
with  arthritis.  Three  discoveries  within  this 
five-year  period  are  responsible  for  this  in- 
creased import  and  by  themselves  constitute 
a mandate  to  the  physician  to  examine  the 
joint  fluid  for  diagnostic  purposes. 

The  first  of  these  discoveries  occurred  in 
1961  when  McCarty  and  Hollander-'  described 
the  identification  of  urate  crystals  in  the  joint 
fluid  of  patients  with  gouty  arthritis.  These 
crystals  were  identified  as  short  and  rod- 
shaped with  rounded  ends  and  parallel  sides, 
generally  0.5  to  25  u in  length.  In  acute 
gouty  arthritis,  these  crystals  are  mostly 
intracellular,  while  in  chronic  gouty  effusions 
these  crystals  are  mostly  extracellular.  Po- 
larizing lenses  may  be  purchased  for  a few 
cents  that  will  convert  any  microscope  to 
a polariscope  and  allow  identification  of 
brightly  retractile  crystals.  A more  positive 
identification  can  be  made  by  use  of  a red- 
plate  compensator  to  determine  negative 
birefringence  but  in  most  instances  the 
finding  of  crystals  with  hyperuricemia  will  be 
sufficient  to  make  the  diagnosis.  An  occa- 
sional patient  may  not  be  hyperuricemic  for 
cases  have  been  reported  with  normal  serum 
uric  acid  levels. ^ It  is  also  important  to  be 


*This  investigation  was  supported  by  Public 
Health  Service  Grants  T1  AM  5000  and  AM03555 
from  the  National  Institute  of  Arthritis  and  Meta- 
bolic Diseases  and  Merck  Sharp  and  Dohme,  West 
Point,  Pennsylvania. 

**From  the  Division  of  Rheumatic  Diseases, 
Department  of  Medicine,  University  of  Alabama 
Medical  Center,  Birmingham,  Alabama. 


aware  that  approximately  5 per  cent  of  pa- 
tients with  gout  will  be  clinically  indistin- 
guishable from  rheumatoid  arthritis.-^ 

The  second  discovery  occurred  one  year 
later  when  McCarty^  and  others  described 
the  finding  of  refractile  crystals  in  joint  fluids 
that  were  both  rod-like  and  rhomboid  in 
shape  with  many  variable  configurations  in 
between.  These  crystals  were  identified  as 
calcium  pyrophosphate  and  their  finding  has 
been  found  to  be  definitive  for  the  syndrome 
of  pseudogout.'''  These,  too,  can  be  further 
identified  by  their  positive  birefringence  with 
the  use  of  a red-plate  compensator,  but  the 
presence  of  refractile  crystals  with  varying 
morphology  should  alert  the  physician  to  this 
diagnosis,  particularly  if  characteristic  X-ray 
signs  are  present. •''* 

The  last  discovery  is  that  of  Hollander 
and  others,"  published  recently,  in  which 
they  describe  the  finding  of  inclusions  in  the 
leukocytes  of  rheumatoid  synovial  fluids. 
These  inclusions  are  granular,  0.5  to  1.5  u 
in  diameter  and  are  found  in  the  synovial 
fluid  of  95  per  cent  of  patients  with  rheuma- 
toid arthritis.  The  “RA  cells”  containing 
these  inclusions  are  predominantly  polymor- 
phonuclear, but  may  occasionally  be  mono- 
cytes. The  percentage  of  cells  containing 
these  inclusions  varies  from  three  to  97, 
depending  on  the  acuteness  of  the  process. 

Their  similarity  to  “glitter  cells”  seen  in 
the  urine  is  striking,  although  the  leukocytic 
granules  of  the  synovial  fluid  usually  do  not 
exhibit  the  rapid  motility  seen  in  the  urinary 
“glitter  cells.”  These  granules  presumably 
represent  phagocytized  rheumatoid  factor, 
and  may  be  seen  even  though  the  patient 
does  not  have  a positive  serologic  test  for 
rheumatoid  factor. 

Other  rheumatic  diseases,  including  psori- 
atic arthritis,  ankylosing  spondylitis  and 
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juvenile  rheumatoid  arthritis,  may  occasion- 
ally exhibit  these  granules  as  well.  The 
synovial  fluid  in  pseudogout,  traumatic 
arthritis  and  osteoarthritis  also  may  rarely 
show  intraleukocytic  granules. 

The  microscopic  examination  of  the  syno- 
vial fluid  is  valuable  in  other  entities.  The 
presence  of  cartilage  fibrils  in  joint  fluid  is 
commonly  seen  in  osteoarthritis.  A “cartil- 
age count”  of  more  than  two  per  high-power 
field  is  extremely  suggestive  of  this  diagno- 
sis,' particularly  if  the  patient  has  not  suf- 
fered recent  trauma  to  the  involved  joint. 

If  lupus  erythematosus  is  considered,  the 
synovial  fluid  may  be  centrifuged  and  the 
cell  “button”  smeared  and  stained  with 
Wright’s  stain.  One  may  then  look  for  in 
vivo  LE  cells  which  may  be  present."  If 
an  infectious  process  is  considered,  appro- 
priate staining  techniques  may  reveal  the 
causative  organism. 

In  general,  microscopic  examination  of  the 
synovial  fluid  is  an  easily  performed  proce- 
dure that  requires  no  particular  expertise. 
The  physician  can  easily  identify  crystals,  fi- 
brils and  “RA  cells”  after  seeing  them  only  a 


few  times.  Microscopic  examination  of  the 
joint  fluid  should  then  have  the  same  import- 
ance that  examination  of  the  urine  in  renal 
disease  or  the  peripheral  smear  in  anemia  has, 
and  not  retain  any  stigma  as  the  “most  neg- 
lected differential  diagnostic  test  in  arthri- 
tis.” 
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AMA  Awards  Additional  Tobacco  Research  Grants 


The  American  Medical  Association  Edu- 
cation and  Research  Foundation’s  Committee 
on  Tobacco  and  Health  has  authorized  the 
awarding  of  15  new  tobacco  research  grants. 

The  first-year  grants  for  the  new  projects 
totaled  more  than  $474,000.  Length  of  the 
research  programs  range  from  one  to  five 
years  and  full  commitment  for  the  duration 
will  total  in  excess  of  $1,280,000. 

The  Committee  said  these  15  additional 


grants  bring  to  43  the  number  of  tobacco 
research  projects  AMA-ERF  is  currently 
giving  financial  support.  The  43  programs 
have  a total  first-year  commitment  of 
approximately  $1,500,000  and  a five-year 
potential  expenditure  of  over  $3,600,000. 

The  grants  are  a part  of  a long-range 
research  program  on  tobacco  and  health 
authorized  in  1963  by  the  AMA  House  of 
Delegates. 
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The  Monlh  In  Washinglon 

Registry  Of  Tissue  Reactions  Established 


Washington,  D.  C. — A Registry  of  Tissue 
Reactions  to  Drugs  is  being  established  here 
within  the  Armed  Forces  Institute  of  Path- 
ology (AFIP)  through  the  cooperation  of  the 
American  Medical  Association,  the  Phar- 
maceutical Manufacturers  Association  and 
the  Food  and  Drug  Administration. 

The  AFIP  has  the  world’s  largest  reposi- 
tory of  pathological  material  for  research 
and  education,  and  the  registry  is  expected 
to  be  a major  addition  to  existing  adverse 
drug  reaction  reporting  programs. 

“This  unique  cooperative  effort  for  the 
benefit  of  the  American  public  is  the  first 
between  major  drug  manufacturing,  drug 
prescribing  and  drug  regulating  bodies,” 
said  a joint  statement  issued  by  Dr.  Jean 
Weston,  Director  of  the  AMA’s  Department 
of  Drugs;  Dr.  Joseph  Sadusk,  FDA  medical 
director,  and  Dr.  Austin  Smith,  president  of 
the  PMA. 

The  purpose  of  the  Registry  will  be  to 
obtain  autopsy  or  biopsy  tissue  specimens 
from  suspected  adverse  drug  reaction  cases. 
These  specimens  will  be  thoroughly  studied 
by  all  methods  available  to  a full-time  pathol- 
ogist, including  consultation  with  other 
authorities  in  pathology  and  toxicology.  Re- 
sults of  the  studies  will  be  reported  to  local 
pathologists  who  furnished  the  study  mate- 
rial, and  monthly  summary  reports  will  be 
made  to  each  of  the  three  sponsoring  organi- 
zations. Important  information  obtained  will 
then  be  disseminated  to  the  medical  com- 
munity. The  pathological  material  will 
remain  on  file  at  the  Registry  for  future 
reference  and  study. 

The  Tissue  Registry  will  augment  the  exist- 
ing drug  reaction  reporting  programs  main- 
tained by  the  AMA  and  FDA.  The  FDA  at 
present  receives  reports  of  suspected  ad- 
verse drug  reactions  from  about  500  cooper- 
ating federal  and  military  hospitals,  and  from 
110  civilian  hospitals  under  contract. 

The  AMA  receives  such  reports  from  phy- 
sicians in  private  practice,  a number  of 


hospitals  not  reporting  to  FDA,  and  other 
sources. 

Information  is  exchanged  by  the  FDA  and 
AMA,  catalogued  by  data-processing  tech- 
niques, and  filed  by  data-processing  ma- 
chines. The  data  are  then  available  for  use  in 
identifying  drugs  possibly  associated  with 
adverse  reactions,  in  assisting  physicians  to 
diagnose  possible  adverse  drug  reactions,  and 
in  scientific  investigations. 

Establishment  of  the  Tissue  Registry  was 
originally  proposed  by  the  Drug  Research 
Board  of  the  National  Academy  of  Sciences- 
National  Research  Council.  Twenty-eight 
such  Registries  already  exist  as  joint  activi- 
ties of  the  Armed  Forces  Institute  of  Pathol- 
ogy and  sponsoring  professional  societies. 
Collectively,  the  Registries  are  known  as  the 
American  Registry  of  Pathology. 

The  parent  Armed  Forces  Institute  of 
Pathology,  which  is  more  than  100  years  old, 
serves  as  a central  laboratory  of  pathology 
for  the  Department  of  Defense  and  has 
become  a center  of  research,  teaching  and 
consultation  not  only  for  the  military  but  for 
civilian  groups.  AFIP  offices  and  labora- 
tories are  in  an  eight-story  building  at  Walter 
Reed  Army  Medical  Center. 

The  cost  of  the  Tissue  Registry  is  being 
borne  equally  by  each  of  the  three  sponsors. 
In  its  first  full  calendar  year  of  operation 
(1966),  the  cost  of  operation  and  adminis- 
tration is  expected  to  be  about  $100,000.  The 
fund  will  be  administered  by  the  Univer- 
sities Associated  for  Research  and  Education 
in  Pathology,  Inc. 

Who  Is  Responsible  For  Drug  Safety? 

The  wise,  and  presumably  safe,  use  of  a 
drug  depends  largely  on  the  education,  train- 
ing, experience  and  judgement  of  the  pre- 
scriber.  And  to  an  important  extent  it  also 
depends  on  the  wisdom  of  the  patient  as  he 
follows  instructions. — Austin  Smith,  M.  D.,  in 
Experimental  Medicine  and  Surgery,  22:  2-3, 
(June-Sept.)  1964. 
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PRO-B  ANTHi  D ARTAE 


Each  tablet  contains;  propantheline  bromide  (15  mg.)  and  thiopropazate  dihydrochloride  (5  mg.) 

controls  autonomic  imbalance 


Peptic  Ulcer  • Pylorospasm  • Irritable  Colon  • Functional  Gastrointestinal  Disorders 


Firm  control  of  both  the  psychic  and  visceral 
disturbances  is  indicated  when  emotional 
stress  adversely  influences  gastrointestinal  dis- 
orders. Pro-Banthine  with  Dartal  has  demon- 
strated its  ability  to  provide  such  control. 

Pro-BanthIne,  as  expected,  reliably  mod- 
erates excesses  of  gastric  secretion  and  gastro- 
intestinal motility. 

Dartal,  a dependable,  well-tolerated  tran- 
quilizer, calms  the  emotional  turbulence  that 
aggravates  enteric  disturbances. 

Together,  Pro-Banthine  with  Dartal  offers 
twofold  therapeutic  access  to  a twofold  clini- 
cal problem. 


Urinary  hesitancy,  xerostomia,  mydriasis  and,  theo- 
retically, a curare-like  action  may  occur  with 
Pro-Banthine  (propantheline  bromide)  and  it  is  con- 
traindicated in  the  presence  of  glaucoma  or  severe 
cardiac  disease. 

With  Dartal  (thiopropazate  dihydrochloride)  ex- 
trapyramidal  and  parasympatholytic  symptoms  have 
been  reported  and,  rarely,  leukopenia,  erythematous 
skin  reaction  and  allergic  purpura.  Do  not  adminis- 
ter to  patients  under  the  influence  of  alcohol,  barbi- 
turates or  narcotics  and  use  cautiously  with  seda- 
tives, in  epileptic  or  depressed  patients  or  in  those 
with  liver  damage.  Reactions  typical  of  phenothia- 
zines  may  occur. 

Dosage:  One  tablet  three  times  a day. 

G.  D.  SEARLE  & CO. 

P.  O.  BOX  5110.  CHICAGO.  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 
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New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity'  “ 


no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 


PENBRITIN  fampicillin')  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  fampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics. i 
And  highly  important : PENBRITIN  fampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage:  Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children  — (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg./Kg./day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606— Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Kditorial.  Brit.  M.  J.  ti:223  (July  22)  1961. 
2.  Rolinson,  G.  N..  and  Stevens,  S.:  Brit.  M.  J.  ii:191  (July 
22 ) 1961.  3.  Stewart,  G.  X,  et  aL:  Brit.  M.  J.  ii:200  ( J uly  22  ) 
1961.  4.  Brown,  D.  M.,  and  Acred,  P:  Brit.  M.  J.  n:197 
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One  of  the  most  significant  actions  of 
the  Medical  Association  of  the  State  of  Ala- 
bama at  its  annual  session  in  Birmingham 
in  April,  1965,  was  the  unanimous  adoption 
of  a new  ordinance  establishing  a Board  of 
Trustees.  This  Board  of  Trustees  is  created 
by  the  Board  of  Censors  as  a committee 
delegated  with  the  responsibility  of  con- 
ducting the  affairs  of  the  Association.  The 
unique  situation  in  Alabama  in  which  the 
entire  Medical  Association  of  the  State  of 
Alabama  is  the  State  Board  of  Health  by  law, 
requires  that  the  Board  of  Censors  continue 
to  have  the  final  legal  authority  to  act  for 
the  Association  when  it  is  not  in  session. 
However,  it  is  within  the  intent  of  the  Consti- 
tution that  the  Board  of  Censors  may  dele- 
gate responsibility  for  conducting  the  affairs 
of  the  Association,  and  this  they  have  done 
in  approving  the  establishment  of  the  Board 
of  Trustees  by  the  Association. 

The  new  Board  of  Trustees  will  broadly 
represent  the  Medical  Association  of  the 
State  of  Alabama,  both  geographically  and 
officially.  One  member  from  each  Congres- 
sional District  shall  be  elected  to  serve  on  the 
Board  of  Trustees.  This  election  is  to  take 
place  at  the  meeting  of  the  Counsellors  and 
Delegates  when  they  meet  by  Districts 
around  noon  on  Friday  of  each  annual  session. 
For  the  first  time  the  vice-presidents  of  the 
Association  will  have  considerable  responsi- 
bility in  conducting  the  affairs  of  the  Associa- 
tion. Each  of  them  will  be  a member  of  the 
Board  of  Trustees.  The  President,  President- 
Elect,  immediate  Past-President,  and  the 
Secretary-Treasurer  will  also  have  member- 
ship on  this  Board.  Either  the  Chairman 
of  the  Board  of  Censors,  or  some  other  mem- 
ber of  this  Board,  shall  be  an  ex  officio 
member  of  the  Board  of  Trustees.  One  of  the 
delegates  to  the  American  Medical  Associa- 
tion shall  also  be  on  the  Board  of  Trustees. 


It  will  thus  be  seen  that  the  Board  of  Trustees 
contains  eighteen  members,  with  the  repre- 
sentative of  the  Board  of  Censors  as  an  ex 
officio  member.  This  will  give  broad  repre- 
sentation from  the  Medical  Association,  with 
good  liaison  from  the  Board  of  Censors  and 
from  the  American  Medical  Association 
Delegacy. 

The  Board  of  Trustees  has  been  charged 
by  the  Board  of  Censors  with  the  following 
duties; 

I.  To  the  Board  of  Trustees  shall  be 
referred  without  discussion;  All  motions, 
resolutions,  or  inquiries,  of  whatever  nature, 
affecting  the  organization,  policy  or  welfare 
of  the  Association,  or  of  any  one  or  more 
of  the  county  societies  in  affiliation  there- 
with; 

All  proposed  amendments  to  the  consti- 
tution, ordinances,  or  by-laws  of  the  Associa- 
tion; 

The  message  of  the  President  delivered  at 
the  annual  session  and  any  recommendations 
he  may  submit  to  the  Association  at  any 
called  session; 

All  reports  and  recommendations  of  the 
Vice-Presidents  submitted  to  the  Association 
at  any  annual,  or  called  session; 

All  questions  involving  the  principles  of 
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ethics  to  which  the  Association  has  declared 
its  allegiance; 

The  Board  of  Trustees  of  this  Association 
shall  receive  regular  progress  reports  and 
recommendations  from  the  standing  and 
special  committees  of  the  Association  and 
shall  recommend  to  the  Board  of  Censors 
what  action  it  deems  necessary  on  these 
committee  reports. 

II.  The  Board  of  Trustees  shall  assume 
the  duties  of  the  Finance  Committee; 

The  Board  shall  examine  monthly  and 
audit  and  accounts  of  the  Secretary  and 
Treasurer  and  report  the  same  to  the  Associa- 
tion quarterly  through  the  Board  of  Censors; 

The  Board  of  Trustees  shall  estimate  the 
probable  financial  needs  of  the  Association 
for  the  ensuing  year  and  prepare  an  annual 
budget  for  the  ordinary  expenses  of  the  Asso- 
ciation and  submit  it  to  the  Association  for 
approval  at  the  annual  meeting; 

III.  The  Board  of  Trustees  shall  have  full 
responsibility  for  financing  and  assisting 
the  President  in  programming  of  the  annual 
meeting  of  the  Association. 

IV.  The  Board  of  Trustees  shall  appoint 
an  editor  of  the  Journal  from  its  own  mem- 
bership, or  from  the  Association. 

V.  The  Board  of  Trustees  shall  furnish 
to  the  Executive  Secretary  those  items  to  be 
included  in  the  Handbook  for  Counsellors 
and  Delegates  prior  to  the  first  Monday  in 
February. 

VI.  The  Board  of  Trustees  is  to  provide 
necessary  office  space,  equipment  and  per- 
sonnel to  conduct  the  administrative  affairs 
of  the  Association  in  a manner  that  will  re- 
flect credit  to  the  Medical  Association  of  the 
State  of  Alabama. 


ident  for  your  quadrant  of  the  State  of  Ala- 
bama. In  this  way  you  will  be  directly 
represented  on  the  Board  of  Trustees  and 
your  views  can  be  made  known  to  them. 

We  are  fortunate  to  have  the  Board  of 
Censors  as  the  final  legal  authority  for  all 
actions  of  the  Association  when  it  is  not  in 
session.  The  many  years  of  experience  of 
the  Board  of  Censors  in  conducting  these 
affairs  will  be  most  helpful  to  the  Board  of 
Trustees  in  its  deliberations  and  will  cer- 
tainly lead  to  action  by  the  Board  of  Trustees 
in  accordance  with  the  previous  policies  and 
subject  to  the  final  approval  of  the  Board 
of  Censors.  It  is  to  be  hoped  that  the  Board 
of  Trustees  will  function  effectively  to  re- 
lieve the  Board  of  Censors  of  the  many 
detailed  duties  in  connection  with  the  affairs 
of  the  Association,  leaving  the  Board  of  Cen- 
sors more  time  for  its  many  responsibilities 
as  the  State  Committee  of  Public  Health  and 
the  Board  of  Medical  Examiners. 


James  G.  Donald,  M.  D. 


College  Of  Physicians 
Taps  Six  Alabamians 

At  the  Golden  Anniversary  Session  of  the 
American  College  of  Physicians  held  in  Chi- 
cago, six  staff  members  of  the  University  of 
Alabama  Hospitals  and  Clinics  were  named 
fellows.  The  Birmingham  physicians  who 
received  this  tribute  are  Richard  C.  Carter, 
M.  D.,  Hugh  J.  Dempsey,  M.  D.,  H.  Joseph 
Hughes,  M.  D.,  Bruce  K.  Johnson,  M.  D., 
Alwyn  A.  Shugerman,  M.  D.,  and  Robert  H. 
Yoe,  M.  D. 


Since  this  new  Board  of  Trustees  will  be 
the  group  primarily  charged  with  these  many 
important  responsibilities  in  conducting  the 
affairs  of  the  Association,  it  is  very  important 
that  every  member  of  the  Medical  Associa- 
tion of  the  State  of  Alabama  become  per- 
sonally acquainted  with  the  member  of  the 
Board  of  Trustees  who  represents  your  Con- 
gressional District  and  with  the  Vice-Pres- 


Dr. Ward  Named  Fellow 
By  College  Of  Physicians 

Dr.  W.  Q.  Ward  of  Russellville,  a member 
of  the  staff  of  the  Memorial  Clinic  and  North 
Alabama  Hospital,  has  been  elected  to  full 
fellowship  in  the  American  College  of  Physi- 
cians. The  notification  was  made  by  the 
American  Board  of  Internal  Medicine. 
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because  the  immaturity  of  infants 
and  children  influences  their  response  to 
disease  and  drugs*... 
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The  Medical  Scholarship  Act  Of  1965 


With  a stroke  of  the  pen,  and  without  fan- 
fare, Governor  George  C.  Wallace  signed  into 
law  the  Medical  Scholarship  Act  of  1965  on 
May  5,  thus  bringing  into  reality  the  most 
liberal  and  far-reaching  measure  ever  en- 
acted to  overcome  Alabama’s  critical  short- 
age of  doctors. 

The  foundation  of  the  medical  scholarship 
program  was  laid  February  16,  1964,  when 
the  Committee  on  Medical  Education  and 
Hospitals  heard  a proposal  by  Dean  S.  Rich- 
ardson Hill  of  the  Medical  College  of  Ala- 
bama to  replace  existing  State  Medical 
Scholarship  and  County  Medical  Scholarship 
plans  with  a single  all-embracing  dental- 
medical  scholarship  and  loan  program. 

The  committee  voted  unanimously  to 
revise  the  program  to  meet  existing  con- 
ditions of  pre-medical  students  and  the 
Medical  College  and  referred  the  matter  to 
the  Committee  on  Legislation  for  action. 

“Alabama  has  one  of  the  lowest  popu- 
lation-ratios of  physicians  and  dentists  in 
the  country,”  the  Committee  said  in  the  pre- 
amble of  its  proposed  program.  “In  a recent 
newsletter  for  the  Medical  Association  of 
the  State  of  Alabama,  78  towns  were  listed 
as  seeking  physicians;  yet  the  need  also  exists 
in  the  cities.  Each  year  outstanding  prospec- 
tive medical  and  dental  students  are  lured 
out  of  the  state  by  non-refundable  scholar- 
ships; and  good  students  from  low  income 
families  are  lost  to  these  professions  because 
of  inadequate  scholarship  loan  programs. 

“Some  attempt  to  improve  or  change  exist- 
ing programs  is  made  with  each  session  of 


the  Legislature,  but  a satisfactory  solution 
has  not  been  reached.  The  existing  county 
scholarship  program  has  not  met  the  needs 
of  the  state  for  either  physicians  or  dentists. 
Many  counties  have  no  applicants  for  the 
scholarships,  no  satisfactory  service  repay- 
ment plans  have  been  implemented,  and  the 
amount  of  the  scholarship  ($400)  is  too  small 
to  assure  the  education  of  good  applicants 
from  low-income  families.” 

At  the  time  Alabama  had  a scholarship 
program  (Act  No.  666  passed  in  1953  and 
amended  in  1959)  providing  for  eight  annual 
scholarships  of  $2,000  each  with  a maximum 
of  $8,000  for  four  years  to  medical  students 
matriculating  for  or  enrolled  in  Medical  Col- 
lege of  Alabama.  These  scholarships  were 
awarded  annually  to  students  selected  by  the 
State  Board  of  Health  in  consultation  with 
the  Dean  of  the  Medical  College  of  Alabama. 
Each  recipient  of  a scholarship  under  this 
Act  entered  into  an  agreement  with  the 
State  Board  of  Health  to  practice  medicine 
for  five  years  after  the  completion  of  his 
medical  training  in  an  area  or  locality  in 
the  state  designated  by  the  State  Board  of 
Health. 

Each  year  there  were  many  more  appli- 
cants for  these  scholarships  than  could  be 
granted.  It  was  recommended  that  the  pro- 
gram be  expanded  not  only  to  provide  more 
scholarships  for  deserving  young  men  and 
women  but  also  to  provide  for  better  dis- 
tribution of  physicians  into  areas  of  the  state 
deemed  in  need  of  them. 

The  committee  pointed  out  that  the  pri- 
mary purpose  of  the  scholarship  program  was 
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to  keep  doctors  in  Alabama;  therefore,  re- 
payment plans  should  be  flexible  enough 
and  broad  enough  for  young  physicians  to 
meet  with  a degree  of  choice  and  satisfaction. 
“Alabama  needs  doctors  and  dentists,”  the 
committee  continued,  “but  wants  good  doc- 
tors and  dentists.  Any  financial  aid  should 
be  based  upon  scholarship  AND  need.  It 
should  include  some  non-refundable  aid 
based  upon  merit  for  its  brightest  young 
applicants.  They  will,  then,  not  be  attracted 
outside  of  the  state  by  such  aid  from  other 
sources. 

“Other  programs  such  as  AMA-ERF  loans 
and  federal  aid  to  education  should  be  sup- 
plementary. These  do  not  help  the  distri- 
bution of  physicians  and  dentists  within  Ala- 
bama. They  are  not  a substitute  for  a re- 
sponsibility the  state  has  for  its  own  welfare 
and  for  the  education  of  its  own  young 
people.” 

With  these  proposals  at  hand,  the  Com- 
mittee on  Legislation  immediately  went  to 
work  to  draft  a Medical  Scholarship  Bill  for 
presentation  to  the  Special  Session  of  the 
Legislature  which  convened  last  February. 
The  committee  determined  to  go  farther  than 
the  proposal  they  had  received. 

First  it  was  decided  that  the  67  county 
scholarships  of  $400  each  would  be  abolished 
since  there  were  no  specific  requirements 
to  qualify  for  these  scholarships,  no  uniform 
scholastic  or  need  requirement  specified, 
and  no  implemented  plan  of  repayment. 
Next  it  was  determined  that  there  should  be 
52  medical  scholarship  LOANS  of  $2,000  per 
year  (the  committee  had  recommended  $1,- 
500  per  year)  repayable  either  in  cash  or  by 
serving  in  an  area  to  be  designated  by  the 
Board  of  Scholarship  Awards. 

There  also  were  included  eight  annual 
merit  scholarship  AWARDS  of  $2,000  each 
based  on  scholastic  achievement. 

Later  the  committee  added  two  annual 
scholarships  of  $5,000  each  for  any  physician 
qualified  to  be  licensed  to  practice  medicine 
in  Alabama  who  desired  to  pursue  graduate 
training  in  public  health  provided  he  would 


obligate  himself  to  become  a county  health 
officer,  or  an  officer  of  the  State  Department 
of  Public  Health,  for  a stipulated  period  of 
time. 

Thus  was  the  request  of  the  Committee  on 
Medical  Education  and  Hospitals  fulfilled 
to  devise  legislation  to: 

(1)  Attract  exceptional  students  to  the 
study  of  medicine; 

(2)  Provide  financial  aid  for  those  not  able 
to  bear  the  expense  of  a professional  edu- 
cation; 

(3)  Provide  an  increasing  number  of  well- 
qualified  physicians  for  service  within  the 
state  of  Alabama,  and 

(4)  Provide  physicians  for  areas  where 
the  need  is  now  critical. 

Two  methods  are  provided  for  repayment 
of  scholarship  loans:  The  recipient  may 

elect  to  repay  them  in  cash  over  an  eight- 
year  period  beginning  one  year  after  enter- 
ing the  practice  of  medicine  or  completion 
of  specialty  training,  whichever  occurs  first, 
or  he  may  elect  to  serve  for  four  years  in 
a community  of  less  than  5,000  population 
deemed  to  be  critically  in  need  of  additional 
medical  practitioners  or  for  five  years  in  a 
community  of  5,000-15,000  population,  after 
which  his  loan  would  be  considered  repaid 
in  full. 

Should  the  recipient  elect  to  practice  in 
a community  of  more  than  15,000  but  less 
than  100,000  population,  his  loan  obligation 
would  be  reduced  one-half.  He  also  could 
elect  to  practice  for  four  years  in  a position 
in  the  Alabama  Public  Health  Service  or  in 
any  state  institution  approved  by  the  Board 
of  Medical  Scholarship  Awards. 

Loans  extended  for  postgraduate  studies 
in  the  field  of  public  health  would  be  repaid 
by  serving  as  a county  health  officer  or  an 
officer  of  the  State  Department  of  Public 
Health  for  a period  of  not  less  than  three 
years. 

Failure  of  a recipient  to  perform  his  agree- 
ment would  constitute  grounds  for  revocation 
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of  his  certificate  of  qualification  to  practice 
medicine. 

To  administer  the  program  there  was 
created  a Board  of  Medical  Scholarship 
Awards  composed  of  the  following;  Two 
members  of  the  Board  of  Censors  for  the 
Medical  Association  of  the  State  of  Alabama, 
the  chairman  of  the  Board  of  Trustees  of 
the  Medical  Association  of  the  State  of  Ala- 
bama, the  Executive  Officer  of  the  State 
Board  of  Health,  the  Dean  of  the  Medical 
College  of  Alabama  or  his  designatee,  the 
chairman  of  the  Admissions  Committee  of 
the  Medical  College  of  Alabama,  and  two 
members  appointed  by  the  Governor  for  four- 
year  terms,  one  of  whom  shall  be  a member 
of  the  State  Senate  and  the  other  a member 
of  the  House  of  Representatives.  Terms  of 
all  members  except  those  appointed  by  the 
Governor  are  for  one  year. 

It  is  significant  that  the  medical  scholarship 
bill  passed  both  the  House  and  the  Senate 
without  a single  dissenting  vote,  an  indi- 
cation that  the  Legislators  recognize  the 
critical  physician  shortage  which  exists  in 
Alabama  today. 

It  may  now  be  said  that  the  Legislators 
have  done  their  duty  and  the  burden  of  im- 
plementing the  scholarship  law  now  rests 
to  a large  extent  on  the  physicians  of  this 
state.  It  is  incumbent  upon  each  medical 
society  and  each  individual  physician  to 
search  diligently  in  his  community  for  the 
qualified  young  men  and  the  young  women 
who  are  desirous  of  entering  the  medical 
profession.  They  should  be  informed  of  the 
new  scholarship  program  and  how  we  can 
help  them  to  achieve  their  ambitions. 

Upon  the  shoulders  of  our  present  phy- 
sicians lies  the  responsibility  for  making  cer- 
tain that  tomorrow’s  doctors  shall  not  be 
deterred  from  their  education  by  economic 
need  or  other  considerations  which,  under 
the  new  medical  scholarship  bill  may  be 
eliminated. 
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Hygroton 

brand  of 
chlorthalidone 

the  long-acting 
diuretic 


Indications:  Many  types  of 
edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensi- 
tivity and  most  cases  of  severe 
renal  or  hepatic  disease. 
Precautions:  Reduce  dosage  of 
concomitant  antihypertensive 
agents  by  at  least  one-half.  Dis- 
continue if  the  BUN  rises  or 
liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  po- 
tassium depletion  may  occur; 
take  special  care  in  cirrhosis 
or  severe  ischemic  heart  dis- 
ease, and  in  patients  receiving 
corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Side  Effects:  Agranulocytosis, 
constipation,  dizziness,  dys- 
uria,  headache,  hyperglycemia, 
hyperuricemia,  impotence, 
leukopenia,  muscle  cramps, 
nausea,  postural  hypotension, 
purpura,  thrombocytopenia, 
transient  myopia,  urticaria, 
vomiting  and  weakness. 
Average  Dosage:  One  tablet 
(100  mg.)  daily  with  breakfast. 
Availability:  Tablets  of  100  mg. 
in  bottles  of  1 00  and  1 000. 

For  full  details,  see  the  com- 
plete prescribing  information. 

*Dorhout  Mees,E.J.,and  Geyskes, 
G.G.:  Acta  med.scandinav. 
175:703,1964. 

Photos:  A 59-year-old  woman 
with  hypertensive  cardiovas- 
cular disease  and  edema  re- 
sistant to  low-salt  diet  and  bed 
rest.  The  patient  lost  8V2  lbs. 
in  one  week  with  a single  tab- 
let daily  of  Hygroton,  brand  of 
chlorthalidone. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  HY-3516 
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good  riddance 


Hygroton,  brand  of  chlorthalidone,  gets  rid  of  edema  efficiently. 
Your  edematous  patients  will  generally  need  far  fewer  tablets 
than  with  most  diuretics.  And  they’ll  generally  save  more  on  pre- 
scription costs.  One  tablet  a day  is  a popular  dosage.  So  is 
one  tablet  every  other  day.  You  may  even  find  half  a tablet  three 
times  a week  does  the  job.  No  other  diuretic  works  as  long. 

And  none  has  as  much  natruretic  activity  per  tablet.*  For  good 
riddance  of  edema  with  the  least  number  of  tablets,  prescribe 
Hygroton,  brand  of  chlorthalidone. 

Hygroton  chlorthalidone  Geigy 


On 


Stelazine 


brand  of  trifluoperazine 


she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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Guest  Editorial.... 


Report  Of  The  President’s  Commission 

Reprinted  from  the  New  England  Journal  of  Medicine 


The  medical  profession  has  a habit  of 
greeting  successive  social  changes  with 
apprehension  and  then  gradually  adjusting 
to  the  realities  of  a new  environment.  It 
is  at  this  moment  passing  through  such  a 
crisis.  Perhaps  for  this  reason  relatively 
little  attention  has  been  paid  the  report  of 
the  President’s  Commission  on  Heart  Disease, 
Cancer  and  Stroke,  which  proposes  sweeping 
changes  in  the  structure  of  American  medi- 
cine. The  medical  community  must  carefully 
analyze  the  report  and  determine  where  it 
fits  between  two  extremes — one  the  herald 
of  a new  standard  of  medical  care,  and  the 
other  a program  that  could  in  some  ways 
fragment  and  weaken  the  present  organiza- 
tion of  medicine. 

Yet  when  28  commission  members  and  a 
staff  of  13  have  labored  for  more  than  a year, 
as  mentioned  in  the  Journal  on  February 
18,  to  analyze  a complicated  medicosocial 
problem,  only  the  most  incautious  citizen 
would  not  receive  their  recommendations 
with  attention  and  respect. 

The  report  begins  with  the  now  familiar 
justifications — heart  disease,  cancer  and 
stroke  cause  71  per  cent  of  all  deaths.  This 
statistic  needs  no  emphasis.  The  gross 
national  product  is  reduced  because  of  these 
illnesses  by  $43,000,000,000  in  direct  costs 
and  lost  productivity.  One  can  best  accept 
this  figure  with  the  proverbial  grain  of 
salt. 

The  35  recommendations  include  many 
with  which  there  is  no  major  disagree- 
ment. Increased  financial  support  to  medical 
schools  is  urgently  needed,  as  is  generally 
increased  support  for  training  of  all  health 
personnel.  Incentive  grants  to  stimulate 
community  medical  planning,  increased  pub- 
lic education  on  health  matters,  development 


of  a National  Medical  Audiovisual  Center  and 
many  procedural  and  structural  changes 
suggested  for  various  federal  agencies  can 
attract  no  debate.  Nor,  probably,  will  the 
proposal  to  flood  more  money  into  present 
medical-research  programs,  although  it  may 
be  suggested  that  even  now  few  well  prepared 
researchers  with  a sensible  project  want  for 
financial  support.  The  difficulty  is  to  find 
the  people,  not  the  money. 

The  major  problem  arises  in  the  proposed 
national  network  of  centers  for  patient  care, 
research  and  teaching — a visionary  plan  that 
might  with  one  stroke  completely  recast 
American  medicine.  The  proposal,  as  is 
known,  calls  for  60  regional  centers  for  clini- 
cal investigation,  teaching  and  patient  care 
for  patients  suffering  from  heart  disease, 
cancer  and  stroke.  Exactly  how  these  units 
differ  from  hospitals  is  not  clear,  and  through 
a strange  oversight,  their  size  is  left  entirely 
to  the  imagination.  Presumably,  at  least  71 
per  cent  of  Americans  would  qualify  for 
admission  at  one  time  or  another,  and  would 
receive  “bed  support”  while  under  investi- 
gation as  part  of  their  total  care.  (The  ref- 
erence is  to  free  care,  and  not  to  shock 
blocks.)  In  addition,  450  “Diagnostic  and 
Treatment  Stations”  would  be  established 
and  staffed  by  experts  to  funnel  patients 
toward  the  regional  centers.  A typical  heart 
station  would  provide  complete  outpatient 
diagnostic  and  treatment  facilities  for  any 
patient  with  heart  disease.  Hospital  beds 
and  emergency  surgery  would  be  available, 
and  the  stations  would  be  open  around  the 
clock.  These  stations  would  become  “self- 
supporting  within  a 10-15  year  period.” 

The  medical-care  facilities  in  the  United 
States  have  largely  developed  as  an  expres- 
sion of  local  needs  and  have  maintained  a 
high  level  of  emotional  and  financial  support 
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Butazolidin* 

brand  of 
phenylbutazone 


Therapeutic  effects 

A number  of  workers  have  reported  ma- 
jor improvement  in  50-75%  of  cases,  with 
some  successful  cases  going  into  com- 
plete remission. 

In  responsive  cases,  improvement  is  gen- 
erally seen  within  a week,  so  that  trial 
therapy  need  seldom  be  continued  be- 
yond this  period.  Alleviation  of  pain  is  fol- 
lowed quickly  by  improvement  of  function 
and  resolution  of  effusion  or  other  signs 
of  active  inflammation.  Relief  of  arthritic 
symptoms  is  quite  frequently  accompa- 
nied by  increased  appetite,  gain  in  weight 
and  an  improved  sense  of  well-being. 

The  initial  response  is  usually  maintained 
without  dosage  increases;  indeed,  ini- 
tial dosage  is  often  reduced  for  mainte- 
nance purposes. 

Salicylate  or  steroid  therapy  can  usually 
be  diminished  or,  in  some  instances, 
eliminated. 

Psoriatic  arthritis  responds  in  the  same 
way  as  rheumatoid  arthritis  but  the  skin 
lesions  are  usually  not  affected  either  fa- 
vorably or  adversely  by  treatment. 


in  rheumatoid  Geigy 

arthritis 


Precautions 

Before  prescribing,  the  physician  should 
obtain  a complete  history  and  perform  a 
complete  physical  and  laboratory  exami- 
nation, including  a blood  count. 

The  patient  should  be  kept  under  close 
supervision  and  should  be  warned  to  re- 
port immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dys- 
crasia);  sudden  weight  gain  (water  reten- 
tion): skin  reactions;  black  or  tarry  stools. 

If  coumarin-type  anticoagulants  are 
given  simultaneously,  the  physician 
should  watch  for  excessive  increase  in 
prothrombin  time. 

Side  effects 

The  most  common  side  effects  are  nau- 
sea, edema  and  drug  rash.  Infrequently, 
agranulocytosis,  generalized  allergic  re- 
action, stomatitis,  vertigo  and  languor 
may  occur.  Leukemia  and  leukemoid  re- 
actions have  been  reported  but  cannot 
definitely  be  attributed  to  the  drug. 

Contraindications 

These  include;  edema,  hypertension,  or 
danger  of  cardiac  decompensation;  his- 


tory or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage:  history  of 
drug  allergy;  history  of  blood  dyscrasia. 
The  drug  should  not  be  given  when 
other  potent  chemotherapeutic  agents 
are  given  concurrently  because  of  the 
increased  possibility  of  toxic  reactions: 
when  the  patient  cannot  be  seen  regu- 
larly: when  the  patient  is  senile. 

Note:  The  physician  should  be  fully  awar< 
of  dosage,  precautions,  side  effects 
and  contraindications  as  contained  in 
the  complete  prescribing  information. 


Butazolidin®  alka 

Each  capsule  contains: 


phenylbutazone 

100  mg. 

dried  aluminum 

hydroxide  gel 

100  mg. 

magnesium  trisilicate 

150  mg. 

homatropine 

methylbromide 

1.25  mg. 

Butazolidin®  brand  of  phenylbutazone 

Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  Bu-3479 
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from  the  communitj'.  Only  recently  has 
the  federal  Government  contributed  signifi- 
cantly, and  then  with  bricks  and  mortar  as 
the  Hill-Burton  program,  rather  than  in 
operation  of  the  facilities.  The  national 
research  and  teaching  effort  has  evolved 
around  private  and  state  medical  schools 
and  their  associated  hospitals.  The  federal 
Government  has  been  to  date  an  excellent 
partner  in  research,  and  has  offered  financial 
support  to  the  institutions  without  funda- 
mentally altering  their  operation.  The  com- 
mission report  proposes  a fundamental  shift 
in  this  balance. 

As  stated  above,  the  size  of  the  newly  pro- 
posed regional  centers  is  not  specified.  If 
they  are  small  and  their  activity  is  primarily 
directed  toward  research,  they  could  be 
integrated  into  established  organizations  and 
have  relatively  little  effect  on  the  present 
How  of  medical  care.  Perhaps  this  is  the 
anticipated  mode  of  operation.  If  so,  the 
program  is  apparently  designed  largely  as  a 
way  of  infusing  ex.ra  capital  into  clinical 
research,  using  the  emotionalism  surround- 
ing heart  disease  and  stroke  as  a means  of 
achieving  popular  support.  Nevertheless, 
even  this  laudable  goal  meets  some  reser- 
vations. The  whole  concept  of  program 
research  is  greeted  less  than  enthusiastically 
by  the  scientific  community.  In  a “program” 
approach  the  goal  is  set  by  the  dollar  sign, 
and  not  by  factors  such  as  the  availability 
and  interest  of  trained  personnel,  the  relative 
scientific  attractiveness  of  various  research 
fields  and  the  state  of  scientific  development 
in  these  fields.  With  enough  cash,  research 
can  be  bought.  This  is  apparent  from  the 
space  programs.  Rightly  or  wrongly,  this 
has  to  date  not  been  the  primary  approach 
in  the  health  sciences. 

However,  academic  medicine  is  supported 
by  the  public  and  bears  a direct  responsibility 
to  it.  Medical  research  must  provide  tangible 
benefits  for  today,  as  well  as  theoretical  bene- 
fits for  tomorrow.  If  in  fact  the  nation’s 
research  effort  has  not  been  sufficiently 
oriented  toward  pressing  medical  and  socio- 
medical problems,  a “program”  approach  may 
be  the  necessary  answer. 


If  the  centers  are  realistically  to  provide 
care  for  people  with  the  three  conditions 
listed  the  facilities  will  necessarily  be  huge 
and  may  overshadow  their  associated  medical 
centers.  In  addition  to  the  problems  associa- 
ted with  the  scientific  output  mentioned 
above,  the  program  will  amount  to  federal 
entry  in  a big  way  into  patient  care,  in  a pro- 
gram lacking  local  support  and  responsibility, 
and  in  competition  with  pre-existing  units. 
Has  the  public  decided  it  wants  the  federal 
Government  to  operate  a large  portion  of  the 
medical  facilities  in  the  country?  No  con- 
sensus on  this  question  is  available. 

The  cost  of  building  these  centers  and  the 
problems  of  locating  them  will  surely  be 
enormous.  Certainly,  politics  will  not  enter 
the  equation,  but  how  will  a committee 
resolve  the  factors  set  into  motion  by  estab- 
lishing one  university  hospital — for  example, 
in  New  York  City — as  a stroke  center? 
Should  the  other  hospitals  close  down  their 
services?  If  not,  how  will  they  be  able  to 
compete  financially? 

The  creation  of  specialized  hospitals,  which 
in  fact  the  treatment  centers  are,  runs  against 
an  important  contemporary  trend.  More 
and  more  specialized  units  are  now  integrat- 
ing with  general  hospitals  to  the  benefit  of 
each  party.  Specialized  units  are  the  glory  of 
the  empire  builder  and  can  be  enormously 
successful.  But  if  a specialty  organization 
exists  outside  the  general  stimulation,  super- 
vision and  criticism  of  a broadly  oriented 
scientific  environment,  there  is  a tendency 
for  inbreeding,  and  it  often  tends  to  run 
downhill.  The  problems  apparent  in  the  Can- 
cer Chemotherapy  Program  may  be  taken  as 
a case  in  point. 

Is  there  proof  that  enlarged  clinical-re- 
search units  within  the  present  framework 
of  medical  centers  could  not  carry  out 
augmented  responsibilities?  Is  there  reason 
to  believe  that  15  new  special  cardiac  units 
would  be  better  than  strengthened  units  al- 
ready present  in  every  major  teaching-hos- 
pital complex  in  the  country — units  that  are 
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Make  your  reservation  now  for  HYC— 
avoid  the  rush— avoid  the  lines— 
register  today! 


AMA  Bylaws 


Please  Note 


Chapter  VI.  Meetings-Section  2.  Registration  (A)  Mem- 
bers. A Member’s  Section  registration  shall  corre- 
spond with  his  specialty  or  General  Practice  status  as 
designated  by  him  for  classification  in  the  American 
Medical  Association  Directory.  To  be  accepted  for  Sec- 
tion registration  purposes,  a member  of  a Section  who 
desires  to  change  his  registration  from  one  Section  to 
another  because  of  a change  in  his  specialty,  shall  be 
required  to  inform  the  Headquarters  of  The  American 
Medical  Association  by  written  notice  of  this  intention  at 
least  sixty  days  in  advance  of  the  Annual  Convention. 

Chapter  VII.  Sections-Section  7.  Participation  in  Busi- 
ness Only  active  members  registered  in  accordance  with 
Chapter  VI,  Section  2 (A)  shall  have  the  right  to  partici- 
pate in  the  business  deliberation  of  a section. 


An  Active  physician  member  may  not  change  his  Section  registration  for  voting  purposes  from  one  Section  to  another 
Section,  unless  written  notice  of  a change  in  his  specialty  has  been  given  the  AMA  Headquarters  at  least  60  days 
(by  April  20,  1965)  in  advance  of  the  opening  day  of  the  Annual  Convention. 


Upon  completion  of  an  Active  Member's  Registration  at  the  AMA  Registration  Desk,  members  will  not  be  per- 
mitted to  switch  from  one  Section  registration  to  another  Section  registration  during  the  entire  period  that  the  AMA 
Annual  Convention  is  in  session. 


However,  all  members  are  encouraged  to  attend  any  and  all  of  the  Scientific  Section  programs.  Such  attendance 
has  no  direct  connection  with  the  Section  in  which  an  Active  Member  may  wish  to  be  qualified  to  vote. 


TO  ASSURE  YOUR  VALID  REGISTRATION  AT  THE114th  ANNUAL  CONVENTION  FILL  IN  THE  COUPON  BELOW: 


PLEASE  RETURN  TO:  Circulation  and  Records  Dept. 

American  Medical  Association  535  North  Dearborn  Street,  Chicago,  Illinois  60610 


V Here  y 


AMA 

NYC 


For 


ADVANCE  REGISTRATION 


of  Physicians 


This  coupon  must  be  returned  before  June  2,  1965  to  receive  your  Advance  Registration  Identification  Card 
for  New  York  City.  Your  card  will  be  sent  to  you  on  June  9 unless  you  request  an  earlier  mailing  date. 


Name  (Please  Print). 


(Each  Physician  Must  Register  In  His  Own  Name) 


Address. 


City 


I am  a Member  of  the  AMA  thru  the. 


Zip  Code 

.State  Medical 


Association  or  in  the  following  government  service:. 


In  accordance  with  the  AMA  Bylaws,  I hold  active  membership  in  the  AMA  and  I wish  to  vote  in  the 
Scientific  Section  I have  checked; 


□ Allergy 

n Anesthesiology 

□ Dermatology 

□ Diseases  of  the  Chest 

□ Experimental  Medicine  and 

Therapeutics 


□ Gastroenterology 

□ General  Practice 

□ General  Surgery 

□ Internal  Medicine 

□ Laryngology,  Otology 

and  Rhinology 

(Only  Active  Members  Will  Be  Permitted  To  Vote) 


□ Military  Medicine 

□ Nervous  and  Mental  Diseases 

□ Obstetrics  and  Gynecology 

□ Ophthalmology 

□ Orthopedic  Surgery 

□ Pathology  and  Physiology 


□ Pediatrics 

□ Physical  Medicine 

□ Preventive  Medicine 

□ Proctology 

□ Radiology 

□ Urology 
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fully  integrated  with  the  medical  and  sur- 
gical services  of  the  hospital  center? 

Where  will  the  staff  for  new  institutions 
come  from,  when,  as  the  Commission  points 
out,  a growing  shortage  of  physicians  already 
exists  and  little  relief  can  be  expected  for  five 
to  ten  years? 

What  happens  to  patients  having  some 
other  illness?  Should  they  be  expected  to 
pay  taxes  to  care  for  patients  with  heart 
disease?  Or  will  there  be  “other  thirty  per 
cent”  regional  centers? 

Heart  disease,  cancer  and  stroke  are  serious 
problems,  but  should  these  illnesses  be  em- 
phasized to  the  exclusion  of  problems  more 
commonly  striking  down  victims  in  the 
younger  years? 

It  is  also  possible  that  the  major  deficit  in 
present  medical  care  is  in  the  application  of 
available  information  at  the  primary-care 
level,  and  not  in  the  acquisition  of  new  infor- 
mation. A distinguished  physician  once 
proposed  a moratorium  on  research,  and  the 
idea  contains  a grain  of  common  sense.  It 
may  be  questioned  whether  the  develop- 


ment of  a complex  of  research  centers  will 
aid  the  family  physician  who  is  hindered 
already  by  too  many  patients,  too  many 
forms,  too  little  time  and  a bewildering  array 
of  undigested  medical  facts.  Will  it  provide 
the  time  or  incentive  or  financial  support 
for  effective  postgraduate  education,  and 
more  importantly  encourage  translation  of 
education  into  improved  practice? 

It  is  admittedly  necessary  to  strengthen 
research,  increase  health  personnel  and  plan 
regionally.  It  is  less  than  certain  that  the 
whole  fabric  of  medical  care  should  be  re- 
woven. The  program  must  be  carefully 
scrutinized  by  Congress,  and  by  the  nation’s 
taxpayers.  All  things  considered,  the  medi- 
cal profession  is  in  no  position  to  stand  alone 
and  say  “unfair,”  when  its  recent  protesta- 
tions have  been  so  poorly  received. 

The  line  is  already  forming  for  the  hand- 
outs since  not  many  medical  schools  are 
going  to  be  caught  without  at  least  one  of 
the  regional  centers.  In  fact,  the  rush  toward 
the  public  till  may  inhibit  careful  consid- 
eration of  the  program  and  its  alternatives. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say  things  gO 

better,! 

^with 

Coke 


BOTTLED  UNDER  AUTHORITY  OF  THE  COCA-COLA  COMPANY  BY  CRAWFORD  JOHNSON  AND  COMPANY  INCORPORATED 
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■ Clinicians  throughout 
the  world  consider 
meprohamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-eificacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications;  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


\ 
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Wallace  Laboratories  / Cranbury,  N.J. 


CHECK 

Your  Advantages 
In  Trading  With  Us 

I I CONFIDENCE — Backing  our  products  and  customers 
always 

□ PROMPT  DELIVERIES  — City  wide 

□ EMERGENCY  DELIVERIES  — Instantaneous 
Q QUALITY  MERCHANDISE  — Nation's.  leading 

manufacturers 

□ COMPLETE  STOCKS  — 9,000  items,  minimum 

backorders 

□ FRESH  STOCKS  — “On  the  ball"  buying  system 

□ CLEAN  STOCKS  — Modern,  air-conditioned  warehouse 

□ PROFESSIONAL  PERSONNEL  — With  years  of  experience 

□ ACCURATE  BILLING  — Neat  invoices,  within  24  hours 
n LIBERAL  TERMS  — Lowest  rates  in  the  industry 

□ LOWEST  PRICES  — Through  efficient  management 

□ EASY  SHOPPING  — Central  location,  plenty  of  free 

parking 

□ MODERN  DISPLAYS  — Clean  and  air-conditioned 

n REPAIR  SERVICE  — Competent  men  and  complete  shop 

□ LOANERS  FOR  EMERGENCIES  — When  your  equipment 

is  down 

□ MAINTENANCE  SERVICE — To  prolong  your  equipment's 

life 

□ RENTAL  SERVICE  — Most  complete  line 

□ CITIZENSHIP  — Faithfully  supporting  City,  State  and 

Institutions  since  1870. 

SETTING  THE  PACE  - AND  LEADING  THE 
FIELD  - FOR  SERVICE 
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Chenault  Represents  Alabama  In  Testimony 
Against  Medicare 


Dr.  John  M.  Chenault  of  Decatur,  member 
of  the  Board  of  Censors  and  Board  of  Trustees 
of  the  Medical  Association  of  the  State  of 
Alabama,  represented  MASA  recently  in 
testimony  against  the  so-called  medicare  bill 
before  the  Finance  Committee  of  the  U.  S. 
Senate  in  Washington. 

Dr.  Chenault  pointed  out  the  many  features 
of  the  proposal  which  he  felt  were  not  in  the 
best  interest  of  physicians  or  their  patients 
and  urged  that  the  bill  be  defeated. 

MASA  president.  Dr.  James  Donald  of  Mo- 
bile, Dr.  Paul  Burleson  of  Birmingham  and 
Judge  Newton  Powell  of  Decatur  also  were 
in  the  delegation  appearing  at  the  hearing. 

Dr.  Chenault  reported  that  the  testimony 
of  the  medical  profession  was  “well  received” 
and  that  “we  have  some  reason  to  hope  that 
physicians  can  be  excluded  from  the  Social 
Security  program.” 

He  said  that,  during  the  questioning  by 
Senator  Anderson,  “the  point  was  forcibly 
made  that  no  group  had  ever  been  taken  in- 
to the  Social  Security  system  except  on  a 
voluntary  basis.” 

U.  S.  Senator  John  Sparkman  appeared  be- 
fore the  committee  with  the  Alabama  dele- 


gation. “We  were  delighted  to  learn,”  Dr. 
Chenault  added,  “that  he  still  favors  the  po- 
sition of  organized  medicine  concerning  the 
objectionable  features  of  H.  R.  6675.” 


Hospital  Shortage  Cited 
By  Huntsville's  Jordan 

The  reason  for  a shortage  of  doctors  in 
the  Huntsville  area  is  mainly  lack  of  hospital 
beds.  Dr.  B.  B.  Jordan,  president  of  the 
Madison  County  Medical  Society,  recently 
told  a meeting  of  Young  Republicans. 

Dr.  Jordan  said  there  are  105  physicians 
in  Huntsville  serving  123,000  persons.  The 
city  has  gained  only  one  general  practitioner 
in  the  past  eight  years  and  has  only  10 
pediatricians,  none  of  which  are  taking  new 
patients.  Dr.  Jordan  pointed  out. 


Dr.  Robert  Oliver  Speaks  In  Tuskegee 

Dr.  Robert  K.  Oliver,  medical  director  of 
Tuscaloosa’s  Hale  Memorial  Hospital,  re- 
cently addressed  students  at  Macon  Academy 
in  Tuskegee  on  the  perils  of  smoking.  Dr. 
Oliver  also  addressed  the  Montgomery 
Tuberculosis  Association  on  the  same  sub- 
ject. 
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Take  one  tablet  every  day 
with  breakfast. 


Just  one? 


Please  bring  me  some  Regroton 
samples,  Miss  Brown. 


Thanks. 


Sure.  One  tablet  works  round 
the  clock. 


Regroton* 


Superior  to  other  antihypertensives 
in76  of  80  patients  in  a 2-year  study* 


Geigy 


Composition:  Each  tablet  contains  chlorthalidone, 
50  mg.,  and  reserpine,  0.25  mg. 

Contraindications:  History  of  mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal 
or  hepatic  diseases. 

Warning:  Discontinue  2 \weeks  before  general 
anesthesia,  1 week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs. 
Precautions:  Reduce  dosage  of  concomitant  anti- 
hypertensive agents  by  one-half.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated. 
Electrolyte  imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in  cirrhosis  or 


severe  ischemic  heart  disease,  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt 
restriction  is  not  recommended.  Use  with  caution 
in  patients  with  ulcerative  colitis,  gallstones,  or 
bronchial  asthma. 

Side  Ellects:  Nausea,  vomiting,  diarrhea,  muscle 
cramps,  headaches  and  dizziness.  Potential  side 
effects  include  angina  pectoris,  anxiety,  depres- 
sion, drowsiness,  hyperglycemia,  hyperuricemia, 
lassitude,  leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescribing 
information. 


Average  Dosage:  One  tablet  daily  with  breakfi 
Availability:  Bottles  of  100  and  1000  tablets. 

‘Chupkovich,  V.;  Finnerty,  F.  A.,  Jr.,  and 
Kakaviatos,  N.:  The  value  of  chlorthalidone  pi' 
reserpine  in  moderately  severe  and  severe  hy 
tension:  A two  year  study.  Presented  at  the7tl 
Inter-American  Congress  of  Cardiology,  Monti 
June  14-19,  1964. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  RE-3456 
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Dr.  Jean  Clark  NASA’s  First  Lady  Trustee 


A lovely  lady  who  also  happens  to  practice 
medicine  in  Vincent,  Ala.  has  become  the 
first  female  member  of  the  Board  of  Trustees 
of  the  Medical  Association  of  Alabama. 

She  is  Dr.  Jean  Clark  who  was  elected 
to  the  previously  all-male  board  at  MASA’s 
annual  session  in  Birmingham  last  April. 

Dr.  Clark — she  retains  her  maiden  name 
for  professional  purposes— is  married  to 
another  Shelby  County  physician,  Dr.  W.  C. 
Browne.  She  is  a member  of  the  Alabama 
Chapter  of  the  National  Academy  of  General 
Practice,  secretary-treasurer  of  the  Shelby 
County  Medical  Society  and  is  a past  pres- 
ident of  the  Shelby  society. 

Dr.  Clark  also  finds  time  to  be  a mother — 
she  and  Dr.  Browne  have  three  children — 
and  to  take  part  in  the  community  affairs 
parenthood  requires.  She  is  active  in  PTA, 
Study  Club,  Federated  Women’s  Club  and 
other  civic  organizations  in  her  community. 

Dr.  Clark  was  born  in  Neola,  Iowa  and 
received  her  medical  degree  from  the  Univer- 
sity of  Nebraska  Medical  School  in  1942. 
While  at  Nebraska  she  received  a fellowship 
in  bacteriology  during  which  she  did  ex- 
perimental work. 

Dr.  Clark  interned  at  Charity  Hospital 
in  New  Orleans  and  in  1942  was  granted  a 
residency  in  obstetrics  and  gynecology  on 
the  Tulane  Service.  She  was  the  first  woman 
in  medicine  to  receive  this  honor  from 
Tulane. 

Drs.  Clark  and  Browne  were  married  in 
1943  and  shortly  thereafter  Dr.  Browne 
entered  the  armed  services.  Dr.  Clark 
resigned  her  residency  appointment  in  order 
to  accompany  her  husband,  but  returned  to 
Charity  Hospital  to  complete  her  intern- 
ship in  1946. 

In  December  1946,  her  internship  com- 
pleted, Dr.  Clark  rejoined  her  husband  who 
had  begun  practice  in  Vincent.  The  two 
have  been  partners  ever  since. 


How  does  she  feel  about  being  our  first 
woman  trustee? 

“I  look  forward  with  enthusiasm  to  the 
responsibility  of  being  a member  of  the  Board 
of  Trustees,”  Dr.  Clark  says,  “and  shall  make 
every  effort  to  justify  the  confidence  that 
has  been  placed  in  me.  I appreciate  this 
opportunity  to  be  of  service,  and,  to  say 
the  least,  I am  truly  honored.” 


Dr.  Calix  Resigns  Post 
At  Tuberculosis  Hospital 

Dr.  Arthur  A.  Calix,  medical  director  and 
superintendent  of  the  District  One  Tuber- 
culosis Sanitarium  for  the  past  11  years,  has 
resigned  to  enter  the  private  practice  of 
internal  medicine  in  Decatur. 

Dr.  Calix’s  resignation  is  effective  Septem- 
ber 1. 
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TUBERCUUN,TINETEST 

(Rosenthal)  Lederle 

ideally  suited  for  routine  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical— can  be  administered  by  nurses  under  physician  supervision 
convenient— no  refrigeration  or  other  storage  precautions 
economical— stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test  site. 
Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available  as  the  new 
individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

9635-5 
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around  tifi&state 


Matthew  McNulty  Receives  Rare  Honor 


Leadership  in  scientific  management  of 
hospitals  by  Matthew  F.  McNulty,  Jr.,  of 
Birmingham  was  recognized  Wednesday 
afternoon,  May  12,  in  Chicago  by  the  Hos- 
pital Management  Systems  Society. 

McNulty,  General  Director  of  the  Univer- 
sity of  Alabama  Hospitals  and  Clinics,  was 
elected  unanimously  as  an  Honorary  Mem- 
ber of  the  Hospital  Management  Systems 
Society.  An  official  of  the  organization 
indicated  that  selection  of  McNulty  marked 
only  one  of  a very  few  honorary  member- 
ship awards  by  the  organization. 

In  making  the  award  at  the  National 
Convention  Annual  Meeting,  the  President 
of  the  Society  indicated,  “This  class  of  mem- 
bership is  bestowed  only  infrequently  on 
persons  of  national  stature  who  have  made 
significant  countrywide  contributions  to  the 
advance  of  hospital  systems  through  scien- 
tific endeavor.” 

McNulty  has  provided  leadership  for  many 
years,  innovating  and  encouraging  methods 
improvement  in  hospitals.  He  is  former 
Chairman  of  the  American  Hospital  Asso- 
ciation National  Committee  on  Methods 
Improvement.  He  has  served  as  a member 
of  the  National  Advisory  Committee  to 
Hospital  Systems  Research  at  the  University 
of  Pittsburgh  and  the  Georgia  Institute  of 
Technology. 

McNulty  has  worked  on  various  national 
methods  improvement  projects,  including 
participation  on  programs  with  Dr.  Lillian 
M.  Gilbreath,  wife  and  professional  partner 
of  Frank  B.  Gilbreath.  It  was  Dr.  Frank 
Gilbreath  who,  about  the  turn  of  the  century. 


was  the  first  scientific  management  con- 
sultant to  apply  motion  study  techniques  to 
the  hospital  study  situation. 

Many  other  honors  have  been  awarded 
McNulty.  He  is  a past  member  of  the 
Advisory  Committee  to  the  Hospital  Division 
of  the  W.  K.  Kellogg  Foundation.  He  has 
twice  served  as  a member  of  the  Advisory 
Committee  to  the  Surgeon  General  on  Pro- 
fessional Nurse  Traineeship  programs.  He 
is  a former  member  of  the  Advisory  Board 
of  the  American  Hospital  Education  and 
Research  Foundation.  He  is  a Fellow  of  the 
American  Public  Health  Association  and  has 
served  that  organization  in  various  local, 
regional  and  national  assignments. 

As  a former  member  of  the  Board  of  the 
American  College  of  Hospital  Administrators, 
McNulty  was  the  Regent  for  the  six  South- 
eastern states.  He  is  past  president  of  many 
health  services  and  health  science  associa- 
tions, including  the  Birmingham  Regional 
Hospital  Council,  the  Alabama  Hospital 
Association,  and  the  Visiting  Nurse  Associa- 
tion of  Jefferson  County. 

At  present  McNulty  is  Chairman  of  the 
Teaching  Hospital  Section  of  the  Association 
of  American  Medical  Colleges.  He  is  Chair- 
man of  the  Committee  for  Health  Science 
Libraries  of  the  American  Hospital  Associa- 
tion and  a member  also  of  the  Council  on 
Nursing  for  the  A.  H.  A.  He  is  Vice  Chair- 
man of  the  Central  Committee  on  Institutes 
which  establishes  policy  for  continuing  edu- 
cation programs  in  the  United  States  and 
Canada  for  the  American  College  of  Hospital 
Administrators. 
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to  help  relieve  pain 
in  common 
anorectal  disorders 


“non-came^ 

Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

^Merrell^ 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Gncinnati,  Ohio  45215/Weston,  Ontario 


1 


( 


494 


JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA  ' 


AROUND  THE  STATE 


Three  Alabama  Doctors 
Receive  Cancer  Grants 

Three  Birmingham  doctors  have  received 
grants  from  the  American  Cancer  Society 
for  research  on  the  possible  cure  and  pre- 
vention of  the  disease. 

Dr.  J.  D.  Emerson  of  the  University  Medical 
Center  received  a grant  of  $18,966  to  study 
cancer  immuno-therapy;  Dr.  William  Nieder- 
meier  of  the  Medical  Center  received  a grant 
of  $17,288  to  study  certain  aspects  of  mesothe- 
liomas, and  Dr.  L.  L.  Bennett  Jr.  of  Southern 
Research  Institute  was  awarded  a $28,550 
grant  to  study  the  mechanisms  of  action  of 
compounds  which  are  known  to  inhibit  the 
growth  of  tumor  cells. 


Epilepsy  Foundation  Seeks 
Birmingham  Chapter 

Plans  are  underway  for  the  formation  of  a 
Birmingham  chapter  of  the  national  Epilepsy 
Foundation,  a non-profit  organization  sup- 
ported by  voluntary  contributions. 

The  division  of  neurology  of  the  Medical 
College  of  Alabama  recently  received  a 
$6,000  initial  grant  from  the  foundation  to 
finance  such  a chapter  which  could  utilize 
the  University  Computer  Center.  The  pro- 
ject was  originated  by  Dr.  Samuel  C.  Little, 
professor  of  neurology  and  executive  officer 
of  the  neurology  division. 


Dr.  Raymond  Gasser 
Speaks  To  Academy 

Dr.  Raymond  F.  Gasser  of  the  University 
Medical  Center  recently  addressed  the  42nd 
annual  Alabama  Academy  of  Science,  held 
at  Florence  State  College.  Dr.  Gasser’s 
subject  was  “A  Description  of  the  Develop- 
ment of  the  Facial  Muscles  in  Man.” 


Dr.  Moore  Addresses 
Luverne  Rotarians 

Dr.  Morgan  Moore  of  Andalusia  recently 
was  guest  speaker  at  the  Luverne  Rotary 
Club.  Dr.  Moore’s  subject  was  the  Elder- 
care-Medicare  struggle  now  pending  in  Con- 
gress. 


SOCIAL  WORKER  SCHOOL 
SET  UP  BY  LAWMAKERS 

A bill  which  would  provide  a graduate 
school  of  social  work  at  the  University 
of  Alabama  with  money  coming  from  the 
Special  Education  Trust  Fund  was  passed 
by  the  recent  special  session  of  the  Ala- 
bama legislature. 

Sponsors  of  the  law  said  a shortage  of 
social  workers  in  the  state  was  acute  and 
emphasized  that  health  clinics  must  be 
adequately  staffed  to  receive  federal 
grants. 

Among  the  leading  supporters  of  the 
bill  was  Dr.  William  Tragle,  director  of 
the  State  Health  Department’s  division  of 
mental  health  planning. 


Dr.  H.  S.  Bartlett  Named 
To  Head  State  Surgeons 

Dr.  H.  S.  Bartlett  of  Montgomery  has  been 
named  president  of  the  Alabama  section  of 
the  International  College  of  Surgeons. 

Other  officers  elected  at  the  group’s  annual 
meeting  in  Birmingham  recently  were  Dr. 
Albert  Jackson,  Tuscaloosa,  president-elect; 
Dr.  E.  N.  Kaiser,  Montgomery,  first  vice 
president;  Dr.  B.  F.  Thomas,  Auburn,  second 
vice  president;  Dr.  William  Thuss,  Birming- 
ham, third  vice  president;  Dr.  W.  H.  Irwin, 
Leeds,  fourth  vice  president;  and  Dr.  Paul 
W.  Shannon,  Birmingham,  secretary-treas- 
urer. 


Medical  College  Receives 
$47  Thousand  From  H.  E.  W. 

The  Medical  College  of  Alabama  has 
received  a $47,032  federal  capital  contribution 
for  the  fiscal  year  1966  under  the  Health 
Professions  Student  Loan  Program.  The 
grant  was  announced  recently  by  the  Depart- 
ment of  Health,  Education  and  Welfare. 

The  money,  made  available  through  the 
Public  Health  Service,  is  used  for  loans  to 
full-time  students  who  are  pursuing  a course 
of  study  leading  to  a doctor’s  degree. 
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FAMOUS  ALABAMA  PHYSICIANS 


B 


R.  J.  MARION  SIMS  (1813-1883), 
who  became  one  of  the  most  re- 
nowned surgeons  of  his  day,  de- 
scended from  rural  stock.  His  fam- 
^ ily  had  been  successful  farmers  in 
Virginia  and  the  Carolinas.  Marion  was 
born  Jan.  25,  1813,  at  Hanging  Rock,  S.  C. 

His  father  had  little  formal  education 
and,  as  is  often  the  case,  Marion  was  barely 
five  when  his  father  launched  him  on  a 
scholastic  career.  He  attended  a number 
of  schools,  including  Franklin  Academy  at 
Lancaster,  S.  C.,  and  at  his  father’s  insist- 
ence included  both  Latin  and  Greek  in  his 
course  of  study.  Marion  later  attended 
South  Carolina’s  state  college  at  Columbia 
where  he  graduated  in  1832. 

In  1834,  Sims  enrolled  at  Jefferson  Medi- 
cal College  in  Philadelphia  and  his  career 
was  greatly  influenced  by  two  of  his  in- 
structors there.  Dr.  Granville  Sharp  Pat- 
terson and  Dr.  George  McClellan.  Sims 
graduated  from  Jefferson  March  15,  1835. 

Dr.  Sims  returned  to  his  home  town  for 
a few  months  of  relatively  unsuccessful 
practice  and  then  set  out  with  his  father 
on  Oct.  13,  1835  for  Marengo  County,  Ala. 
Three  weeks  later  they  stopped  in  Mount 
Meigs,  Ala.,  near  Montgomery,  where  they 
planned  to  visit  some  South  Carolina 
friends  who  were  residing  in  the  area.  His 
friends  persuaded  Dr.  Sims  to  remain  in 
Mount  Meigs  and  he  began  practice  there 
late  in  1835. 

In  1840  Dr.  Sims  moved  to  Montgomery 
and,  despite  frequent  attacks  of  malaria, 
acquired  an  excellent  practice  among  the 
city’s  wealthy  citizens.  It  was  at  this  time 
that  he  encountered  a case  of  retroversion 
of  the  uterus,  and  in  the  course  of  treat- 
ment he  conceived  of  a method  of  observ- 
ing the  condition  known  as  vesico-vaginal 
fistula. 

While  attending  three  Negresses  who 
had  been  referred  to  him,  and  who  were 
being  treated  in  the  private  hospital  which 
he  had  built  in  his  yard  for  Negro  surgical 
patients.  Dr.  Sims  developed  an  operation 
which  cured  the  condition. 

Despite  the  fact  that  Dr.  Sims  considered 
himself  a family  practitioner  and  a sur- 
geon, and  usually  had  nothing  to  do  with 
diseases  of  women.  Dr.  Sims  became  re- 


nowned for  developing  this  operation.  He 
moved  to  New  York  where  he  demonstrat- 
ed his  operation  for  vesico-vaginal  fistula 
to  doctors  there.  As  soon  as  the  New  York- 
ers learned  to  perform  the  operation,  how- 
ever, they  dropped  Dr.  Sims  who  soon 
found  himself  without  friends  and  almost 
without  a livelihood. 

Dr.  Sims  made  an  effort  to  interest  doc- 
tors in  New  York  in  establishing  a women’s 
hospital,  but  he  failed  to  gain  their  sup- 
port. A series  of  meetings  with  influential 
women  of  the  city  followed  which  resulted 
in  the  opening  of  a 30-bed  charity  hospital 
for  women  May  1,  1855.  Dr.  Sims  was  sur- 
geon. Later  he  became  Chief  Consulting 
Surgeon  and  a member  of  the  hospital’s 
board  of  governors. 

During  the  summer  of  1861,  Dr.  Sims 
toured  Europe  where  leading  surgeons  had 
invited  him  to  demonstrate  the  operation 
which  he  perfected.  He  returned  to  the 
U.  S.  and  in  1875  was  elected  president  of 
the  American  Medical  Association. 

Dr.  Sims  died  Nov.  13,  1883.  Statues  of 
him  have  been  placed  on  the  capitol 
grounds  at  both  Columbia,  S.  C.,  and  Mont- 
gomery as  well  as  in  Bryant  Park,  New 
York  City.  When  the  Alabama  Hall  of 
Fame  was  inaugurated  in  1854,  Dr.  Sims 
was  one  of  the  11  persons  originally  se- 
lected for  membership. 


One  of  a series  of  Famous  Alabama  Physicians  based  on  research  compiled  by  Dr.  E.  B.  Carmichael 
for 

Durr  Surgical  Supply  Co. 

Montgomery  Birmingham  Huntsville 
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Ronald  Gene  Owens,  16-year-old  Sylacauga  student,  was  presented  one  of  two  top  citations  of  the 
AM  A at  the  annual  Health  Awards  dinner  dance  held  at  St.  Louis  during  the  National  Science  Fair- 
International.  Young  Owens,  left,  is  shown  above  with  Dr.  Donovan  Ward,  AM  A president.  Owens'  win- 
ning exhibit  was  entitled,  "Mental  and  Physical  Effects  of  Acceleration  on  Mice"  and  won  him  an  ex- 
pense-paid trip  to  the  AMA's  114th  annual  convention  in  New  York  this  month. 


Dr.  Cooper  Opens 
New  Clinic  At  Elba 

Dr.  Bancroft  Cooper  of  Elba  recently 
opened  a new  medical  clinic  at  Elba  in  the 
vicinity  of  the  Elba  General  Hospital.  A 
large  crowd  attended  a formal  opening  and 
inspection  of  the  facility. 


Dr.  E.  W.  Stevenson  Joins 
Staff  At  Norwood  Clinic 

Dr.  E.  W.  Stevenson,  formerly  of  Decatur, 
has  joined  the  staff  of  the  Norwood  Clinic 
at  Birmingham.  Dr.  Stevenson  practiced 
as  an  ear,  nose  and  throat  specialist  in  De- 
catur for  five  years  before  moving  to  Bir- 
mingham. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


DOCTOR!  A MINUTE.  PLEASE! 


We  know  you're  beseiged  by  insurance 
men  but  . . . The  Alabama  Medical  Asso- 
ciation has  a Special  Plan  tor  you. 


Your  Insurance  Committee  has  Approved  It  And  Given  Us 
an  Exclusive  Endorsement. 


They  want  you  to  see  . . . 

THE  PLAN  THAT  PROTECTS  YOUR  INCOME! 

LOW  COST  TERM  LIFE  INSURANCE  ALSO  AVAILABLE! 


Administered  by: 

W.  T.  HALLIDAY 


AGENCY 

213  North  21st  Street 
Birmingham,  Alabama 


Mutual 

OF  OMAHA 


Life  Insurance  Affiliate: 

UNITED  OF  OMAHA 
UNITED  BENEFIT  LIFE  INSURANCE 
COMPANY 

Home  Offices;  Omaha,  Nebraska 
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Medical  Assistants  Plan  Montgomery  Seminar 

Medical  assistants  from  throughout  Alabama  will  gather  in  Montgomery  July  31  and 
Aug.  1 for  their  fourth  annual  seminar.  Dr.  James  G.  Donald  of  Mobile,  president  of  the 
Medical  Association  of  the  State  of  Alabama,  and  Dr.  Ira  Myers  of  Montgomery,  state  health 
officer,  will  be  featured  speakers  at  the  seminar  dinner  to  be  held  Saturday  evening,  July  31. 
Dr.  Donald  will  speak  on  “The  Future  Of  Medicine  In  Alabama.”  Other  program  highlights 
follow: 


Reservation  Form 

SEMINAR  FOR  MEDICAL  ASSISTANTS 

University  of  Alabama,  Montgomery,  Alabama 
435  Bell  Street 

July  31-August  1,  1965 

Registration  fee  (including  Saturday  evening  dinner  and  Sunday  luncheon)  $12.00 

Name 

Mailing  Address 

Make  check  or  money  order  payable  to  University  of  Alabama 

Please  return  to:  C.  E.  Adams,  Co-ordinator  of  Conference  Activities,  Box  2987,  University, 
Alabama 


OBITUARIES 


DR.  FRANK  R.  WOOD 

Dr.  Frank  R.  Wood,  91,  who  had  practiced 
medicine  in  Cleburne  County  for  the  past 
half-century,  died  April  21  at  Cleburne 
County  Hospital  in  Heflin.  Dr.  Wood  was 
a graduate  of  Chattanooga  Medical  College 
and  began  practicing  in  Cleburne  County 
in  1909.  He  was  the  county’s  first  medical 
officer  and  served  in  that  capacity  for  17 
years.  Survivors  include  the  widow,  Mrs. 
Ressie  Wood,  one  daughter,  Mrs.  E.  C.  Kirk 
of  Roanoke;  and  three  sons,  Escar  B.  of 


Heflin,  Frank  P.  of  Jacksonville,  Fla.,  and 
Will  M.  Wood  of  Roanoke. 


DR.  EDWARD  WATERS  GRAY 

Dr.  Edward  Waters  Gray,  who  had  prac- 
ticed medicine  for  more  than  50  years,  died 
April  4 in  Florence  at  his  residence.  Dr. 
Gray  was  a 1909  graduate  of  the  University 
of  Alabama  Medical  School  and  served  as 
president  of  both  the  Lauderdale  and  Col- 
bert County  Medical  Societies.  Survivors 
include  a daughter,  Mrs.  Lawrence  Traubue, 
of  Nashville,  Tenn. 
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Qrest 

SANITARIUM 

AND  OUTPATIENT  CLINIC 

nT  Diiii 

4'  & 

I MEDICAL  DIRECTORS: 

James  A.  Becton,  M.D.,  F.A.P.A. 
James  K.  Ward,  M.D.,  F.A.P.A. 


Location:  7000  5th  Avenue  South 

Box  2894,  Woodlawn  Station 

BIRMINGHAM,  ALABAMA  35212 
Phone,  595-1151 


is  a private  psychiatric  hospital  established 
in  1925  for  the  treatment  of  nervous  or 
mental  disorders,  alcohol  or  drug  addiction 
problems. 

The  hospital  accepts  both  men  and  women. 
It  is  departmentalized  according  to  sex  and 
the  degree  of  illness,  with  different  sections 
for  the  acutely  ill  patient,  the  mildly  ill 
patient,  the  convalescent  patient,  and  the 
chronically  ill  resident  patient.  All  rooms 
are  private. 


HILL  CREST  SANITARIUM  is  a mem- 
ber of: 

American  Hospital  Association 
A>ierican  Psychiatric  Association 
National  Association  of  Private 
Psychiatric  Hospitals 
Alabama  Hospital  Association 
Birmingham  Regional  Hospital 
Council 
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A P P A I.  A G H I A N UAL  L 

ESTABLISHED  1916 

ASHEVILLE  NORTH  CAROLINA 


An  institution  for  the  diagnosis  and  treatment  of  psychiatric  and  neurological  illnesses,  rest,  con- 
valescence, drug  and  alcohol  habituation. 

Insulin  coma,  electroshock  and  psychotherapy  are  employed.  The  institution  is  equipped  with  com- 
plete laboratory  facilities,  including  electroencephalography  and  x-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all 
around  climate  for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms 
single  or  en  suite. 

Wm.  Ray  Griffin.  Jr„  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 


THE 

SILVER  HILL 
FOUNDATION 


NEW  CANAAN 
CONNECTICUT 


A Psychotherapeutic  Unit 
for  the  Study  and  Treatment 
of  the  Psychoneuroses 


Announces 
THREE  YEAR 
RESIDENCY 
TRAINING 
PROGRAM 


IN  PSYCHIATRY 

Approved  by  the  American  Medical  Association  and  the  American  Board  of  Psychiatry  and  Neu- 
rology. Affiliated  with  Departments  of  Psychiatry  and  Neurology  of  the  College  of  Physicians  and 

Surgeons,  Columbia-Presbyterian  Medical  School,  New  York  City. 

First  year  spent  at  Medical  Center,  New  York,  N.  Y.,  second  and  third  years  at  Silver  Hill,  New 

Canaan,  Connecticut.  Applicants  also  considered  who  have  completed  one  year  or  more  of  train- 

ing elsewhere  for  the  second  and  third  year  program. 

Emphasis  placed  on  training  of  physicians  for  private  practice  of  psychiatry,  under  experienced 
preceptors,  Board  Diplomates,  with  teaching  background.  Generous  compensation,  opportunities  for 
permanent  staff  appointment.  Only  outstanding  applicants  accepted. 

For  further  information  and  application  form,  write:  Charles  P.  Neumann,  M.  D.,  Medical  Direc- 
tor, The  Silver  Hill  Foundation,  Box  1177,  New  Canaan,  Connecticut. 
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The  Woman’s  Auxiliary 


Dear  Doctors: 

I would  like  for  you  to  know  who  your 
“trademarks”  are  in  our  respective  counties. 
Blount  County  is  represented  on  the  state 
board  by  having  Mrs.  Ira  B.  Patton  as  Presi- 
dent-Elect and  Mrs.  W.  R.  Sutton  as  Parlia- 
mentarian. Cherokee  County  has  our  North- 
east Vice-President,  Mrs.  Eugene  Bradley,  of 
Centre.  Mrs.  H.  C.  Johnson  of  Sheffield  is 
serving  as  the  Northwest  Vice-President.  Mo- 
bile County  solicits  your  help  in  organizing 
other  than  the  three  counties  which  are  or- 
ganized in  the  Southwest  District.  Mrs.  A. 
D.  Henderson  who  is  Vice-President  of  this 
district  would  like  for  you  to  encourage  your 
wife  to  join  our  auxiliary.  Will  you  please 
check  to  see  if  your  county  has  a representa- 
tive as  an  organized  auxiliary  or  as  a mem- 
ber-at-large!  Covington  County  claims  the 
Southeast  Vice-President,  Mrs.  C.  N.  Mat- 
thews of  Florala.  She  has  eight  unorganized 
counties  in  her  district  and  needs  your  as- 
sistance and  cooperation.  This  is  an  S.  O.  S. 
cry  and  you  will  agree  with  us  when  you 
hear  that  out  of  approximately  2,300  doctors 
we  have  a membership  of  only  1,354.  PLEASE 
JOIN  HANDS  AND  HELP  US  CLOSE  THE 
GAP. 


Our  Revisions  Chairman,  Mrs.  John  Kim- 
mey,  of  Elba  represents  Coffee  County.  Our 
immediate  past  president,  Mrs.  Lowell  Clem- 
mons, is  to  prepare  the  report  forms  and  is 
from  Cullman.  The  Disaster  Preparedness 
Chairman,  Mrs.  George  L.  Andrews  of  Ozark, 
has  already  alerted  Dale  County  in  this  proj- 
ect. Etowah  County  claims  the  Community 
Service  Chairman,  Mrs.  T.  M.  Owens,  of  At- 
talla.  The  following  chairmen  are  from 
Jefferson-Birmingham:  Radio  and  Television, 
Mrs.  William  J.  Rosser;  Program,  Mrs.  Wil- 
liam A.  Cunningham;  Southern  Projects,  Mrs. 
Gilder  Wideman;  and  the  counselor  to  the 
Woman’s  Auxiliary  to  the  Student  American 
Medical  Association  is  Mrs.  William  Warrick. 
Our  Historian,  Mrs.  Richard  Dillard,  and  our 
Corresponding  Secretary,  Mrs.  George  H. 
Zenger,  are  both  from  Jefferson-Birmingham. 
Jefferson-Bessemer  claims  the  following: 
Finance  Officer,  Mrs.  J.  P.  Brooke;  American 
Medical  Association  Education  Research 
Foundation,  Mrs.  Ben  H.  Johnson;  and  Year- 
book chairman,  Mrs.  Robert  T.  Cale.  Lamar 
County  is  represented  by  Mrs.  John  R.  Mize 
as  Safety  Chairman.  Our  Treasurer,  Mrs. 
T.  K.  Lewis,  Jr.,  of  Decatur  and  Orientation 
Chairman,  Mrs.  John  Chenault,  are  truly 
good  trademarks  of  Morgan  County.  Pickens 
County  claims  our  Recording  Secretary,  Mrs. 
R.  K.  Wilson  of  Aliceville.  One  of  our  mem- 
bers-at-large  from  Marengo  County  is  Me- 
morial Chairman,  Mrs.  Cecil  E.  Kimbrough 
of  Linden.  The  following  are  from  Mobile 
County:  Legislation  Chairman,  Mrs.  James 
K.  V.  Wilson;  Health  Careers,  Mrs.  Earl  Wert; 
Archives  and  Exhibits,  Mrs.  James  C.  Barrett; 
Public  Relations,  Mrs.  Dixon  Meyers;  Con- 
vention Chairman,  Mrs.  Curtis  A.  Smith,  and 
her  Co-Chairman  is  Mrs.  Jack  O.  Yeager. 
The  Editors  of  our  Newsletter,  Mrs.  Harry  J. 
Till  and  Mrs.  W.  L.  Smith;  and  their  typist, 
Mrs.  Forrest  Little,  are  doing  an  excellent  job 
of  publishing  this  communication  in  Mont- 
gomery. DeKalb  County  offers  Mrs.  William 
Noble  of  Fort  Payne  who  is  working  on  an 
Orientation  Handbook.  Shelby  County  is  rep- 
resented by  Mrs.  Lewis  Kirkland  of  Monte- 
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For  that  discriminating  person  demanding  quality 
and  comfort  ...  a prestige  address  . . . Service 
and  friendliness  in  the  old  tradition 

. . . that  special  touch  for  convention  groups,  too 


2ND  AVENUE  & I7TH  STREET  BIRMINGHAM.  ALABAMA 


for  psychiatric  treatment 


Peachtree  Hospital,  located  in 
Atlanta,  Georgia,  is  a complete 
psychiatric,  alcoholic  and  drug  ad- 
diction treatment  facility  accredited 
by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  □ The  hospital 
has  65  beds,  47  of  which  are  devoted 
to  the  care  of  psychiatric  patients 


and  18  of  which,  in  a separate  area, 
are  for  patients  with  acute  cases  of 
chronic  alcoholism  or  drug  addiction 
□ Treatment  procedures  include 
psychotherapy,  electroconvulsive 
shock  therapy,  subinsulin  coma  and 
chemotherapy  □ IVe  win  be  pleased  to 
provide  further  information  upon  request. 


ACCREDITED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 

peachtree  hospital 

41  PEACHTREE  PLACE.  N.  E.  / TELEPHONE  873-5681  / ATLANTA  9.  GEORGIA 
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WOMAN'S  AUXILIARY 


[ 


I vallo  who  is  Chairman  of  the  Members-at- 
i large.  Tuscaloosa  County  offers  two  of  our 
Chairmen,  Mrs.  James  C.  Guin,  Jr.  who  is  In- 
' temational  Health  Chairman;  and  Mrs.  Sam 
Davis  is  serving  as  Mental  Health  Chairman. 
I Our  Rural  Health  Chairman,  Mrs.  John  Ray- 
field  of  Sylacauga,  has  represented  Talladega 
County  as  far  away  as  Miami  Beach  when  she 


attended  the  National  Rural  Health  Con- 
ference. 

Please  offer  these  ladies  words  of  encour- 
agement and  do  not  fail  to  call  upon  us  dur- 
ing the  coming  year. 

Sincerely, 

Eloise  B.  Crenshaw 


Convention  Calendar 


UNIVERSITY  OF  ALABAMA  HOSPITALS 
AND  CLINICS 

June  12 — Pathology  and  Pediatrics  C.  P.  C. 
— 9:00  a.  m.  to  10:00  a.  m. — Room  112 — Re- 
search Bldg. 

June  15 — Ob-Gyn  Staff  Meeting — 4:30  p.  m. 
— Fifth  Floor,  Old  Hillman  Bldg. 

June  19 — Pathology  and  Medicine  C.  P.  C. 
— 9:00  a.  m.  to  10:00  a.  m. — Room  112 — Re- 
search Bldg. 

June  21 — Orthopedic  Surgery  Staff  Con- 
ference— 5:30  p.  m. — Crippled  Childrens  Hos- 
pital. 

Every  Monday — Anesthesia  Chart  Confer- 
ence— 3:00  p.  m. — Fifth  Floor — Old  Hillman 
Bldg. 

Every  Wednesday — Cardiovascular  Confer- 
ence— 4:00  p.  m. — Room  725 — Research  Bldg. 

Every  Thursday — Pathology  Department 
Staff  Conference — 12:00  noon — Room  623 — 
Research  Bldg. 

Every  Friday — Psychiatric  Residents’  Con- 
ference— 9:00  a.  m.  to  11:00  a.  m. — 11  West 
— Grand  Rounds — 12:00  noon  to  1:00  p.  m. — 
Room  112 — Research  Bldg. 

Every  Saturday — Surgical  Conference — 
8:00  a.  m. — Room  112 — Research  Bldg. 


POSTGRADUATE  EDUCATION  COURSE 
(Hahnemann  Medical  Colleqe) 

July  26-30,  Hahnemann  CVI  Building,  “In- 
terpretation and  Therapy  of  Cardiac  Arrhyth- 
mias,” Leonard  S.  Dreifus,  M.  D.,  director. 

^ ^ ^ 

AMERICAN  CANCER  SOCIETY 
(1965  Scientific  Session) 

June  16,  Drake  Hotel,  Philadelphia,  Pa. 
Course  entitled  “Hormones  and  Chemother- 
apy for  Cancer — A Critical  Appraisal.” 

^ ^ ^ 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS 

June  17-21,  Waldorf  Astoria  Hotel,  New 
York,  N.  Y.  Scientific  program  under  the 
chairmanship  of  Dr.  David  P.  Boyd,  Boston, 
Mass. 

^ ^ ^ 

AMERICAN  MEDICAL  ASSOCIATION 

June  20-24,  New  York  Coliseum,  New  York, 
N.  Y.  Annual  convention. 
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neo  Bromth® 

in  premenstrual  tension 


Complete  information  and  clinical  samples  will  be 
sent  upon  request. 

Name 


Address 

City State Zip. 


PHARMACEUTICAL 


CHATTANOOGA,  TENN.  37409 


CO. 


Equipment  & Supply  Service  Co. 

P.  O.  Box  2609  Montgomery,  Ala. 

Dear  Doctor: 

For  the  finest  office  furniture,  sup- 
plies and  equipment — photographic  and 
printing  supplies,  carpets  and  draperies, 
hookkeeping  systems  by  Master-Craft 
and  Edwal  X-ray  chemicals,  Burrough’s 
laboratory  equipment  and  metal  fishing 
boats,  please  contact  us  for  literature 
and  information. 

Thank  you, 

NED  HANCOCK 


WANTED— STAFF  PHYSICIANS  (3) 

General  Practitioners  45  or  under  to 
assist  Attending  Staff  and  General  Prac- 
tice Residents  in  260  bed  general  hos- 
pital. Annual  appointment  preferred. 
$15,000-$17,500  depending  on  training 
and  experience.  Contact  Medical  Direc- 
tor, San  Luis  Obispo  General  Hospital, 
San  Luis  Obispo,  California.  Phone: 
805-543-1500. 
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THE  POWER 
OF  NEGATIVE 
THINKING 


No  doubt  you  have  attached  diagnostic  importance  to  negative  findings  for 
years.  When  you  apply  your  stethoscope,  all  is  usually  normal.  When  you  test 
for  reflexes  you  generally  find  them  normal,  too.  In  your  routine  urine  checks 
with  dip-and-read  HEMA-COMBISTIX'"'  Reagent  Strips,  you  generally  discover 
that  urinary  blood,  protein,  and  glucose  are  absent,  and  pH  normal. 

But  when  you  discover  an  abnormal  finding  you  may,  within  60  sec- 
onds, have  detected  pathology  well  in  advance  of  the  appearance  of 
related  symptoms.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  aivies 


The  Somatic  Mask:  chest  pain- 
heart  disease  or  psychic  tension? 

Precordial  pain  as  well  as  tachycardia,  palpitation, 
breathlessness  and  faintness  or  arrhythmias  are  classic 
signs  of  cardiac  disease.  In  many  cases,  however,  they 
may  represent  a “somatic  mask”— a psychophysiological 
equivalent  of  psychic  tension. 

Valium  (diazepam)  reduces  the  patient’s  disturbing  psy- 
chic tension  and  helps  improve  such  related  symptoms 
as  sadness  and  feelings  of  hopelessness,  fatigue,  insom- 
nia, crying  spells  and  nervousness. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d. 
as  needed;  muscle  spasm  with  cerebral  palsy  or  athetosis,  2 
to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients;  1 or  2 mg/day  ini- 
tially, increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Valium*  (diazepam) 


Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance 
dosage  is  established;  driving  during  therapy  not  recom- 
mended. In  general,  concurrent  use  with  other  psychotropic 
agents  is  not  recommended.  Warn  patients  of  possible  com- 
bined effects  with  alcohol.  Safe  use  in  pregnancy  not  estab- 
lished. Observe  usual  precautions  in  impaired  renal  or 
hepatic  function  and  in  patients  who  may  be  suicidal;  peri- 
odic blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 
ment, depression,  stimulation,  sleep  disturbances  and  hallu- 
cinations) and  changes  in  EEG  patterns.  Abrupt  cessation 
after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  seen  with  barbiturates,  meprobamate 
and  chlordiazepoxide  HCI. 

Suppiied:  Tablets,  2 mg  and  5 mg;  bottles  of  50  and  500. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.  J.  07110 


